Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

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

and ending  12/31/2024

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

COLUMBUS ORTHOPAEDIC CLINIC PA EMPLOYEE HEALTH BENEFIT PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
01/01/2009

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)
COLUMBUS ORTHOPAEDIC CLINIC PA

670 LEIGH DRIVE
COLUMBUS, MS 39705

2b

Employer Identification
Number (EIN)
64-0612964

2c

Plan Sponsor’s telephone
number
662-328-1012

2d

Business code (see
instructions)
621111

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

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

SIGN |Filed with authorized/valid electronic signature. 10/15/2025 MENISSIA COWART
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/15/2025 MENISSIA COWART
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 194
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) 194
a(2) Total number of active participants at the end of the plan year ... 63_(2) 199
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 199
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4H
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
COLUMBUS ORTHOPAEDIC CLINIC PA EMPLOYEE HEALTH BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
COLUMBUS ORTHOPAEDIC CLINIC PA

D Employer Identification Number (EIN)
64-0612964

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
GUARDIAN 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
13-5123390 64246 00485869 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

16959

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

GORDMAN INSURANCE SERVICES INC

401 7TH STREET NORTH
COLUMBUS, MS 39701

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3

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

ALLEN FINANCIAL GROUP PA

PO BOX 13128
JACKSON, MS 39211

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

144

3

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

ASHFORD MISSISSIPPI LLC 5898 RIDGEWOOD ROAD SUITE A
JACKSON, MS 39211

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
250 3

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

RENASANT INSURANCE INC PO BOX 2220
CORINTH, MS 38835

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
16565 3

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c @ 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 |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 191754
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

|:|NO

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




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
COLUMBUS ORTHOPAEDIC CLINIC PA EMPLOYEE HEALTH BENEFIT PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
COLUMBUS ORTHOPAEDIC CLINIC PA

D Employer Identification Number (EIN)
64-0612964

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
BLUE CROSS BLUE SHIELD OF MS INC

(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
64-0295748 60111 0036686 199 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

20179 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
RENASANT INSURANCE 315 W MAIN STREET
TUPELO, MS 38804
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
20179 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 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) 0
(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) 0
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b 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 D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 398900
(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) 398900
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 382714
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 3449
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 386163
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 1593716
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 20179
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 33907
(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) 5984
(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) 60070
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

|:|NO

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




Annual Return/Report of Employee Benefit Plan
This form is-required to be filed for employes benefit plans urider sections 104
and 4065 of the Employee Refirement Income Security.Act gf 1974 (ERISA] and

sections'5057(b), and 6058(a) of the Internal Revenue Code (the Coda)..

Form 5500

Department of the Treasury
Internal Revenue Service

Departriient of Labor
‘Employee Senefits Securty
‘Administration

Perision Benefl Guarsnty GCorporation

» Complete all entries in accordance with
the Instructions to the Form 5500,

OMB Nos, 1210-0110
12100089

2024

This Form is Open to Public
inspection:

[ Parti| Annual Report identification Information

For calendar-plan year 2024 or fiscal plan year beginning 01701 /2024

and efiding  12/317/2024

e ret? Cman i yer plan a multi mployer plan (Filers checking this box-must provide
A “This retumirsport i for D PSRRI D partlclt;;:.:g epriﬁ':ldy:r mfémaatlen in acogordance with thz form instructions. )
ava singlg-employer plan a OFE (specify} ___
B Thiseturnirepott is: the first returnireport the final return/report
' an amended refurnirepont D a short plan.year returnfreport (fess than 12 months)

G if the plan is-a-collectively-bargained plan, check here
D Check box if filing under; @ Form 5558.

] special extension {enter description)

E' 1f this is a retroactively-adopted plan permitted by SECYRE Act section 201, check here

D automatic extension

.s.......»;.........bm

[] tenrve program

|'Part | Basic Plan Information --- enter all requested information

4a Name of plan _
:Columbus Orthopaedie Clinic PA Employee Health Bensafit Plan

1b Three-digit plan
number (PN) » 501

1C Effective date of plan

0170172008
2a Plan sponsors name (employer, if fora single-emiployer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. .and strestor P.0. Box) Number (EIN}
City.or town, state or pravinee, oountry, and Z|P.or foreign postal code (if foreign, see instructions) il
84+-0612964
Columbus Orthopaedic Clinic PA 2¢ Plan Sponsor's telephone
number

676 Leigh Drive

Us Columbus M8 38705

{662) 328-1012

2d Business code (see
instructions)
621 11

Caution: A penalty for the late or incomplate filing of this returnfreport will be assessed uniess reasonable cause Is established.

Under penaitfes of perjury and.other penalties set forth in the instructions, | déclare that | have examined this returfifreport, including accompariying schedules,
statements and attachments, as welt as the alectronic version of this retumlrepan and 1o the best of my knowledge and befief, it is true, correct, and complete.

e

““ MMMOT" lD tQI(ZO?-D‘SﬂmLssv:?.,a\'(':owa\:ct‘.

| _Signature of ptan administrator , Date

Enter name of individual-signing as plan administrator

—

——

YN

Signature of employer/plan sponsor Date

D/ !57@@25)1@:&;53 Cowart

Enter name of individual signing as employer or plan sponsor

Signature of DFE Date

. Enter pame of individual signing as DFE

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

Form 5500 (2024)
v. 240311



Form 5500 (2024)

3a Pian administrator's name and address E_] Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's teléphione

number

4 i the name andfor EIN-of the plan-sponsor.cr the plan name has changed since the last rétum/feport filed forthis plan, 4b BIN

enter the plan sponsor's name, EiN and the plan name and the plan number from the last refumfreport:
a Sponsor's.name 4d PN
¢ Plan.name
5 Totalnumber of participants at the beginning of the-plan year 5 I 194
6 Number ofparticipants as of the-end of the planyear unless oiierwise stated (welfare plans complete onily lines 8a(1), | = 7r
a{1) Total number of active participants at the beginning of the.planyear « + + « + « » » o » + » » « » (6881} 194
‘a{2) Total number of active participants attheend of theplanyear + . « v + « o o » » = = » » « « » |Ba(2) 199
b Retired or separated participants receiving benefils  « + » o« o 5 5 » o s 4 s 2 5 s = o o « »|:Bb
[+ Other retired or separated participants entitled to future benefits JE "EE "k S EXNEE E R ELESC
d  Sublotal Addlines6a(2),Bb,a00BE  + 4+ + % v e v ¢ b 4 0 2 e v e v om s s x5 e s w| Bd 159
e Deteased participants whose beneficiaries are recelving or afe entitled to receive benefits . « . - + « + . Be
f Total. ADdlinesS6dand68 . + + = o &+ = o « s 5 o » % 5 » 2 s 2 s 2 s e+ o o = «| 6f
a(1) Number of participants with account balances as of the beginning of the plan year (only defined.contribution plans 6g{1)

'completetﬁisitem_)........v.......'..-..v..--............g

2 Number of participants with account balances as.of the-end of the: plan year (only defined tontribution plans
) COMPIELETHISHEM) = = = = = o = o s o o o o = ¢ s % & 2 o o s o o o o« « «|692)
h Number of participants who terminated enployment during the plan year with accrued benefits that were

lessthan100% VESIEE & » o o & o s = s s o s ¢« w s o 5 o x s x o » v s =« o+ «| Bh

7  Enter the total number of employers obligated to.contribute to the plan (only multiemployer plans complete this ftemy . 7

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

b if the plan provides welfdre benefils, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

43 4B 4D 4E 4H

9a Plan funding arrangement (chieck ail that apply)

(8} dnsurance N Insurance

{2 Code section-412(e}(3) insurance contracts {2) Caode sectioh 412(e){3) insurance contracts
{3} Trust {3) Trust

{4) General assets of the sponsor {4) General assets of the sponsar

9b Plan benefit errangement (check all that apply)

10 Check all applicatile boxes in-10a and 10b-io'indicate which schedules are altached, and, where indicated, enter the number attached; {See instructions)

a Pension Schedules

e} D R [Retirement Plan Information)
(2) D MB (Multiemployer Defingd Benefit Plan and Certain Money
' Purchase Plan Actuarial Information) - signed by the plan

actuary

{3) D $8-(Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan adtuary

Ay D DCG {Individual Plan Information) - Number Attached e

{5} D MEP (Multiple-Employer Retirerment Plan Information)

b General Schedules
H (Financial Information)

)

&)
]
4
(5)
(8

I (Financial Information - Smalt Plan).

A'{insurance thformation) - Number Attached

© (Service Provider information)
D {DFE/Participating Plan Information)
G (Financial Transaction Schedules)

"



Form 5500.(2024) o Page 3

[ Partiti ] Form M-1 Compliance information {to be completed by welfare benefit plans)

11a i the plan provides wetiare benefits, was the plan sabijectio the Form M-1 filing requiremenits durmg the plan year? (See instructions and 29 CER
2520.1042) « o v s o« o []Yes [%j} No

1f*Yes" is checked, complete lines 11b-and 116

14b Is the plan currently in-compliance.with the Form M-1 filing requirements? (See Instructions and 29 CFR 2520.101-2) e ]:]: Yes [_1 No

11¢ Enterthe Receipt Confirmation Code for the 2024 Form M<1 annual report. If the plan'was not required to filethe 2024 Form M-1 anhuat report,
-enter the Receipt Confirmation Code for the. most recent Form M-1 that was required to be filed urider the Form M-1 filing requirements. {Failure to
eriter a valid Receipt Confirmation Code:wilt subjéct the Form 5500 filing to rejection asincompiete.).

Receipt-Confirmation Code




‘SCHEDULE A Insurance Information |
{Form 5500) .OMB No: 1210-0110.

Depatment of the Treasury This schedule is required to be filed under section 104 of ﬁ'{e o
Internat Revenue Servics Employee Retirement Income Security Act of 1974 (ERISA). 2024

Employse '&?ﬁ&'{'ﬁ?&b‘iﬁ’mmﬁ@ » File as an attachment to Form 5500.

‘Pension Benelit Guaranty Coporalion -
e Y » Insurance companiés are reqired to provide the information This Form is Open to Public
pursuant b ERISA section 103(a)(2). Inspection.
For calendar pian vear 2024 orfiscal plan year beginning  01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit N
Columbus Orthopaedic Clinic PA Employee Health Benefit plan number (PN) > 501

Plan

C.  plan sponsor's hame as shown on fine 2a of Form 5500

Columbus Orthopaediec Clinic PA

64-0612964

D employer identification Number (EIN)

Parti| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for sach ontract

on.a separate Schedule A. Individual contracts grouped as a unit in Parts I-and 1l ¢an be reported on a single Schedule A

1 Coverage Information:

{a):Name of insurance carrier

Guardian Life Insurance Company of America

{e) Approximate number of Policy or contract year

ot (e} NAIC (&) Contract or
(b)) EIN i M persons covered.at end of g - -
code identification fumber solicyor coriasst vesr {f) From Q) To
13-5123390 64246 00485869 128 1/1/2024 12/31/2024

2 insurance feg and commission information. Enter the total fées and total commissions paid. List in line 3the agents, brokérs, and other persons in

descanding order of the amount paid.

(a) Totat amount of commissions paid

(h) Total amount of feas paid.

16,959

0

3 Persons receiving commissions and fees. (Compiete as many entries as needed fo repoft ali persons}.

(@) Name dnd address of the agent, broker, or other parson to-whom commissions or fees were paid

Gordman Insurance

Services Inc

401 7th Street North

US Columbus MS. 38701
(b) Amount of sales and base Fees and other commissions paid
commissions paid (&) Amount (d) Purpose (&) Organization code

T

{@):Name eind address of the agent, broker, or othier person to Whom commissions or fees were paid

Allen PFinancial Group PA

PO Box 13128

US Jackson MS 39211
{(b) Amount 6 salés and base Fees and other commissions paid
commissicns paid (€) Amount (d).purpose (&) Organization code
144 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule A {(Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Pace 2~{ 1]

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

Bshford Mississippi ILC
5898 Ridgewood Réad Suite A

Us Jackson MS. 39211
{b) Amount of sales.and base o Fees and other commissions paid Orga 39) on
commissions paid {c) Amount {d) Purpose 5]
250 3
{a) Name and address of the agent, broker or other person to whom commissions or fées were paid
Renasanit Insurance Inc
PO Box 2220
US Coxinth M8 38835
(b) Ariount of sales and base Fees and other commissions paid o r@ "
corrissions paid {c) Amount (d) Purpose i
16,565 3
(a) Name and address of the agent, broker or other person to whom commissions or fees were paid
{b) Amount of sales and basa Fees and other commissions paid Orad lge) "
commissions:paid (€) Amount (d) Purpose -‘9%&&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 G (e)
commissions paid () Amount {d} Purpose ‘“gi%‘ég“""

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

{by Amount of sales and base Fees and othetr commissions paid

commissions paid {c) Amount {d) Purpose

(sg ]
Crganizatiol
gcode i




Schedule A {Form 5500) 2024

Investment and Annuity Contract Information’

this report.

Where individual contracts are provided, the éntire group of such individual contracts with gach carrier may be treated as 2 unit-for purposes-of

4 Curmrent vatue of plan's interest under this contract in {he general account at.year end .

5 Current value of plan's interest under this confractin separate accounts at year end .

6 Contracls With Allocated Funds:
a Siatethe basis of premiumrates »

Premiumspaidtocamier « « o ¢ o o = o « s 4 « v » =

200

retention of the contract or policy, enter'amount AR A& A .
Specify nature of costs B

@ Typeofcontract (1) [ ] individual policies
3 D other (specify) »

§  If contract purchased, in whale or in par, fo distribute benefils from a terminating plan check hefg

Premiums due:but unpaid at the end oftheyear « » o » « = « .
If the:carrier, service, or uther organization incurred any specific costs in connection with the acquisition or

= ®

* e

{2): D group deferred annuity

6b

6¢c

6d

»[]

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

a Type on contract &) B deposit administration
13) D guarantead investment

b BalanceattheendofthepreviolS vear o o v « « o o «

{2y D immediate‘parzicipation guarantee
{4y D other »

€ Additions: {1) Contributions deposited duringtheyear . « + .
(2) Dividends and credits s s = e 35z s s
{3} Interfest redited during the year e e N v s e e
{4y Transferred from separate account s a e e s e e
(5yOther {specify below)  « +» « o o v o 5 & 6 .
»

{B)Totaladditions « « + o =« o o & o o w & » » « =
d Total of baiance and additions (add fines 76-and 7¢(6)) . . « -«
& Deductions:

{1) Disbursed from fund o pay benefits or purchase annuities during year

{2} Adminisiration charge made by carrier T

{3) Transferred {0 separate account D

(4).Other {specifybBIOW)  + « & = o = « « 5 = 5 b o & &

>

{8} Total deductions T N Do o v B 2 o 8

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




Schedule A {Form.5500) 2024 Page 4

Weifare Benefit Contract Information

If more than onie tontract covers the same group of employees of the same employer(s) or members of the same émployee organization(s},
the information may be combined fof reporting purposes if such. contracts are experience-rated as a unit. Where contracts cover individual
-employees, the entire group of such individual conitracts with each carvier may be treated-as & unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes) _
a [ | Heaith (other than dental or vision) bk ental ¢ ] vision.

e [ Temporary disability (accident and sickness) T [x] Long-term disabiity @ [] supplemental unemployment

-

i []'stopioss (iarge deductivie) j [] Amo contract k [] PPo contract
m [ oter specity) »

d E! Life insurance
h D Prescription drug
I [ sndemnity contract

9 Experience-rated confracts:

a Premiums: (1) AMOUNLIECEIVEE & o « » & » o = = o 2 o s & » 9a(1)
{2} Increase {decrease) inamountduebltunpaid & + o . o W o« w6 8a(2)
{3} Increase {decrease) in uneamed premium reserve T - 9a(3)

[4) BEamed ((D+ (=B}  « » « o o v o o » o 2 e s ow e i

. w ¥

b Benefitcharges ) Claims paid v + 5 v © » o « w ¥ 4 # . b 9h(1)

@) Increase {decrease) in ¢laim reserves »? qRFEE gELE B . 8b(2)

{3) Incured claims (add (D:and{2)) « + » o s e v v 2o s b e s e 5 i o4 s a e
{4) Claimschargetd .« « o o ¢ 4 » o + 5 o 5 o ® 5 € 4 o 8 & = 3 w6 s e =
¢ Remgainder of pramium; (1) Relention charges (on an‘accruzl basis) ~

9b(3)

9b(4)

(A CommiSSIoNS: + + o+ « o v o » 2 o = o« s « x « « | SC(1)(A)

(BY Admiristrativeserviceorotherfees o+ + v+ « » » « « » » | -9¢(1)}B)

(C) Otherspecificacquisiioncosts ¢ v &+ 4 s = o o = = & » o 8c(1)(C)

(D) OMErexpenses. . + « « o« » « = o = » » = » < » . | 9c(1)(D)

(E) TaXBS. &+ 2 » o o o o = o 2 » o = s o « « « « » | S(1)E)

(Fy Chargesforrisksor othercontingencies - « « » » v « « o | -9¢(1)(F)

{G) Otherretenfioncharges « « v » & > o o o« & = « » = « | 3E(1)(G)

Sc()(H) |

(H) Totalrefention o » 5 o v v o = 5 v o o « » o o = o » s o s = s & o
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or Dcredited‘.) @ £ 9¢(2)
d Status of policyholder reserves atend of year: (1) Amountheldto provide benefits after retirement : 9d(1)
(D) ClaIMTESEIVES « » o » % o » v 5 o 5 % o v o & o 2 w o v 4 5 5 o o ¥ & 9d(2)
(3) OMErIeseIvES + o« v o + & o o » 5 & o % & 58 o 5 o % o 2 s 0 v o s s 9d(3)
& Dividends or retroactive rate refunds dus. {Do notinclude amount entered in line 9c(2).) e e e s Sa
10 Nonexperience-rated contracts: IS ES LS -
@ Total premiums.of sibscription charges PAI IO CAMIBI  « v = « o + o o o % o o o & o o 10a 191,754
b ifthe carrier, service, or other organizaticn incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part!, line 2 above, report amount c e e 10b
Specify nature of costs

] Part V| Provision of infcrmaﬁon

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

HNO

12 1fthe answer to line 1177s "Yes,” specify the information not provided:  »




SCHEDULE A Insurance Information
(Form 5500) OMB . No. 1210:0110

Dupariment of ffie Treasury. This schedule is'required to be filed under section 104 of the

Intemal Revenue Service, Employae Refirement income:Security Act of 1874 (ERISA). 2024
Emplogee ;;",’.;‘:m'”“?;‘ﬁ,%wm » File-as an attachment to Form 5500.

Pension Banefit Guaranty Corporation i s , -
» Insurance companies are required to provide thé inforimation 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 _
Columbus Orthopaedic Clinic PA Employee Health Renefit plan number (PN) » 501

Plan

C.  Pian sponsors riame as shown on lime 22 of Form 5500

Columbius Orthopaedic Clinic PA

D Employer identification Number (EIN)

64-0612964

Information Concerning Insurance Contract Coverage, Fees, and Commissions Pravide inforination for each contract
on a separate. Schedule A, Individual contracts grouped.as a.unit in Parts. il and ii can be reporied on a single Schéduis A

1 Coverage Information

{a) Name of insurance carrier

Blue Cross Blue Shield of MS Inc

» () NAIC (d) Contract or {e} Apprommate number of Policy or contract yjear
{b) EIN code R et persons.covered.at end of ) From @) To
identification number policy or contract vear { g}
64-0295748 60111 0036686 199 1/1/2024 12/31/2024

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

descanding order of the amount paid.

__(8) Totat amount of commissions paid

(b) Total amount of fees paid

20,179

[

3 Persons receiving commissions and fees. (Complete as mahy entries as neaded o report all persons).

{a) Name and address of the agent, broker, or other person 1o whom commissions.or fees were paid

Re;iaaant Insurance
315 W Main Street

US Tupelo MS. 38804

{b) Amount of sales and base Fees and other commissions paid:

commissions paid (€) Amount (d) Purpose (&) Organization code.
20,179 3
{a) Name arid address of the agenit, broker, or other person to-whom commissions or fees were'paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount (d) purpose (&) Organization code
For Paperwork Reduction Act Notice, sée the Instructions for Form 5500, Schedule A (Form 5500) 2024

v. 240341



Schedule A (Form 5500) 2024

pace2-[ 1]

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

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e} Amount

{d) Purpose:

Org_alg?)aﬁon

T mat A si Y ha TR i

TG

{2) Name and address of the

agent; broker or other person to-whom commissions.or fees were paid

{b)-Amount of sales-and base Fees ard other commigsions paid Or %ri?gaﬁon
commissions paid (€)-Armount {d) Purpose E e

=

—=

e = =

{a) Name and address of the agent,

broker or other person to whom commissions or fees wers paid

{b) Amount of-sales and base
- commissions paid

Fees and: other commissions paid

{c) Amount.

(d) Purpose

ooghger

{a) Name and address of the agent, broker or other pérson to-whomn-commissions or fees were paid

{b) Amount of sales and base
commissions paid

Fees.and other commissions paid’

(€) Amount

{d) Purpose

Q) .
Org%rgléghon

=

{a)-Name and addressof the agent, broker or other person to whom commissions or fees were paid

{b) Amaount of sales and base
commissions paid

Fees and other commigsions paid

{c)- Amount

{d) Purpose

Oygarg eﬁon




Schedule A (Form 5500).2024

Page 3

investment and Annuity Contract [nformation

this report.

Where individual contracts are provided, the entire group of such individual contracts with.each carter may be treated as a uriitfor purposes bf

4 Current vatue.of plan's interest under this contractin the géneral accountatyearend « v v v » o &
5 cCurrentvaive of plan‘s inferest underth;seomract in separate accounts at yearend > e e N 4w 5
6 Contracts With Affocated Fupds:
@  Stats the basis of premium rales  »
B Premiumspaidtocamer + o u o & ¢ v c e n 6 e b n e 6 e e e e e e s 6b
€ Premiumsduebutunpaid atthe end oftheyear . o & + & « = o « o = = = = » o = 8¢
d itthe carrier, sepvice, or other organization incurred any specific.costs-in connection with the acquisition or )
retention of the contract or policy, enter amount M., 7@, alf AR E A § A . 6d
Specify nature of costs P
e Typeofcontract (1) Dindeual policies. 2 ngup deferred annuity

@ [ otner (speci) »

f  if contract purchased. in whole or in part, to distribute benifits from a terminating plan check here

»[]

7 Contracts With Unallocated Funds (Do notiniclude pertians of these contracts maintaihed in separate accounts)

a Type on contract (" D depbsii administration
3) D guaranteed investment

b Balance at the end of the previous yéar . . . »

(2) D immediate participation:guarantee:
@) | ] other »

C Additions: {1) Contributions deposited during the yaar

{2) Dividends and credits Ve e e s e e
(3) Interest credited during the year [ e
(4) Transfefred from separate account P

(5) Other {specify below) e T

»

By Totaladditions +» o ¢« o 2 & 2 ¢ « = »

d Total of balance and additions {add lines 76 and 7¢(6)).

€ Deductions:

{1) Disbursed from fund fo pay benefits or purchase annuities during year
{2) Administration charge made by carrier . s
{3) Transferred to separate account s e a s
{4} Other (specify below) “ s e o m ko v o a s s

»>

{5) Total deductions - . = . .

E_agmeattheenoofIhagglrrgn]year{subtrgg[mg?e{slfromu_,?d} 2o o o s s s e s e s s o

-,

.

»

-

»

-

*

e5)| o
7f 0

s " 4 & u ® * s e 5 e w B




Schedule A (Form 5500} 2024 Page 4

Weifare Benefit Contract information

If more than one contract covers the same: group of empioyees of the same employer(s) or members of the same employée organization(s),
the-information may be combined for reporting purposes if such caontracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each casrier 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[] pentat c D'\ﬁsion d[] Lite insurance
e [ Temporary disability {accident and sicknessy D Lang-term disability ng ‘Suppiemental unemployment h D Prescription drug
i I: ‘Stop 1o8s (large deductible) i D HMO contract k D PPO contract { D indemriity contract

m [ ] other (specity) »

9 Experience-rated contracts:

a Premiums: {1) AmOuntreceived v .+ « « + + 2 s 2 2 . = s = s 9a(1) 398,900 |
{2} Increase (deciease) inamountdue butunpaid  + » + « . . . 4 9a(2) '_
(3) Increase (decrease) i unearned premium reserve e e e e ey 9a(3)
U Eamed N +(2-(N « + » o % s+ x5 8 o o v s s i s e b v e e s s u] Sald)
b Benefitcharges (1) ClaiMSPaid  + & = « o + o = o o = o » « o gh(1) | 382,714 |
{2) Increase (decrease)in claim reserves e 3 - E S an - 9b(2) 3,449 |

(3) lncured ciaims (BAA(1}ANA (2} » « & 4 s+ e 4 e b ow s e ww e w s b E e w s 9h(3)
(4) ClaimScharged  » o 2 o 2 + & 5 » o % 5 » o & 5 o o b e 2 s 6 s 9b(4)

€ Remainder of premiuim: (1) Retention charges {on an-gccrual basis) - e Al

(A COMMISSIONS: v » + o 5 & 5 o« o 5 « o 5 « v o & » 9c(1)(A) 20,179 | =7

(B} Administrative serviceorotherfees « .« « = - » » « s » « | 9c(1)}B) 33,907 =

(C} Otherspecificacquisiioncosts + « 4 « « + « » » « +» » » | 9c(1)C) |}. -!‘

(D) Oherexpenses: + & o =« o o = o 2 5 » & o » s v » 8¢(1)(D) ']

(B) TEXBS o & o v o 5 v o v v v o = o v s o o+ | 9C()E) 5,984 | "'i

{F} Chargesforrisksorothercontingencies. + » « + o « » » & 9c(1)(F) - =5

(G) Otherretentioncharges & « o & » ¢ » » = v o v « + » | 9C(ING) TR ==

(H Totalretertion + « « « « o » w o » t . e v v s o | ScUIXH) 60,070
(2) Dividends or retroactive rate refunds. (These amountswere Dpald in cash, or Dcredxied) P 9¢(2)
d Staius of policyholder-reserves atend of year: (1) Amount held 1o providé benefits after retirement 5 5 8d(1)

(2) CIRAIMTIESEIVES + « = = = = o o o 2 s 2 2 « 2 o 5 o » « o o » % % « « + = 9d(2)
(3) OMEr{BseIvES + o o o » ¢ o = o o o 5 o 5 = 8 ¢ & o o o o= 4 5 v & » = 9d(3)

€ Dividends or retroactive rate refunds dus. (Do notinclude amount entered in line 9¢{2).} 3 ATEE ¢ Je-
10 Nonexperience-rated.contracts: s sy o
2 Total premiums or subscription charges paidto CAMIEr  + & o s « 5 o o « o 5 v = = ‘& « 10a
b if the carrier, service, or other arganization incurred-any-specific costs in‘connection with the acquisition or
retention of the contract or policy, other than reported in Part 1, line-2 above, report.amount . e s e 10b
Specify nature-of costs

‘Part V| Provision of information
14 Didthe insurance company %aif to provide any information necessary o compiete Schedule A? .. . . [ Yes ] no
12w the-answer {o line 11is "Yes,” specify the irformation hot provided. »




E-SIGNATURE AUTHORIZATION

for

Columbus Orthopaedic Clinic PA Employee Health Benefit Plan

64-0612964/501
For Plan Year 01/01/2024 through 12/31/2024

1/We, the iindersigned, understand that a 5500 Series filing for the planlisted above must be
prepared, electronically signed and electronically transmitted to the EBSA ElectronicFiling
Acceptance System (EFAST).

IfWe authori

ze Richard Bullock Jr., CPA to electronically sign the 5500 Series filing on my/our behalf

and to transmit that signed form to EFAST on or before the filing due date.

I/We understand that by granting this authority:

* A manually signed and dated Form 5500 that has been provided must be returned to Richard
Bullock Jr., CPA beéfore they can begin the electronic filing process. I/We will retain a copy of this
manually signed form and any schedules and attachmenits in the plan records.

* Richard Bullock Jr,, CPA will not be responsible for any late filing penalty assessed under ERISA
should I/we not return the manually signed and dated Form 5500 prior to the filing due date.

s Anelectronic copy of the manually signed arid dated Form 5500 showing my/ouir signatures will
be included in the electronic filing and will be posted by the EBSA to the Internet for public
disclosure.

*+ Richard Bullock Jr., CPA will maintain a copy-of this wiitten authorization in its records.

s Richard Bullock Jr., CPA will notify all signers about any inquiries and correspondence it

receives

aboutthis ﬁlmg from EFAST, EBSA, IRS or PRGC.

¢ Richard Bullodk Jr., CPA shall not be deemed to be a plan fidudiary with respect to this plan
solely on account of providing the electronic signature and filing of the 5500 for the plan year
listed-above:

Plan Acr-mini

\O

s[rator Plan Spgnsor

S 2075 | 10/I5]202.5

Date

Date



