
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 

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. 

OMB Nos. 1210-0110 
1210-0089 

2024 

This Form is Open to Public 
Inspection 

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

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

X  a single-employer plan X  a DFE (specify)        _C_

B  This return/report is: X  the first return/report X  the final return/report

X  an amended return/report X  a short plan year return/report (less than 12 months)

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. X 

D  Check box if filing under: X  Form 5558            X  automatic extension    X  the DFVC program 

 X  special extension (enter description) ABCDEFGHI ABCDE 

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

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit plan 
number (PN)  001 

1c Effective date of plan 
YYYY-MM-DD 

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)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

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, I declare that I 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 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

01/01/2024 12/31/2024

X

X

HAYWOOD EMC EMPLOYEE BENEFIT PLAN 501

09/01/2001

56-0193499
HAYWOOD ELECTRIC MEMBERSHIP CORP

828-452-2281

376 GRINDSTONE ROAD 
WAYNESVILLE, NC 28785

221100

Filed with authorized/valid electronic signature. 10/15/2025 THOMAS H. BATCHELOR, JR.
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012 

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, 6c, and 6d).  

a(1) Total number of active participants at the beginning of the plan year  ............................................................................  6a(1)  

a(2) Total number of active participants at the end of the plan year  .....................................................................................  6a(2)  

b Retired or separated participants receiving benefits .......................................................................................................  6b 123456789012 

c Other retired or separated participants entitled to future benefits ...................................................................................  6c 123456789012 

d Subtotal. Add lines 6a(2), 6b, and 6c. ............................................................................................................................  6d 123456789012 

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........................................  6e 123456789012 

f Total.  Add lines 6d and 6e. ...........................................................................................................................................  6f 123456789012 

g(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .........................................................................................................................................................  6g(1)  

g(2)  Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .........................................................................................................................................................  6g(2) 123456789012 

h  Number of participants who terminated employment during the plan year with accrued benefits that were  
less than 100% vested....................................................................................................................................................  6h 123456789012 

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:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  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)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 

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

(2)  X  I   (Financial Information – Small Plan) 

(3)  X    A  (Insurance Information) – Number Attached ______ 

(4)  X  C  (Service Provider Information) 
(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          

Information) - signed by the plan actuary 
(5)  X  D  (DFE/Participating Plan Information) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

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

 

X

 
 

76

76

76

0

0

76

4A

X X

XX

X

1X

X
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Part III  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.) ........................………..….  X    Yes       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.) …….....  X Yes    X   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______________________              
                                            

 

X



 

 
  

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  
pursuant to ERISA section 103(a)(2). 

 
OMB No. 1210-0110 

 

2024 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number (PN)          001 

 

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

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 
012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 
 

(a)  Name of insurance carrier 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN (c)  NAIC 
code 

(d)  Contract or 
 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 
123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 
(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

 

01/01/2024 12/31/2024

HAYWOOD EMC EMPLOYEE BENEFIT PLAN 501

HAYWOOD ELECTRIC MEMBERSHIP CORP 56-0193499

HM LIFE INSURANCE COMPANY

06-1041332 93440 407314 76 01/01/2024 12/31/2024

HEALTHGRAM, INC. 8731 RED OAK BOULEVARD 
CHARLOTTE, NC 28217

3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 ...............................................  4 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ..................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ................................................................................................  6c -123456789012345 

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ...............................  7c(1) -123456789012345  

(2) Dividends and credits .............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year .............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ........................................................  7c(4) -123456789012345  

(5) Other (specify below) .............................................................................  7c(5) -123456789012345  

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier ....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account .............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ..............................................................................  7e(4) -123456789012345  

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f 123456789012345 

0

0

0

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ...................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ...............................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged ..........................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ...............................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees .............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ...........................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ...........................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies ......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ...............................................................  9c(1)(G) -123456789012345  

             (H) Total retention.....................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves ..........................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..........................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a 123456789012345 

 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, line 2 above, report amount. .........................  10b 

-

123456789012345 

Specify nature of costs.   
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

X X

0

0

0

300416

X



 

SCHEDULE C 

(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider 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 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan 
ABCDEFGHI  

 

 

B  Three-digit 
plan number (PN)          001 

 

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

 
 

D   Employer Identification Number (EIN) 
012345678 

 

Part I Service Provider Information (see instructions) 
 
You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, 
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's 
position with the plan during the plan year.  If a person received only eligible indirect compensation for which the plan received the required disclosures, 
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.   
 

1  Information on Persons Receiving Only Eligible Indirect Compensation 
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible 
    indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . . . . . . . . . . . . .     X Yes   X 

No 
 
b If you answered line 1a  “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who  
    received only eligible indirect compensation.  Complete as many entries as needed (see instructions).  
 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 
 
 
 
 
 
 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation  

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

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

01/01/2024 12/31/2024

HAYWOOD EMC EMPLOYEE BENEFIT PLAN 501

HAYWOOD ELECTRIC MEMBERSHIP CORP 56-0193499

X
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation  

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation  

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 

 

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 

1
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

 (a) Enter name and EIN or address (see instructions) 

 

 

 

  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 

ABCDEFGHI 

ABCD 

123456789012

345 

 

Yes  X    No  X Yes  X    No  X 
123456789012345 

 Yes  X    No  X 

 

(a) Enter name and EIN or address (see instructions) 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 

ABCDEFGHI 

ABCD 

123456789012

345 

 

Yes  X    No  X Yes  X    No  X 
123456789012345 

 Yes  X    No  X 

 

(a) Enter name and EIN or address (see instructions) 

 

 

 

 

 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

(f).  If none, enter -0-. 

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

 ABCDEFGHI 

ABCDEFGHI 

ABCD 

123456789012

345 Yes  X    No  X Yes  X    No  X 
 

Yes  X    No  X 

1

HEALTHGRAM, INC.

56-1449504

8731 RED OAK BOULEVARD 
CHARLOTTE, NC 28217

14 TPA 28897
X
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Part I Service Provider Information (continued) 
3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary 

or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following 
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service 
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation.  Complete as 
many entries as needed to report the required information for each source. 

(a) Enter service provider name as it appears on line 2 (b) Service Codes 
(see instructions) 

 

(c) Enter amount of indirect 
compensation 

 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
 

 

 

(a) Enter service provider name as it appears on line 2 (b) Service Codes 
(see instructions) 

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

 

 

 

(a) Enter service provider name as it appears on line 2 (b) Service Codes 
(see instructions) 

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

  

  

1
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Part II Service Providers Who Fail or Refuse to Provide Information 
4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete 

this Schedule. 
(a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service  
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 

12 13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 
 

(a) Enter name and EIN or address of service provider (see 
instructions) 

(b) Nature of 
Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 

12 13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 
 

(a) Enter name and EIN or address of service provider (see 
instructions) 

(b) Nature of 
Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 

13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 
 

(a) Enter name and EIN or address of service provider (see 
instructions) 

(b) Nature of 
Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 

13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 
 

(a) Enter name and EIN or address of service provider (see 
instructions) 

(b) Nature of 
Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 

13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 
 

(a) Enter name and EIN or address of service provider (see 
instructions) 

(b) Nature of 
Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1
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a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:  123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:   123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)  
(complete as many entries as needed) 

1



SCHEDULE I 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Financial Information—Small Plan 
 

This schedule is required to be filed under section 104 of the Employee 
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the 

Internal Revenue Code (the Code). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 
2024 

This Form is Open to Public 
Inspection  

For calendar plan year 2024 or fiscal plan year beginning                                                                      and ending                                                        
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

B Three-digit 
plan number (PN)          001 

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

ABCDEFGHI 

D    Employer Identification Number (EIN)67 

Complete Schedule I if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a 
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE. 

Part I   Small Plan Financial Information 
Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan 
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar 
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from 
insurance carriers. Round off amounts to the nearest dollar. 
1 Plan Assets and Liabilities:  (a) Beginning of Year (b) End of Year 
a Total plan assets ..........................................................................  1a -123456789012345 -123456789012345 

b Total plan liabilities .......................................................................  1b -123456789012345 -123456789012345 

c Net plan assets (subtract line 1b from line 1a) ..............................  1c -123456789012345 -123456789012345 

2 Income, Expenses, and Transfers for this Plan Year:  (a) Amount (b) Total 
a Contributions received or receivable:    

(1) Employers ............................................................................  2a(1) -123456789012345  
(2) Participants...........................................................................  2a(2) -123456789012345 

(3) Others (including rollovers) ...................................................  2a(3) -123456789012345 

b Noncash contributions ..................................................................  2b -123456789012345 

c Other income ...............................................................................  2c -123456789012345 

d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) ...............  2d  -123456789012345 

e Benefits paid (including direct rollovers) .......................................  2e -123456789012345 

 

f Corrective distributions (see instructions) .....................................  2f -123456789012345 

g  Certain deemed distributions of participant loans  
(see instructions) .........................................................................  2g -123456789012345 

h Administrative service providers (salaries, fees, and     
     commissions) ...............................................................................  2h -123456789012345 

i Other expenses ............................................................................  2i -123456789012345 

j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ..........................  2j  -123456789012345 

k Net income (loss) (subtract line 2j from line 2d) ............................  2k 
 

-123456789012345 

l Transfers to (from) the plan (see instructions) ..............................  2l -123456789012345 

3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets 
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a 
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions. 

  Yes No Amount 
a Partnership/joint venture interests ...................................................................................  3a   -123456789012345 

b Employer real property ....................................................................................................  3b   -123456789012345 

c Real estate (other than employer real property) ..............................................................  3c   -123456789012345 

d Employer securities .........................................................................................................  3d   -123456789012345 

e    Participant loans .............................................................................................................  3e    

f    Loans (other than to participants)  ...................................................................................  3f    

g   Tangible personal property .............................................................................................  3g    

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

 

01/01/2024 12/31/2024

HAYWOOD EMC EMPLOYEE BENEFIT PLAN 501

HAYWOOD ELECTRIC MEMBERSHIP CORP 56-0193499

2083780 1939264

2083780 1939264

1100164

140790

1240954

1385470

1385470

-144516

X

X

X

X

X

X

X
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5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ X  Yes   X No- 
 If “Yes,” enter the amount of any plan assets that reverted to the employer this year ____________________________________. 

 
 
 

  

Part II   Compliance Questions 
4      During the plan year:  Yes No Amount 
a Was there a failure to transmit to the plan any participant contributions within the time period 

described in 29 CFR 2510.3-102?  Continue to answer “Yes” for any prior year failures until 
fully corrected.  (See instructions and DOL’s Voluntary Fiduciary Correction Program.) .........  

    

4a   -123456789012345 

b Were any loans by the plan or fixed income obligations due the plan in default as of the 
close of plan year or classified during the year as uncollectible? Disregard participant loans 
secured by the participant’s account balance. ........................................................................   

    

4b   -123456789012345 

c Were any leases to which the plan was a party in default or classified during the year as 
uncollectible?  ........................................................................................................................  

    
4c   -123456789012345 

d Were there any nonexempt transactions with any party-in-interest? (Do not include 
transactions reported on line 4a.) ...........................................................................................  

    

4d   -123456789012345 

e Was the plan covered by a fidelity bond? ...............................................................................  4e   -123456789012345 

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was 
caused by fraud or dishonesty?  .............................................................................................  

    

4f   -123456789012345 

g Did the plan hold any assets whose current value was neither readily determinable on an 
established market nor set by an independent third party appraiser? .....................................  

    
4g   -123456789012345 

h Did the plan receive any noncash contributions whose value was neither readily 
determinable on an established market nor set by an independent third party appraiser? ......  

    
4h   -123456789012345 

i Did the plan at any time hold 20% or more of its assets in any single security, debt, 
mortgage, parcel of real estate, or partnership/joint venture interest? .....................................  

    

4i   -123456789012345 

j Were all the plan assets either distributed to participants or beneficiaries, transferred to 
another plan, or brought under the control of the PBGC? .......................................................  

    

4j    

k Are you claiming a waiver of the annual examination and report of an independent qualified 
public accountant (IQPA) under 29 CFR 2520.104-46? If “No,” attach an IQPA’s report or 
2520.104-50 statement. (See instructions on waiver eligibility and conditions.) .............................  

    
4k    

l Has the plan failed to provide any benefit when due under the plan? .....................................  4l   -123456789012345 

m If this is an individual account plan, was there a blackout period? (See instructions and 29 
CFR 2520.101-3.) ..................................................................................................................  

   

 4m   

n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or 
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3 ....................  

    
4n    

5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were 
transferred. (See instructions.) 

 5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 123456789 123 

 
5c Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and 

instructions.) …………..................................................................................................................................X  Yes     X  No     X  Not determined                        
      If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year ____________________.  

 

1

X

X

X

X

X

X

X

X

X

X

X

X

X

X



Annual Return/Roport of Employee Beneflt Plan
This fom is required to be filed for employee benefit plans under sections 104

and 4065 ol the Employee Retirement lncome Security Acr of i974 (ERISA) and
Bections 6057(b) and 6058(s) of the Intemal Rovenue Code (the Code).

) Compl.tr tll entrl€t ln accord.nc. wlth
tho lntt uqllon! to th. Fo.m t500.

Form 5500

D.Prdhcnt ol t'c Tr..&ry
lnLMl R6sn@ 3. tc.

OMB No3. r2t0{110
1210{089

2024
Er.r.rtfilt ol L.aor

Ehpby!+ B.€ft. 9dnv

P.n.6 B.tufi G{nnry CspoEudr

Annual ld6nlification lnformation
For calendar plan year 2024 ot fi*al

Thir Forfi lr Open to Publlc
on

plan year beginning 01 01 202 4 a.rd ending 72 / 31, / 2A24

A This retum/report is for

B This retum/report is the frrst retum/report

n an amended retum/repo.t

C I Ule plan is a colleclively-bargained pl8n, ched( here. . - -. -...... -...
O chcck box itliling under: fi rorm s55s

E 3podal extension (enter ddcription)

! a mulliple-emplo),er plan (FileG cheddng this box must provide participating
omployer infomalion in accodance witt the form imtructions.)

E a oFE (specity) _
! a multiemployer plan

fi a singleemployer plan

the fnal retunvrepod

a short plan year retum/report (le3e than 12 months)

! aulomatic extension ! trru owc prograt

E I this i6 a reEoactively adopled plan permitted by SECURE Acf seclion 201, ched( here

Basic Plan lnromation--€nter a uested informalion

ll ttarnc ot 4an
Haywood EMC Employee Benefit Plan

2a Plan sponsor's name (employer, if for a Bingle€mployd plan)
Mailing addr$s (indude room, apt., suite no. aM rueet, or P.O. 8ox)
City or to,vn. sLte or p.ovince, coontry, and ZIP or foreign postal code (if fore(rn. see imtructioB)

Haywood Electric Membership Co rp

3'i 6 crindstone Road

waynesville NC 28785

Caution: A

501
lC E lectve date ot pl6n

09/0t/2001
2b Employer ldentifcetion

Number (ElN)
56-0193499

2C Plan Sponsods telephone
nuhbor
828-452-2281

2d Busines code (see
instruciions)
221t 0 0

fo7 ths lata or incomplote fillnq of thia return/repod will bs asses3ed unles! rsalonable cause ls eslrblished

Part ll

number PN
1b Threeiigit plan

Undea penalties of pe4ury and other penallies set forth in the instructions, I declare that I have examined this refum/report. anduding accompanying schedules,
stalements and attachments, as wellas the eleclronic veBion ofthis retum/report, and to the best of my knowledge and belief, it isirue, conea, and comptete.

Qlv-,lu Thomas H. Batchelor, Jr.
oatel

I
name of individual as lan admini6trator

SIGN
HERE

Date Enter name of individual as or

SIGN
HERE

FE Date Enter name of individualsianino as DFEFor Paporwork Roduc on Act

8100 / as /LB/LH

Notice, tos tho lnatructlonr tor Foirrl 5500 Fo,m 5500 (202l.)
v.21o31'l

tE",r I

E
E

SIGN
HERE

Slgnrturg ol plln rdmlnlrtrrtor

Slqnature of emplovgr/glan aoon!or



5

6a 1

6a(2)

6b
6c

6d
6e

6f

6s(1)

6q(2)

6h

7

Form 5500

3a Plan administralor's name and address Same as Plan Sponsor 3b Administrelor's EIN

3c Administrato/s telephone
numbel

a lf the namc 6nd/or EIN ot the plsn $ooror or the plan namc har c*rang€d rinco the lart rBtum/rcpod fll€d for thl! pl.n,
enter the dan 3ponso/s name, ElN. the plan naane ard th€ plan numb€r iom the last refuny'reporl:

a Spomo/s nanl€

C Plan Name

4b EIN

4d PN

5 Totral number of participants at the beginning of the plan year

6 Number of participants as of the end of the plan year unle3s otherwis€ slated (welfare plans complete only lines 6.(l ),
6.(2), 6b, 0c, eM 6d).

a(l) Total numbe. ot a6{ive padicipents at the beginning ol the plan yeat .........--.....-....-..

a(2) Total number of active participanls at the end of the plan year

b Retired or s€parated particlpants receiving benef ts..................

C other retirod or separated participants entitled to tuture benefts.

e Decea3ed parlicipant8 whos€ beoeficiaries are reoeiving or erc entitled to receive benefits. -.........---......---................

s(1) [:l;T[l'ff1["*ii:-:::.:"-:":*1":*"::"1":.0*1""*::*"-i]:i::::@f:::::::::i:":ll:::
s(rt [TH["1ffi:#i:o*',""-:,,l-*.]::-*".:::1T.:1.::.:::iiif::ii'.i:::l*.::'::*::ii:: .

L Numb€r of partcipants who terminated ernp&cymeht during $e plan yeer with accrued behefits that werc

7 Enter Ore total number of employeB obligated lo cofltribute to lhe plan (only multiemployer plans compiete this item)

2

16

16

16

'16

0

0

b f tho plan prorira v,Gfare b3rlgfib, cnter th6 applicaua wrfare baturB code lrcrfl fie Lilt of Plan Ch.ra.t6ri3tica Codc! in lhe iiBbudirra

4A

t2t t2)
(3) (3)

(4) (4)

t0 Check all applicablo boxes in 10e and 10b to indicate whach schedules are attached. and, where indicated, enter the numter attached- (See in8tructions)

b Gongnl Schodulor

9e Plan funding anangement (check allthat apply)
(1) lnsuaance

Code seclion 412(eX3) insurance contracls

T1U3t

Gen€ral assets ot the sponsor

(1)

(r) ! R (Rctilemont Plen lntormstion) (t)

(2) E B (Muttiemptoyer oefined Benefit pt6n and Certatn Money (2)

Purch€se Plan Acluerial lntolmation) - signed by the plan (3)
acluary 

(a)

9b Plan benefit anangement (check all thal apply)
ln3urence

Cod6 sedion 412(eX3) insu.ance conF.cts
Trust

G€rrerel a*rct! ol th€ rponsor

H (Financial lntormation)

I (Financial lnformsiion - Small Plen)

A (lnsurance lnformation)- Number Attached L
C (SoMce Provider lnformetion )

O (OFE/Panicipating Plan lnformation)

G (Financial TEnsaction S.hedules)

(3)

(.)

(5)

! 3B (Single-Employer Oefned B€nefit Plen Aciuarial
lnformation) - signed by lhe plsn actua.y
DCG (lndividual Plsn lntormation) - Number Attached _

EP (Multiple-Employer Retiremenl Ptan lnformetion)

!I
E
I
!
!

(5)

(6)

8a lf the plan provides pension benefits, enter lhe applicable pension leature codes trom the List of Plan Characteristics Codes in the insuuctions:

a Pen3ion Schodulag



Fom 5500 (2024) Page 3

to the Form M-1 filing roquiremonts during th€ plan yea, (See insflctions and 29 CFR
No

11a lf lhe plan provides welfarc benelita. wasire plan sub]Lect

2520.r01-2.)....................................... fl Ves lx

lf "Yos" is ch€ckod, compl6t6lin6s 1lb and l1c.

1'lb ls the ptan currenlly in complianc€ with the Form M-1 filingrequlrements?(Sesans1ruclionsand29CFR2520.101-2.)........... !Ves I t'to

11C Ent6r th6 Recaipl Confirmation Cod6 for lhe 2024 Form MJ annual report- lf ths plan wEs not requirsd to file the 2024 Form Ml annual report. enter lhe
Receipt Confirmalion Code for the most recent Form M-1 that was required to be liled under the Form M-1 tiling .equirements. (Failure to enler a valid
Receipt Confirmation Code will subject the Form 5500 filing to rej€clion as incomplete.)

Receipt Confirmation tue_

Ipart tit l Form M-'l Compliance lnformation (to be completed by welfare benefit plans)



SCHEOULE A
(Form 5500)

o.p.rr,rEhr ol th. rr...!ry
hr.iMl R.@G S.nn@

o.p.rti. ol L!ao.
Employ6 adFfir S.c'itty Lminl.L.lha

Pms 8.n th G{...nry CsrDEloo

lnsurance lnformation
OMB No 1210{110

2024

Thi. Form i. Oprn to Public

For calendar 2024 ot fiscal

A Nam€ ot plan
HayHood EMC Employee Benefit Plan

C Phn spoosoas name as shov/n on line 2a of Form 5500

01/01/2024 and

D Employer ldentilicatjon Number (ElN)

56-0193499

72 / 31/ 2024

ood Electric r
lnformation Conceming lngurancg Contract Covgrage, Fees, and Commissiona Provide information lor each contract
ona Schedule A. lndividual contrecls as a unit in Parts ll and lll can be ona Schedule A

1 Coverage lnformation

number PN

B Three-digit

g
(tl Namo of in8urance cari€r

HM Life lnsurance Company
or contract

(b) ErN

0 6-t0 4t332 ).2 / 3L /2024

2 lnsurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, blokels. and other peEons in

(o) Approximate number of
persons covered at end of

oolica or contlad year (f) From
(c) NAIC

code
(d) Contract or

identifcation number

0r/0)./202493440 4A'7 3t4 16

order of the amount

Total amount of commissions Total amount of fees id

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

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

Healthgram, Inc.
8?31 Red Oak Boulevard

Charfotte NC 2821'l

Fees and olher commissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commrssaons code

3

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

(b) Amount oI sales and base
commissions code

Fees and olher commissaons paid

{c) Amounl {d) Puroose

For Paporwork Roduction Act Notlca, aoo tho lnalrucllona for Fonn 5500. Sch.dul. A (Fo.n 5600) 2024
y. 2rl03l t

501

Thb schedule is required to be filed under section 1O4 of the
Employe€ Retirement lncome S€curity Act of i974 (ERISA).

) Fila l! !n attchmant to Form 5410.

) lnsuranco companles are required to provide lhe intormaton
pursuant to ERISA section 103(aX2).

(s) To



Schedule A (Form 5500) 2024 Page 2 -

(!) Neme 6nd Eddre$ of the agent, broker, or olher pe6on to whom commissions or fees were pard

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount of seles and bese

commtsstons

(o)
Organizetion

code

(.) Name and address of the aoent. broker, or other D€rson to whom commissions or fees were paid

Fees and other commissions paid

(c)Amount (d) Purpose
(b) Amount ofsales and base

commissions

(e)
Organization

lal Name and address of the aqent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(c) tunount (d) Purpose
(b) Amount of sales and base

commissions

(o)
orgEnizatbn

code

la) Name and address of the agent, brcker, or other peGon to whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(b) Amount ot sales End base

commissions

(o)
OrgEnizalion

codc

(a) Name and address ol the agenl, broker, or olher person lo whom commissions or fees were paid

paidFee3 and other commisions

(c) Amount (d) Purpose
(b) Amount ol sales and bas€

(.)
Organizstion

codecommisaions



Schedule A (Form 5500) 2024 Page i,

lnyestmont rnd Annulty Contract lnformatlon
Where individual contracb a.e provided. the entire group ol such individual conba.t! with each c€rrier may be ueated e3 a unit br purposes ot
lhis

4 curent value of 's interest underthis contract in the account at end

5 Cunent value of 's interest underthis contract ia accounts at end

6 Confaas Wittr Allocated Funds:

a Slate the ba3is of premium rates )

b Prerniuhs pa*l to canier........................

C Premiums due but unpaid at the end of the year..-.......................

d lf lhe canier. service, or other organization inorn€d eny specmc costs in conneclirn with th€ acquigitbn or
retenlion of the contracl or policy, enter amount

Specify nature of costs )

e Type of contract: (1) ! individual policies

(3) ! other (specity) )
(2) ! group deferred annuity

Part ll

4
5

6b
6c

6d

f I contract purchased, in whole or in pan, to distribute benefits from a terminating plan, check here )
7 Contracts With Unalloceted Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) deposit administration (2) ! immediate participation guarantee

(3) ! guaranc€d inveshent (l) I other )

b Babnce at the end of the f........ 0

c Additions: (1) Contsibutions d.positod duriog th€ yedr

(2) Oividen& and crBdiB........ ....................................

(3) lnterEst cred ed d'rring the year.......
(4) Transfened from s€parate ac@unt......-.-...-............
(5) Other (sp€cify belo,v)....... ....................................

)

(6)Toi.l additDns........

d Total of balance and additions (add line3 7b and 7c(3)).

e Deduclions:

(1) Dlsbursed trom tund lo pay b€nefiE or purchaso annuilioa during year

(2) Admini3tr.tjon charge m6de by carilr.......
(3) Translered to seperete 6ccoiJn1................

(4) other (specify below)...................................

)

(5) Total deductions
f Balance at the end of the cunent line from line 7d

0

0

7

0

0

7b
7c(1)
7c(21
7c(3)
7c(41
7c(5)

7d

70(1)
7s(21
7s(3)
Te(4l

7l

l6r



Schedule A (Form 5500) 2024 Page 4

Welfare Bonefit Contract lnforrnation
lf more than one contract coveE the seme group ofemployees of the same employe(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such conkacts are experience-rated as a unit- Where contracts cover individual
employees, the entire group ofsuch individual contracts with each cerier may be [ealed as a unit for purposes of this report.

8 Benefil and cont acl type (check all applicable boxes)

a E Heallt! (other than dental or vision) bS Oentar c! vrlon d[ Lfe insu"ance

O ! Temporary disebllity (accident 6nd sickn63) t ! LongFtem dilebillty g! Supplemontet unemptoyment h! ereecription drug

I I Stop toss (argo deductibb) I ! xuo 
"orr"a k f] eeo contraa I I tndemniiy coflbad

m ! Oher (specir) )

Parl lll

9a(l)
9a(2)
9a(3)

98(4)
9b(r)
9b(2)

9b(3)

gc(lXA)

9c(lXB)
9c(rXc)
9c(1XD)
9c(rxE)
9c(rXF)
9c(lXG)

9c(lXH)
9c(2)
9d(1)
9d(2)
9d(3)

9e

10a

10b

9 Experience-raled cantracts:

a Premrums. (1) Amount received........... ...

(2) lncreas€ (decrease) in amounl due but unpaid............
(3) lncrease (decrease) in uneamed premium reserve.....
(4)Ea.ned ((l) + (2). (3))

Benefit.hergc! (1) C!.ims p€id.......................

(2) lncreas€ (decrsa3e) in deim rslerve!.......
(3)lncuned daima (add (1) and (2))...............

(4) Clairhs charoed .....

Remainder ot prcmium: (1) Retonlion charg€s (on an acqual basis) -
(A) Commbsions ........

(B ) Administrative seflice or ottEr fees ............. . . .

(C) Other specific acquBilion costs .................
(o) Otrler oxpensB ....

(E) Taxes....................
(F) Charges for risks or other contingencies...
(G) Other retenlion cherges.............................
(H) Total relention.......

(2) Oividends or retroactive rate retunds. (These amounls were ! paid in cash, or I cfedited.)

d Status of policrholder reserw3 6t end ot yee,: (1) Amout held to p.ovide benefits ater relirenEnt .....

(2) Claim resorvog......
(3) Olher re3erves

e Dividends or retroactive rate refunds due. Oo not include amount entered in line

l0 Nonexperience,rat€d contr.cts:
a Totalpremium3 or 3ubscription chargB peid to canier.-............--..

b It the carier, 3ervice, or other organizetion incuned any specific costs in conneclion with the acquisitlon or
.etenlion of the @ntract or policy, other than repoded in Part l, line 2 above, reporl amount....

Specify neture o, costs.

b

c

0

300,416

0

0

Provlsion of lnformation
l l Oid the insurance comgany tuil lo DovidG any information necessary to complete Schedule A?...........

Part lV

12 lf th6 snswer to line 11 is'Yes,'specity the information nol provlded. )
It" lI uo



SCHEDULE C
(Form 5500)

Dap.nnffr o, d[ T.!@ry
lnrmrl R.v6nu. Scruic!

o.c.rlr nt ol trbor
Enl!by.. A.Eni. addiy A.lm{n&.no.r

Service Provider lnformation

This schedule is requiaed to be filed under section 104 ol the Employee
Retiremenl lncome Secudty Acl of 1974 (ERISA).

) Flla !! !n.mchmgnt to Fodn 5!00.

OMB No. 1210-0110

2024

Thi. Fonn i. Opqn to Public
lnap€ction.

For c€lendar 2024 ot fiscel

Hal&rood Electric Membership Colp

07 / 01/ 2024 and t2 / 31/ 2024

D Employer ldentifcation Number (ElN)

55-0193499

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

501

Service Providor lnformatlon ses instructiong

You must complete this Part, in accordance with the instructions, to report the infomaton required for oach paEon who received, directly or indirectly,
$5,000 or more in total compensation (i.e., mooey or anything else ol monetary value) in cohneciion with seftices rendered to the plan or the person's
position with the plan during the plan year. lf a person received only eligible indkect compensation for which the plan received the required disclosures.
you 6re requared to answer line 1 but are not r€quired to include that person when completing the remainder of this Pad.

1 lnformation on PoEons Receiving Only Eligible lndirect Componsation
a Check "Yes" or 'No' to indicate whether you ere excluding a peBon from the remainder of this Part because they received only eligible

indirectcompensationforwhichtheplanrcceivedtherequireddisclosures(seeinstructioNlordefinitionsandcondidons)...........
No

b lf you answered line la 'Yes,' enter the name and EIN or address of eaah person providing the required disclosurB for the service providers who
received only eligible indirecl compensation. Complete as many €ntries as needed (see insln clions).

(b) Enter name and EIN or addre$ of pe6on who provided you disclosures on eligible indirecl compensation

)lan number

B Threedigit

8'100 /os /LB/LH

Schodul. C (Forlrl 5500) 2024
v.24311

For Pap6rwork Raduction Act Notice, see tha lnatruclionr for Form 5500.

tFan t'-

A Name of plan
Haywood EMC Employee Benefit Plan

!"* I

(b) Enter name and EIN oa address of pe6on wlro provided you disclosures on eligible indirecl crmpensetion

(b) Enter nahe and EIN or address of person who provided you disclosur$ on eligible indirect compensation

(b) Ent6r name and EIN or eddress of peEon who provided you disctosures on eligible indirecl compensation



Schedule C (Form 5500) 2024 Page 2-

(b) Enter name and EtN or addrcss ot peBon who provided you dis.tosures on etigible indircct compensation

(b) Enter neme and EIN or address of peBon who provided you disdosures on etigibte jndiroct compensation

(b) Enter name ana etN or address of person who provid€d you disdoGures on etiriue i.dire.l cornpeosaticn

(b) Enter name and EIN or address of person who provided you disclosures on eligible indilect compensation

(b) Enter name and EIN or address of peBon who provided you dlsclosures on eligible indirecl @mpensation

(b) Enter name and EIN or address o, peBon who provided you disclo6ures on eligible indirecl compensation

(b) Enter name and EIN or address of person who provided you disclosures on etigible indirect compensation

(b) Enter name anO EtN or add.e$ of person who pro\rided you dbdo3ures on eiigible indirgcl compensation



Schedule C (Form 5500) 2024 Page 3 -

2. lnformation on Other Seryice Providers Receiving Diroct or lndi fect Compensatlon. Except for lhose persons for whom you
answered'Yes'to line la attove, complete as many entries as needed to list each person receiving, direc{y or indirec{y, $5,000 or more in total compehsation
(i e., money or anything else ol value) in connection with services rendered to lhe plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

Healthgram, Inc.
87 31 Red Oak Boulevard

56-1449504

Char:lotte NC 2821'7

(b)
Service
Code(s)

t4

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(d)
Enter direc{

compeNalion paid
by the plan. lf none.

enter {L

(e)
Oid service provider

receive indireci
compensation? (sources
other than plan or plan

sponsor)

(0
Dkl indire<i compnsation

indude eligiue indirecl
compensation, ior whiafi the
plan received the required

disclosures?

(s)
Enter total indiaect

compensation received by
service provider excluding

eligible indi ed
cornpensalion for whidt yoo
answered Yes' to element

(0- lf none, enter -O-.

TPA

28,891
Yes L *"8 Yes [ *.!

(h)
Did the s€rvice

provider give you a
formula inslead of

an amount or
eslimated amount?

v"s! ruo!

(a) Enter name and EIN or address (see instructions)

(b)
Service
Cod6(s)

(c)
Relationship to

employer. employee
organization, or

person known to be
a party-in-interest

(d)
Enter direct

compensation paid
by the plan. lf none,

enter 4..

(e)
Oid service provider

receive indirect
compensation? (sources
other than plan or plan

sponso0

o
Oid indi.ec-t compensation

in<iude eligible indirec,t
cornpensation, for whidl the
plan received the required

disdosures?

(s)
Enler toial indired

compensation received by
seryice providel exduding

el€iHe indired
compensatirn fo stfcfi yo{,
answered 'Yes' to element

(f). lf none, enter +.

YesD No!

(h)
Did the seMc€

provider giv6 you a
formula instead of

an atnount or
eglimated amount?

Yes E ""!

(b)
Service
Code(s)

(c)
Relatjonship to

employer, employee
organization. or

person known to be
a parly-in-interest

(d)
Enter direcl

compensation paid
by the plan. lf none,

enter -0..

(e)
Did service provider

receive indirect
compensation? (sourcos
other than plan or plan

sponsor)

(f)
Did indirect compensation

include eligible indirecl
comp€nsation, for which the
plan received the required

disclosures?

(g)
Enter tolel indirecl

compensation received by
servic€ provider excluding

eligible indirect
compensalion for which you
answered "Yes' to element

(f). lf none. enter -0-.

Ye3[ No!

(h)
Did the seNice

provider give you a
formula inslead of

en amount ot
estimated amount?

Yes ! No!

Yes E No!

(a) Enter name and EIN or address (see instructions)

ves! No!



Schedule C (Form 5500) 2024

2. lnformation on Other Seruice ProvideB Receivlng Direct or lndirect Comp€n3ation, Except for those persons for whom you
answered 'Yes" to lane 1a above. complete as many enlries a3 n€eded to list each pelson receiving. directly or indireclly. $5,000 or more in total compensation
(i.e., money or anything else of value) in connec,tion with seNices rendered to the plan or their position with the plan during the plan year. (See insfuclions).

(e) Enter neme end EIN or address (see instructions)

(b)
Service
Code(s)

(d)
Enter direct

compensation paid
by the plan. lf none,

enter -G.

(c)
Rolalionship to

employer, employee
organizalion, or

person known to be
a party-in-interest

(0
Did indirecl compensation

include eligible indirect
compensaton. for whacfi the
plan received the required

dasclosures?

(s)
Enter total indirect

comPnsation received by
seNice provider excluding

eligible indire.t
compensalion for whi(*l yo{
answered Yes" to element

(f). lf none, enter +.

Yes E *oE

(h)
Oid the service

provftrer give you a
formula instead of

an amount or
eslimated amount?

Yes ! *o!

(a) Enter name and EIN or address (see insfuclions)

(b)
Service
Codo(s)

(c)
Relationship to

employ€r, employe€
organizalion, or

perso.t known to be
a party.in-interest

(d)
Enter direct

cohpnsation paid
by the plan. lf none.

enter.0--

(e)
Oid seNice Fovil€r

receive indirecl
cornpensation? (sources
other than plan or plan

sponsor)

(0
Oid indirect compensation

include eligible indarecl
compensation, for whici the
plan received the required

disdosures?

(s)
Enter total indiEct

compensalion received by
service provider exduding

eligiue indired
compensalion toa whictr you
answered'Yos' to element

(0. lf none, enter-G.

Yes ! "o[

(h)
Did the seMce

provider give you a
fonnula instead of

an amounl or
eslimaled amounl?

Yes ! ruo!

(b)
Service
Code(s)

(c)
Relationship to

employer. employee
orgenization, or

pe6on known lo be
e perty-an-interest

(d)
Enter direct

compensation paid
by the plan. lf none,

enter -0-.

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

(0
Did indirecl compensation

include eligible indirecl
compensation, for whlch the
plan received the required

disclosu1€3?

(s)
Enter total indirect

compensetion received by
service provider excluding

eligible indired
compensation for which you
answered 'Yes' to elemenl

(0. lf none. onter {-.

Yes ! *"!

(h)
Did the se ice

provkler give you a
formula instead of

an amount ot
estimated emount?

Pase4-E

(o)
Oid servic€ provider

receive indirecl
compensation? (sources
other than plan or dan

sponsor)

Yes! No!

Yes! No!

(a) Enter name and EIN or addrBs (see instludions)

Ye!! No! Yes! No!
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Service Provider lnformation contin
3. ,f you reported on line 2 receipl of indiaec{ compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiducjary

or provides contEct administrator. consuhang, custodial. investment advisory. investnent maMgement. br<,ker, or recordkeeping seNices. answer the following
questions for (a) each source from whom th€ service Fovider received S,,0OO or more in indirect compensation and (b) each source tor whom the service
provider gave yot e formula used to deteamine the indirecl compensation instead of an amount or estimated amount of th6 indirecl corhpensatjon. Complete as
many entries es neoded to report the required infoamation tor each sour@.

Part I

(b) Service CoOes
(see instructions)

(a) Enter service provider name as it appears on line 2

(d) Enter name and EIN (address) ol source of indirecl comp€nsation

(C) Enter amount of indirect

(e) OescriUe ttre inOirect compensation, induding any
formula used to determine the servic€ provideds eligibility

for or the arnount of the indtect compensation.

(b) s€rvice Codes
(see insfuclions)

(a) Enter service provider narne as il appears on line 2

(d) Enter name and EIN (address) of source of indirect compensation

(c) Enter amount of indirect
compensation

(e) OescriUe tfre inairect compensation, including ary
fomula used to determine the seNice provider's eligibility

for or the amount of the indirect compensation.

(b) Service coaes
(s€e instructions)

(a) Enter service provider name as il appears on line 2

(d) Enter name and EIN (address) of source ot indirect compensation

(C) Enter amount of indirect
compensetion

(e) Oescrie fe lnairect compensalion, including any
tormula used to dete.mine the seNice provide/s eligibility

for or the amount of the indirecl compen$Uon.
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Service Provide6 Who Fail or Refu3e to Provido lnformation
4 Provide. to the extent poBsible, the lollowing inbrmstion tor each 6ervice paovider who failed oa refused to provide trle inlonnation necessary to complete

this Schedule.

Part ll

(b) ttature ot
Service
Code(s)

(a) Enter name and EIN or address of seryice provider (see
anstruciions)

(C) Oesoiue ttre intormation that the service provider failed or retus€d to
provide

(b) tlature or
Service
Code(s)

(a) Enter name and EIN or address of seryice provider (see
inslruclions)

(C) Descdbe ttte intomation that the service provider failed o. retused to
provide

(b) xaure or
SeNk e
Codo(s)

(a) Enter name and EIN or address of seryice providor (eee
instructirns)

(C) O€cribe the informalion that the service provider failed ot retused to
piovide

(b) Natr.rre or
Servic€
Code(s)

(a) Entor name and EIN or addres3 of setuice provider (3€e
in3fuctbns)

(C) D6crib€ the infomafon thal the service providor failed o. retused to
provide

(b) ttatr.rre ot
Service
Code(s)

(a) Entor name end EIN or addre$ of sarvice provider (8ee

instludions)
(C) D6cribo f€ inlormatioo lhat the service provider iailed or retu3ed to

provide

(a) Enter name 6nd EIN or addess of seMce provider (see
inctructiong)

(b) xature ot
Service
Code(8)

(C) Describe the information that the service provider failed or retused to
provide
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a Name

C Position

d Address:

Explanation

Termination lnromation on Accountants and Enrolled Actuades (ses lnstructions)
(complete as ma entries as needed

b ErN

ST

Part lll

a Name

C Position:

d Address:

b ErN

ET

a Name

C Position

d Address:

Explanation

b ErN:

ET

a Name

C Pos(ion

d Address:

Explanation

b ErN

OT

a Name

c Position

d Address:

b ErN

e

E-xplanation

Explanation:



SCHEDULE I

(Form 5500)
o.p.nrne.t ol the Trsaury

lnlemal R.v.n@ S.tui@

OMB No. 12104110

2024

Depanment ot Labor
Employe Behel5ts SelnlyAdmmisb.td

This Forn i! Opcn to Public
lnspection

For calendar n 2024 ot fiscel 01/01 202 4 and endi

D Employer ldentific.tion Number (ElN)

56-0193499

L2/37/2024

501

C Plan sponso/s neme e9 shown on line 2a of Form 5500

Haywood ELectric Membership Corp
Complete Schedule I ifthe plan covered fewer than i00 participants as of the beginning ot the plan year. You may also complete Schedute I if you are filing as a

Financial lnformation-Small Plan

This schedule is required to be filed under section 104 of the Employee
Retirement lncome Security Act of 1974 (ERISA), and section 6058(a) ot the

lntemal Revenue Code (the Code).

) File .3 an att chmsnt to Fo]m 6500.

B Three-digit
plan number (PN)

Part I

a

b
c

small under lhe 80-120 rule (see insuuctions Schedule H if as a large plan or DFE.

Small Plan Financial lnformation
Report below the curent value of assets and liabilities, income, expenses, transfers and changes ih net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insuEnce @ntracl that guarantees during this plan year to pay a specifc dollar
benelit at a future date. lnclude all income and expenses of the plan including any trust(s) or separalely maintained fund(s) and any payments/receapts to/from
insurance cariers. Round offrmounts to the nearc3t dollar

I Phn Aslet3 and Liabilities End of Year

Totalplan assets...

Total plan liabilities

Net plan assets subtract line lb from line 1a) L , 939 ,264
2 lncome, Expenae!, and Transfers for this Plan Year:

a Contributions received or receivablei

(l) Employers..........................

(2) Panicipants........................

(3) Others (including rollovers)

Noncash contdbutions

Other income...--..--............-.......

1t 939 t 264

1 ,240 , 954

1,, 385 , 4'7 0

-L44 | 576

Total

b
c
d
e
I
s

h

i
j
k
I

Total income (add lines 2al1), 2al2l, 2a(31, 2b, end 2ct
Benefts paid (including direct rollovers)........................

Conective dstributions (see instructions).. ...................

Certain deerhed distributions ol participant loans
(see instructions)........

Administrative service paovideG (salaries, fees, and
commissions)..............

Other expenses

Total expenses (add lin es 2e, 2l , 29, 2h, and 2il .

Net income (loss) (subtract line 2j from line 2d) ..

Transfers to (from) the plan (s€e instructions

a Pennershidloint venture in1eGsts....................

b Employer real property.....................................

C Real estate (other than emdoyer real property)

d Employer securities

6 Partrcipsnt loans...

f Loans (other than to panjcipants)

g Tangible personal property................................

Spociiic At3rts: lf the plan held sssets at any lime durirE the plan ye6r in any of the follo\,ving cabgorbs, dleck yes'and enter the qlrent value ot any assets
lEmaining in tle plan as of Ute end of tlle planiear. Allocab the value ofthe dan's inteEst in a coanmirEled trust containing t.€ assets of fircre than one phn on a
line+yline bash Lr ess the fust meeb one of the specfic exceplions des.ribed in the instudions.

3

Amount

(a) Beginning of Year

'la 2,083t180
'tb

'lc 2 , A83 t'7 80

(a) Amount

2a(l) 1,100,164
2al2l 144 ,19A
2a(3)

2b

2c

2d

2e 1,385,470
2l

29

2h

2i

4
2k

2t

t{o

3a x

3b X

3c X

3d x
3e X

3f

3g x
For Papcrwork Roductlon Act Notico, s.c thc lnatruction. for Fo,m SS(x). Schsdule I (Form 55110) 2024

v. 24311

A Name of plan
Haywood EMC Empfoyee Benefit Plan

x
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Com iance Qug8tlons
4 ourlng tho pl.n yo.r:

a Was there s failure to transmit to the plan any panicipant contributions within the time period
described an 29 CFR 2510.3-102? Continue to answer Yes' tor any prior year failures until
fully conected. (See instn ctions and DOL'S Voluntary Fiduciary Correctior Program.) .........

b Were any loarc by the plan or fixed income obligations due the plan in default as o, the
close of plan year or classified during the year as uncolleclible? Oisregard particapant losns
secured by the participant's account balance.

C Wore any leaaes to which the plan was a party in detuult or dassified during the year as
uncollectible?

d Were there any nonexempt fansac{ions with eny Frty.in.interBl? (Do not include
transacliom reporled on line 4a.) .......

O Was the plan cove.ed by a fidelity bond?.......

f Oid the plan heve a lo$, whether or not reimbursed by th€ plan's fidellty bond, lhat was
cau8ed by fraud or dishonesty? ......

g Did the plan hold any assets whos€ cunenl value was neither Eadily deteminable on en
established merkei nor set by an independent third party oppreiser? ...

h Oid the plan receive any noncash oontributons whose value was neither readily
determinable on an established market nor s€t by an independent third party appraase, .

i Did the plan at any time hold 20% or more of its ass€ts in any single seclrity, debt,
mortgage, parcel of real estate, or partnership4oint venlure interest?...

j Were all the plan assets either distributed to panicipants or beneficiades, banstered to
another plan, or brought under the confol of the PBGC? ....................

k Are yor cLaiming a waiver of the annual exar*nation arld rEport of an in*pendent qudifed

Frblic accountant (IQPA) under 29 CFR 2520. 1 04-16? f 'tlo,' atadr an IOPA'S eport or
2520.104-50 staterEnt. (See instiucl,ons on waiver eligibilig and conditbns.)

I Has the plan tailed to provide any benefit when due under the plan?

m I this is an individual account plan, wa3 th€re a Uackout period? (See instuclioB and 29
cFR 2s20.101.3.).......

n [ 4m was answered .Yes,' check the 'Yes' box if you either provided the required notice or
one ot the exceptions to providing the notice applied under 29 CFR 2520.101"3 -.-............-....

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan yean........ ! Ves [ruo
lf'Yes," enter the arlounl of any plan ass€ts f|et reverted !c tle employ€r tlis year

Amount

Part ll
No

1a x

4b x

lc x

1d X

1e X

1l X

1A x

/th x

4i X

lj x

4* x

4t X

1fi x

4n

I

E
5b lf, dunng this plan year, any assets or liabiliti€s were transfened from this plan to another plan(s), identry $e plan{s) to which assets or liabilities were

transrened. instruclions

) Name of

5C Was the plan a dclined benofit plan covered under the PBGC insurance program at any time during this plen yeea (S€o ERISA secli,l /O21 and

lf Yes' is checked, enler the My PAA confirmaton number from the PBGC Femium filing for this plen year

PN5b(2) EIN(s)

F
tr

t


