Department of the Treasury

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

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Employee Benefits Security

Department of Labor

Administration

Pension Benefit Guaranty Corporation

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

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ....................... > D

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN number (PN) » s01
1c Effective date of plan
01/01/2018
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b  Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 82-1671832
AMPLIFY HR MANAGEMENT LLC -
2C Plan Sponsor’s telephone
number
224-424-5403
1033 SKOKIE BLVD STE 430 1033 SKOKIE BLVD STE 430 2d Business code (see
NORTHBROOK, IL 60062-4136 NORTHBROOK, IL 60062-4136 instructions)
561300

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 ANTHONY QUINN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/15/2025 ANTHONY QUINN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311
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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 6177
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) 6105
a(2) Total number of active participants at the end of the plan year ... 63_(2) 6977
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 76
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 7053
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 7053
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 4F 4G 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 _ 10
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 Insurance Information OMB No. 12100110
(Form 5500) '

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
AMPLIFY HR MANAGEMENT LLC 82-1671832
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
AETNA LIFE INSURANCE CO

(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
06-6033492 0170293 3284 03/01/2024 03/01/2025

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

1041959

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

AMPLIFY AGENCY LLC 1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062

Fees and other commissions paid

(b) Amount of sales and base

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

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

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

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 240311
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end ..................ccccoveveverereerernnnns 4
5 Current value of plan’s interest under this contract in separate accounts at year end................cccoovoveverereuererenerenenenn. 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 0 CAMTIET ............ooceceeeeeceee ettt ettt nen s n e s 6b
C  Premiums due but unpaid at the end of the Year ...........c..oo i 6C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amOUNt. .............oooiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YEAI ................cvvrueuieeeeeeeeeeeeeeeeeeeeeeeeee e eerse e e en e easanasaeaenns | 7b
C Additions: (1) Contributions deposited during the year ...............cccccoco.o...... 7c(1)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f
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Part 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) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 22118149
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department

Internal Revenue Service

t of the Treasury

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
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN plan number (PN) 3 501

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

AMPLIFY HR MANAGEMENT LLC

82-1671832

D Employer Identification Number (EIN)

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5581829 65978 5374315 8427 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

469018

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

AMPLIFY INSURANCE AGENCY

1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

469018

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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 4477561
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

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

METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
95-2879515 96030 5374315 16 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

284

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

AMPLIFY INSURANCE AGENCY

1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

284

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 2860
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 0

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

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

METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
65-0073323 52009 5374315 30 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

622

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

AMPLIFY INSURANCE AGENCY

1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

622

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h 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 6378
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 0

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending  12/31/2024
A Name of plan B Three-digit
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN plan number (PN) > 501

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

AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

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

METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
75-2046497 95051 5374315 110 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

2434

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

AMPLIFY INSURANCE AGENCY

1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2434

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h 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 24023
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 0

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN

plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNUM LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
01-0278678 62235 426461 2896 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

92003 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
AMPLIFY INSURANCE AGENCY 1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
92003 0
(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)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 613354
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN

plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNUM LIFE INSURANCE COMPANY OF AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
01-0278678 62235 606038 5510 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

13285 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
AMPLIFY INSURANCE AGENCY 1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
13285 0
(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)
(2) Dividends and Credits..............coveveeerrcereeeeeeeeeseeeeeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEaI..........c.c.ceeeeeeeeeeeeeeeeeeeeeeeeeeeee e 7c(3)
(4) Transferred from SEParate aCCOUNL ............c.cveweueeeueeeeeeeeeeeeeeeeeeeeeeeeeeen 7c(4)
(5) Other (SPECIFY DEIOW) ...ttt 7c(5)
4
(B)TOTAI BAGIONS -...v.cveeee ettt ettt s ettt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). ........c.overeeurureeeeeeeeeeeeeeeeeeeee et | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfy DEIOW) .......eeiiiiiiiiiiiii e
4
(5) TOAI AEAUGHIONS ...t e ettt eeenen s ee e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............coccoovioeireririeeeeeeeeeeee. | 7f




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) » ADD

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 1759539
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

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

This Form is Open to Public

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

A Name of plan
AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN

B Three-digit
plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNUM LIFE INSURANCE COMPANY

(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
13-1898173 64297 947022 421 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

5161 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
AMPLIFY INSURANCE AGENCY 1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
5161 0
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) » DBL

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(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 107790
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN

plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNUM LIFE INSURANCE COMPANY

(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
04-2381280 67601 947023 381 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

4721 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
AMPLIFY AGENCY LLC 1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4721 0
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P PAID LEAVE MEDICAL

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(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 214228
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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

AMPLIFY HR MANAGEMENT HEALTH AND WELFARE PLAN

plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
AMPLIFY HR MANAGEMENT LLC

D Employer Identification Number (EIN)
82-1671832

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
UNUM LIFE INSURANCE COMPANY

(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
04-2381280 67601 947024 316 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

4434 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
AMPLIFY INSURANCE AGENCY 1033 SKOKIE BLVD SUITE 430
NORTHBROOK, IL 60062
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4434 0
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P PAID LEAVE MEDICAL

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 175141
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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vaetna i
CLEVELAND OH 44181-8091

July 9, 2025
Important Document Enclosed

AMPLIFY HR MANAGEMENT, LLC
ANTHONY QUINN

7935 E PRENTICE AVE, STE 201W
GREENWOOD VILLAGE CO 80111

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: AMPLIFY HR MANAGEMENT, LLC
0170293
Policy Period: March 01, 2024  through February 28, 2025

We have enclosed information for your policy period listed above to help you complete the Schedule A to ERISA Form
5500 Annual Report. We are providing this information in accordance with U.S. Department of Labor regulations.

Note that compliance with the ERISA requirements for completion of the Annual Report and its filing with the Internal
Revenue Service is the sole responsibility of employers, plan administrators and their professional advisors. Aetna Life
Insurance Co. cannot and does not assume any responsibility for such compliance, but we are pleased to provide
information pertaining to your insurance program as needed to complete the Report.

Information may also be included in the enclosure(s) for your consideration in completing Schedule C of your Form 5500.
This information may consist of one or more of the following: Producer Service Fees, Indirect Compensation (as it
pertains to meals and entertainment) and/or Direct Billed Fees. Information pertaining to Indirect Compensation and
Direct Billed Fees is provided on a calendar year basis, which may not coincide with your plan year.

If you have other benefits plans with Aetna Life Insurance Co., you may receive additional ERISA information to
complete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Aetna Life Insurance Co. account manager.
Sincerely,
Aetna Life Insurance Co.

Enclosure(s)

DD109
170293-TP-06272025
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’a,etna® INSURANCE INFORMATION The following information is intended for your use in
AETNA LIFE INSURANCE COMPANY completing Schedule A of Form 5500.

AND AFFILIATES

For Fiscal Plan Year beginning 03/01/2024 and ending 02/28/2025
C. Name of the Plan Sponsor: AMPLIFY HR MANAGEMENT, LLC

PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.

1. Coverage: Traditional Prospective

(a) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of )
Aetna Life Insurance Co. or Identification: persons covered at the end Policy or contract Year

(b) EIN: 06-6033492 0170293 of policy or contract year: (f) From: (9)To:
(c) NAIC Code: See Attached Listing 3,284 03/01/2024 02/28/2025
2. Insurance Fees and commissions paid to agents and brokers:

Contract or (a) Name and address of the agents or brokers (b) Amount of (c) &(d) Fees Paid

Identification to whom commissions or fees were paid. commissions paid

Amount Purpose
0170293 AMPLIFY AGENCY LLC ONE OVERLOOK $1,041,959.21
POINT LINCOLNSHIRE, IL 60069
TOTAL $1,041,959.21

Reported fees and commissions may be attributed to multiple Aetna companies.

Part Ill Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. 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.

7. Benefit and contract type (check all applicable boxes)

Health (other than dental or vision) |:| Dental |:| Vision |:| Life Insurance
Temporary disability (accident and sickness) |:| Long-term disability |:| Supplemental unemployment |:| Prescription drug
Stop loss (large deductible) |:| HMO contract PPO contract Indemnity contract
Accidental Death & Dismemberment |:| Short Term Disability

8. Experience rated contracts: NA

9. Non experience rated contracts:

(a) Total premiums or subscription Charges PaId tO CAITIEN. .........coiuuii ittt e e se e e sbe e e anees | $22,118,149.62

(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 2 above, report amount ............cccceveiiiniiie e
Specify nature of costs -->

This information was generated as of 06/27/2025

Date 06/27/2025 4:39 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
Scott Mullikin hereby certifies that the foregoing statement is
complete and accurate
Registrar

DD132
170293-TP-06272025



DD112

NAIC Code Service Area
95094 Aetna Health Inc. (a Georgia Corporation)
95003 Aetna Health Inc. (an Arizona Corporation)
60054 Aetna Life Insurance Company
N/A Aetna Dental of California Inc.
11183 Aetna Dental Inc (a New Jersey Corporation)
95910 Aetna Dental Inc (a Texas Corporation)

*000002*J1KNERE*000004*
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Cover Letter

B MetLife

Metropolitan Life Insurance Company
Sales & Broker Compensation Services
501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

Date: 02/28/2025
Attention: ANTHONY QUINN

Customer Name: AMPLIFY HR MANAGEMENT, LLC

Address Line 1: ONE OVERLOOK POINT SUIT550 Address Line 2:
City: LINCOLNSHIRE
State: IL Zip Code: 60069

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on employee welfare
benefit plans and pension benefit plans which cover 100 or more participants at the beginning of the plan year and are
subject to ERISA. The administrator of such a plan is required to file an annual report on I.R.S./DOL Form 5500, including
the accompanying Schedule A, with the Employee Benefits Security Administration.

Your Metropolitan Life Insurance Company ("MetLife") employee welfare benefit plan may be subject to ERISA's annual
reporting requirements and MetLife is therefore providing you with the information needed to complete Schedule A of Form
5500. The attached report is not an actual Schedule A form and should not be attached to the Form 5500 for regulatory
filing. The information should be forwarded to the person who will be completing your annual filing. The information is
taken from the data MetLife maintains within its normal business records and is, to the best of MetLife's knowledge and
belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries may
include brokers, consultants, agents and third-party administrators. There are several categories of compensation that
may be paid to an intermediary. For your reference, the categories of compensation are listed below.

e Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are usually
calculated as a percentage of premium. Base commissions are typically factored into the cost of the customer's
plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based on an
intermediary's new business or total inforce premium for a specified year. It is not MetLife's practice to specifically
factor supplemental compensation into the cost of customer's plan. Supplemental compensation is factored into the
price structure of MetLife's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration, communication,
enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly charged to the customer's
plan.

e Award - If your intermediary received an award (such as travel or a gift) from MetLife, MetLife allocated the value of
the award to all plans that were considered in the qualification criteria proportionately.

Note, the non-monetary compensation amount included in the Schedule A, Fees Paid section of the enclosed report is
based on the calendar year tracking of all individual gifts or items of non-monetary compensation such as dinners, tickets
for shows or other entertainment events, membership dues, hotels, equal to or greater than $10, that are given to or
provided directly or indirectly to brokers, producers, and other insurance intermediaries and/or their spouses, companions
or family members. This information is tracked and aggregated at the brokerage firm or company level. The total value is
divided by the total number of active contracts or policies in place with that firm for that year except for items relating
directly to a specific customer or customers (which are reported to the specific customer(s)). This allocation is reported on
the Schedule A reports for all ERISA customers who are part of a given broker firm's book of business.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in addition to
the information MetLife has provided, you should enter in the Schedule the appropriate name of the plan, three-digit plan
number and employer identification number in the appropriate spaces immediately preceding Part 1.

You may also wish to consult with your counsel concerning any need for attaching an opinion by an independent qualified
public accountant.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1595382 2/6
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This letter, together with your copy of the complete annual report should be retained for at least the 6-year period required
by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees paid by the Insurance Company to the
selling firm for the coverage used to fund the plan. Your representative(s) received payments subject to selling agreements that they have with the selling
firm. The remaining compensation is used by the distributor or selling firm to pay other expenses, including Management Compensation, Conference
expenses, etc. The Gross Dealer Concession includes the Commission Paid which is listed separately. The Metropolitan Life Insurance Company attests
that the foregoing statement is complete and accurate to the best of its knowledge, information, and belief.

If you have any questions please contact your MetLife Account Representative:

MetLife Account Representative
Name : TAMI BARTOLOMI
Phone Number : (816) 204-3091
or 800-ASK-4-MET and MetLife will assist you in obtaining this information.

MetLife appreciates your business.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1595382 3/6
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:: Schedule A - Preview

Department of the Treasury
Internal Revenue Service

Department of Labor

Insurance Information
This schedule is required to be filed under
section 104 of the
Employee Retirement Income Security Act of

Official Use Only
OMB No. 1210-0110

2024

This Form is Open to Public

Employee Benefits Security 1974. Inspection.
Administration File as an attachment to Form 5500
Insurance companies are required to provide
Pension Benefit Guaranty this information
Corporation pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal 01/01/2024 and ending: 12/31/2024

plan year beginning:

Name of plan:

Plan sponsor's name as shown on line AMPLIFY HR MANAGEMENT,

2a of Form 5500:

LLC

Three digit plan#:

Employer Identification#:

Information Concerning Insurance Contract Coverage, Fees, and Commissions
Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit can be reported on

a single Schedule A.

1. Coverage

Name of insurance carrier:

METROPOLITAN LIFE INSURANCE COMPANY

METROPOLITAN LIFE INSURANCE COMPANY

EIN NAIC Code Contract or Approximate Policy or contract year
identification # number of persons
covered at end of
policy or contract From To
year
13-5581829 |65978 5374315 8,427 01/01/2024 12/31/2024

2. Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total
commissions below and list agents, brokers and other persons individually in descending order of the
amount paid in the items on the following page(s) in Part I.

Totals

Total Amount of commissions paid: 469,018

Total fees paid/amount:

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1595382
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Part1

Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: AMPLIFY INSURANCE AGENCY Address Line 1: 1033 SKOKIE BLVD STE 430
Address Line 2: City: NORTHBROOK
State: IL
. . _ Organization
Zip Code: 60062-4136 code: 03
Commissions Paid Fees Paid
Coverage Amount Purpose Coverage Amount Purpose
Dental 327,028 | Base Commissions 0| Sub Total
Vision 86,068 | Base Commissions
Temp 37,343 | Base Commissions
Disability
LTD 18,579 | Base Commissions
469,018 |Sub Total

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1595382 5/6
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Part II1

:: Schedule A - Preview

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(s), the information may be combined for reporting purposes if such contracts are experience-rated
as a unit. Where 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.

7. Benefit and contract type (check all applicable boxes)

Health (other than dental

a or vision) b.
e Temporary disability £
: (accident and sickness) '
i Stop loss (large .
. deductible) 1-

Other
m. (specify):

8. Experience-rated contracts
N/A

9. Nonexperience-rated contracts

Dental C.

Long Term
Disability

HMO Contract k.

a. Total premiums or subscription charges paid to carrier:

Vision d. Life Insurance
Supplemental h Prescription
unemployment ' Drug
Indemnity

PPO Contract l. contract
Coverage Amount

Dental 3,326,346

Vision 582,254

Temp

Disability 377,958

LTD 191,003

4,477,561

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 1,item 2 above, report amount:

Specify nature of costs below »

Footnote:

The approximate number of persons covered as shown on the first page of the Schedule A is MetLife's

estimated view of participants, spouses and dependents at the end of the policy period. This estimation should

be used for reporting purposes only.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1595382
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Cover Letter

b SafeGuard

DENTAL & VISION

Metropolitan Life Insurance Company
Sales & Broker Compensation Services
501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

Date: 02/28/2025
Attention: ANTHONY QUINN

Customer Name: AMPLIFY HR MANAGEMENT, LLC

Address Line 1: QONE OVERLOOK POINT SUIT550 Address Line 2:
City: LINCOLNSHIRE
State: IL Zip Code: 60069

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on employee welfare
benefit plans and pension benefit plans which cover 100 or more participants at the beginning of the plan year and are
subject to ERISA. The administrator of such a plan is required to file an annual report on I.R.S./DOL Form 5500, including
the accompanying Schedule A, with the Employee Benefits Security Administration.

Your SafeGuard Health Plans, Inc. ("SafeGuard") employee welfare benefit plan may be subject to ERISA's annual reporting
requirements and SafeGuard is therefore providing you with the information needed to complete Schedule A of Form

5500. The attached report is not an actual Schedule A form and should not be attached to the Form 5500 for regulatory
filing. The information should be forwarded to the person who will be completing your annual filing. The information is
taken from the data SafeGuard maintains within its normal business records and is, to the best of SafeGuard's knowledge
and belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries may
include brokers, consultants, agents and third-party administrators. The categories of compensation that may be paid to
an intermediary are listed below.

¢ Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are usually
calculated as a percentage of premium. Base commissions are typically factored into the cost of the customer's
plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based on an
intermediary's new business or total inforce premium for a specified year. It is not SafeGuard's practice to
specifically factor supplemental compensation into the cost of customer's plan. Supplemental compensation is
factored into the price structure of SafeGuard's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration, communication,
enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly charged to the customer's
plan.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in addition to
the information SafeGuard has provided, you should enter in the Schedule the appropriate name of the plan, three-digit
plan number and employer identification number in the appropriate spaces immediately preceding Part I.

You may also wish to consult with your counsel concerning any need for attaching an opinion by an independent qualified
public accountant.

This letter, together with your copy of the complete annual report should be retained for at least the 6-year period required
by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees paid by the
Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s) received payments
subject to selling agreements that they have with the selling firm. The remaining compensation is used by the distributor
or selling firm to pay other expenses, including Management Compensation, Conference expenses, etc. The Gross Dealer
Concession includes the Commission Paid which is listed separately. The Metropolitan Life Insurance Company ("MetLife")
attests that the foregoing statement is complete and accurate to the best of its knowledge, information, and belief.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599596 2/6
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If you have any questions please contact your MetLife Account Representative:

MetLife Account Representative
Name : ALLISON BAKER
Phone Number: (813) 673-3783
or 800-ASK-4-MET and MetLife will assist you in obtaining this information.

SafeGuard appreciates your business.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599596 3/6



10/14/25, 10:38 AM

Part1

:: DHMO FL - Preview

Department of

the Treasury

Internal Revenue Service

Insurance Information

This schedule is required to be filed under

Official Use Only
OMB No. 1210-0110

section 104 of the 2024
Department of Labor Employee Retirement Income Security Act of This Form is Open to Public
Employee Benefits Security 1974. Inspection.
Administration File as an attachment to Form 5500
Insurance companies are required to provide
Pension Benefit Guaranty this information
Corporation pursuant to ERISA section 103(a)(2).

For calendar plan year 2024 or fiscal R

plan year beginning: 01/01/2024 and ending: 12/31/2024
Name of plan: Dental HMO Three digit plan#:

Plan sponsor's name as shown on line AMPLIFY HR MANAGEMENT,

2a of Form 5500:

LLC

Employer Identification#:

Information Concerning Insurance Contract Coverage, Fees, and Commissions
Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit can be reported on

a single Schedule A.

1. Coverage

Name of insurance carrier:

SAFEGUARD HEALTH PLANS, INC,, A FLORIDA
CORPORATION

METROPOLITAN LIFE INSURANCE COMPANY

EIN NAIC Code Contract or Approximate Policy or contract year
identification # number of persons
covered at end of
policy or contract From To
year
65-0073323 |52009 5374315 30 01/01/2024 12/31/2024

2, Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total
commissions below and list agents, brokers and other persons individually in descending order of the
amount paid in the items on the following page(s) in Part I.

Totals

Total Amount of commissions paid: 622

Total fees paid/amount: 0

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599596
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Part1

Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: AMPLIFY INSURANCE AGENCY Address Line 1: 1033 SKOKIE BLVD STE 430

Address Line 2: City: NORTHBROOK
State: IL

. . _ Organization
Zip Code: 60062-4136 code: 03
Commissions Paid Fees Paid
Coverage Amount Purpose Coverage Amount Purpose
DHMO-FL 622 | Base Commissions 0| Sub Total
622 |Sub Total

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599596
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Part II1

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(s), the information may be combined for reporting purposes if such contracts are experience-rated
as a unit. Where 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.

7. Benefit and contract type (check all applicable boxes)
Health (other than dental

a. or vision) b. Dental C. Vision d. Life Insurance
e Temporary disability £ Long Term Supplemental h Prescription
- (accident and sickness) Disability g- unemployment ' Drug
. Stop loss (large . Indemnity
i deductible) j- HMO Contract k. PPO Contract l. contract
Other
m. (specify):
8. Experience-rated contracts
N/A
9. Nonexperience-rated contracts
Coverage Amount
DHMO-FL 6,378
a. Total premiums or subscription charges paid to carrier: 6,378

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 1,item 2 above, report amount:

Specify nature of costs below »

Footnote:

The approximate number of persons covered as shown on the first page of the Schedule A is MetLife's
estimated view of participants, spouses and dependents at the end of the policy period. This estimation should
be used for reporting purposes only.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599596
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Cover Letter

b SafeGuard

DENTAL & VISION

Metropolitan Life Insurance Company
Sales & Broker Compensation Services
501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

Date: 02/28/2025
Attention: ANTHONY QUINN

Customer Name: AMPLIFY HR MANAGEMENT, LLC

Address Line 1: QONE OVERLOOK POINT SUIT550 Address Line 2:
City: LINCOLNSHIRE
State: IL Zip Code: 60069

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on employee welfare
benefit plans and pension benefit plans which cover 100 or more participants at the beginning of the plan year and are
subject to ERISA. The administrator of such a plan is required to file an annual report on I.R.S./DOL Form 5500, including
the accompanying Schedule A, with the Employee Benefits Security Administration.

Your SafeGuard Health Plans, Inc. ("SafeGuard") employee welfare benefit plan may be subject to ERISA's annual reporting
requirements and SafeGuard is therefore providing you with the information needed to complete Schedule A of Form

5500. The attached report is not an actual Schedule A form and should not be attached to the Form 5500 for regulatory
filing. The information should be forwarded to the person who will be completing your annual filing. The information is
taken from the data SafeGuard maintains within its normal business records and is, to the best of SafeGuard's knowledge
and belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries may
include brokers, consultants, agents and third-party administrators. The categories of compensation that may be paid to
an intermediary are listed below.

¢ Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are usually
calculated as a percentage of premium. Base commissions are typically factored into the cost of the customer's
plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based on an
intermediary's new business or total inforce premium for a specified year. It is not SafeGuard's practice to
specifically factor supplemental compensation into the cost of customer's plan. Supplemental compensation is
factored into the price structure of SafeGuard's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration, communication,
enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly charged to the customer's
plan.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in addition to
the information SafeGuard has provided, you should enter in the Schedule the appropriate name of the plan, three-digit
plan number and employer identification number in the appropriate spaces immediately preceding Part I.

You may also wish to consult with your counsel concerning any need for attaching an opinion by an independent qualified
public accountant.

This letter, together with your copy of the complete annual report should be retained for at least the 6-year period required
by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees paid by the
Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s) received payments
subject to selling agreements that they have with the selling firm. The remaining compensation is used by the distributor
or selling firm to pay other expenses, including Management Compensation, Conference expenses, etc. The Gross Dealer
Concession includes the Commission Paid which is listed separately. The Metropolitan Life Insurance Company ("MetLife")
attests that the foregoing statement is complete and accurate to the best of its knowledge, information, and belief.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599597 2/6
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If you have any questions please contact your MetLife Account Representative:

MetLife Account Representative
Name : ALLISON BAKER
Phone Number: (813) 673-3783
or 800-ASK-4-MET and MetLife will assist you in obtaining this information.

SafeGuard appreciates your business.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599597 3/6
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Department of the Treasury
Internal Revenue Service

Insurance Information

This schedule is required to be filed under

Official Use Only
OMB No. 1210-0110

section 104 of the 2024
Department of Labor Employee Retirement Income Security Act of This Form is Open to Public
Employee Benefits Security 1974. Inspection.
Administration File as an attachment to Form 5500
Insurance companies are required to provide
Pension Benefit Guaranty this information
Corporation pursuant to ERISA section 103(a)(2).

For calendar plan year 2024 or fiscal R

plan year beginning: 01/01/2024 and ending: 12/31/2024
Name of plan: Dental HMO Three digit plan#:

Plan sponsor's name as shown on line AMPLIFY HR MANAGEMENT,

2a of Form 5500:

LLC

Employer Identification#:

Information Concerning Insurance Contract Coverage, Fees, and Commissions
Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit can be reported on

a single Schedule A.

1. Coverage

Name of insurance carrier:

SAFEGUARD HEALTH PLANS, INC., A TEXAS
CORPORATION

METROPOLITAN LIFE INSURANCE COMPANY

EIN NAIC Code Contract or Approximate Policy or contract year
identification # number of persons
covered at end of
policy or contract From To
year
75-2046497 |95051 5374315 110 01/01/2024 12/31/2024

2. Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total
commissions below and list agents, brokers and other persons individually in descending order of the
amount paid in the items on the following page(s) in Part I.

Totals

Total Amount of commissions paid: 2,434

Total fees paid/amount: 0

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599597
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Part1

Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: AMPLIFY INSURANCE AGENCY Address Line 1: 1033 SKOKIE BLVD STE 430

Address Line 2: City: NORTHBROOK
State: IL

. . _ Organization
Zip Code: 60062-4136 code: 03
Commissions Paid Fees Paid
Coverage Amount Purpose Coverage Amount Purpose
DHMO-TX 2,434 | Base Commissions 0| Sub Total
2,434 | Sub Total

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599597
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Part II1

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(s), the information may be combined for reporting purposes if such contracts are experience-rated
as a unit. Where 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.

7. Benefit and contract type (check all applicable boxes)
Health (other than dental

a. or vision) b. Dental C. Vision d. Life Insurance
e Temporary disability £ Long Term Supplemental h Prescription
- (accident and sickness) Disability g- unemployment ' Drug
. Stop loss (large . Indemnity
i deductible) j- HMO Contract k. PPO Contract l. contract
Other
m. (specify):
8. Experience-rated contracts
N/A
9. Nonexperience-rated contracts
Coverage Amount
DHMO-TX 24,023
a. Total premiums or subscription charges paid to carrier: 24,023

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 1,item 2 above, report amount:

Specify nature of costs below »

Footnote:

The approximate number of persons covered as shown on the first page of the Schedule A is MetLife's
estimated view of participants, spouses and dependents at the end of the policy period. This estimation should
be used for reporting purposes only.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599597
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Unum“’ 1 Fountain Square
Chattanooga, TN 37402

March 08, 2025

AMPLIFY HR MANAGEMENT

HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
1033 SKOKIE BLVD.

SUITE 430

NORTHBROOK, IL 60062

PERSONAL & CONFIDENTIAL
Contract/Policy No: 000000426461

Re: Employee Retirement Income Security Act of 1974 (ERISA)
Insurance Information Schedule A (Form 5500)

Unum’s policy is to fully disclose and report all compensation associated with the insurance
plans we offer in accordance with our internal guidelines and with all applicable regulations.
We are pleased to certify the reported Schedule A data with respect to the filing of an ERISA
Form 5500 Annual Report.

This information is forwarded to you in the event your company has determined it is required
to make this filing. Unum does not take any position or provide any advice on ERISA’s
applicability to any of your company’s benefit plans.

The enclosed Primary Schedule A data is reported by the insuring company and includes all
Base Commissions, Supplemental Compensation and Fees paid to a broker/entity for this policy
issued by the insuring company during the plan year as reported through Unum’s commission
systems. If no plan year has been specified in our records the information is for the period
reported on the form.

Base Commissions are a fixed percentage of the policy premium, and may include a one time
flat amount. If no compensation has been paid, this figure will be zero (.00). If Base
Commission is reported, it will be reflected under the Sales Commissions Paid column.

Supplemental Compensation, other than Base Commissions, may be received by a broker/entity
for this policy. If no Supplemental Compensation has been paid, this figure will be zero (.00).

If Supplemental Compensation is reported, it will be reflected under the Additional Compensation
Paid column.

In some instances a broker/entity may receive a Fee for services provided to the policyholder.
If no Fee has been paid, this figure will be zero (.00). If a fee is reported, it will be
reflected under the Fees Paid column.

The Supplemental Schedule A data identifies any additional or other compensation
including, but not limited to, any final payments under prior incentive plans, overrides,
and non-cash compensation. If no such additional or other compensation has been paid,
this figure will be zero (.00).

If you have any questions regarding the enclosed data or think that you may have received
this information in error, contact us at 1-800-ASK-UNUM (1-800-275-8686) or email us at
AskUnum@unum.com. We would be glad to assist you with any questions relating to Unum
insurance coverages or broker compensation. However, we may not provide legal advice

on the applicability of particular laws or regulations to your company. For these issues,

you should consult your company’s attorneys or other advisors.

We appreciate this opportunity to provide service to you.

Broker Compensation Services

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.



SUPPLEMENTAL COMPENSATION DATA FOR SCHEDULE A (FORM 5500)

As required by Section 104 of the Employee Retirement Income Security Act of 1974.
Premium and commission data is provided on the Primary insurance form. This

is intended to comply with various regulators” reporting and disclosure requirements,
including the Department of Labor.

Prepared for: AMPLIFY HR MANAGEMENT

1. Name of carrier, service or other organization:
Unum Life Insurance Company of America
Tax ID: 010278678 NAIC: 62235

2. Contract Number: 000000426461

3. Date for period: from 2024-01-01 to 2025-01-01

4. Additional Broker Compensation:

Name and Address of

Agent, Broker or Amount of Additional Amount of Additional
other entity receiving Compensation Paid Fees Paid
compensation:

No Additional Compensation

Page: 1
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PREPARED FOR: AMPLIFY HR MANAGEMENT

1. NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
Unum Life Insurance Company of America
TAX ID: 010278678 NAIC: 62235
2. CONTRACT NUMBER: 426461
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: 2896
4. DATE FOR PERIOD: FROM 01-01-2024 TO 01-01-2025

NAME AND_ADDRESS OF SALES

EACH SOLICITING AGENT COMMISSION FE
OR BROKER RECEIVING PAID PA
COMPENSATION:

AMPLIFY AGENCY 92,003.29 .00 .00
300 KNIGHTSBRIDGE PKWY STE 114
LINCOLNSHIRE IL 60069

6. COVERAGE/BENEFITS PROVIDED: LIFESTYLE ADD
LIFESTYLE LIF

7. NON-PARTICIPATING CONTRACTS (PREMIUMS):

(A) TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
TO CARRIER. .. .. it i i it i i $ 613,354.88

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN
YEAR . ¢ i e e e e $ 208,900.67

) I

J5\DM
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AMPLIFY HR MANAGEMENT

HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
1033 SKOKIE BLVD.

SUITE 430

NORTHBROOK IL 60062

00606038
J5\DM

INSURANCE DATA FOR SCHEDULE A (FORM 5500)
AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF
1974. ADDITIONAL COMPENSATION DATA IS PROVIDED ON THE SUPPLEMENTAL COMPENSATION
FORM. THIS IS INTENDED TO COMPLY WITH VARIOUS REGULATORS' REPORTING AND
DISCLOSURE REQUIREMENTS, INCLUDING THE DEPARTMENT OF LABOR.

PREPARED FOR: AMPLIFY HR MANAGEMENT

1. ©NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
Unum Life Insurance Company of America
TAX ID: 010278678 NAIC: 62235
2. CONTRACT NUMBER: 606038
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: 5510

4. DATE FOR PERIOD: FROM 01-01-2024 TO 01-01-2025

NAME AND ADDRESS OF SALES ADDITIONAL
EACH SOLICITING AGENT COMMISSION FEES COMPENSATION
OR BROKER RECEIVING PAID PAID PAID
COMPENSATION:

AMPLIFY AGENCY 13,284.99 .00 .00

300 KNIGHTSBRIDGE PKWY STE 114
LINCOLNSHIRE IL 60069

6. COVERAGE/BENEFITS PROVIDED: LTD,
STD,
ADD,
LIFE

7. NON-PARTICIPATING CONTRACTS (PREMIUMS) :

(A) TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
TO CARRIER. « ottt ettt e et e e e e e e $ 1,759,539.74

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN
DN 3 349,873.83

(C) IF THE CARRIER, SERVICE OR OTHER ORGANIZATION
INCURRED SPECIFIC COSTS IN CONNECTION WITH
THE ACQUISITION OR RETENTION OF THE CONTRACT
OR POLICY, OTHER THAN REPORTED IN NO. 5 ABOVE,
REPORT AMOUNT. . . ittt it ittt i i i e et ieee e 3 .00
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AMPLIFY HR MANAGEMENT

HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
1033 SKOKIE BLVD STE 430

NORTHBROOK IL 60062

00947022
J5\DM

INSURANCE DATA FOR SCHEDULE A (FORM 5500)
AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF
1974. ADDITIONAL COMPENSATION DATA IS PROVIDED ON THE SUPPLEMENTAL COMPENSATION
FORM. THIS IS INTENDED TO COMPLY WITH VARIOUS REGULATORS' REPORTING AND
DISCLOSURE REQUIREMENTS, INCLUDING THE DEPARTMENT OF LABOR.

PREPARED FOR: AMPLIFY HR MANAGEMENT

1. ©NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
First Unum Life Insurance Company
TAX ID: 131898173 NAIC: 64297
2. CONTRACT NUMBER: 947022
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: 421

4. DATE FOR PERIOD: FROM 01-01-2024 TO 01-01-2025

NAME AND ADDRESS OF SALES ADDITIONAL
EACH SOLICITING AGENT COMMISSION FEES COMPENSATION
OR BROKER RECEIVING PAID PAID PAID
COMPENSATION:

AMPLIFY AGENCY 5,161.41 .00 .00

300 KNIGHTSBRIDGE PKWY STE 114
LINCOLNSHIRE IL 60069

6. COVERAGE/BENEFITS PROVIDED: DBL
7. NON-PARTICIPATING CONTRACTS (PREMIUMS) :

(A) TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
TO CARRIER. . ittt it ittt ittt ettt ie e e S 107,790.76

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN
DN S 11,344.23

(C) IF THE CARRIER, SERVICE OR OTHER ORGANIZATION
INCURRED SPECIFIC COSTS IN CONNECTION WITH
THE ACQUISITION OR RETENTION OF THE CONTRACT
OR POLICY, OTHER THAN REPORTED IN NO. 5 ABOVE,
REPORT AMOUNT. . . ittt it ittt i i i e et ieee e 3 .00



® e o Unum
Unum“’ 1 Fountain Square
Chattanooga, TN 37402

March 08, 2025

AMPLIFY HR MANAGEMENT

HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
1033 SKOKIE BLVD STE 430

NORTHBROOK, IL 60062

PERSONAL & CONFIDENTIAL
Contract/Policy No: 000000947024

Re: Employee Retirement Income Security Act of 1974 (ERISA)
Insurance Information Schedule A (Form 5500)

Unum’s policy is to fully disclose and report all compensation associated with the insurance
plans we offer in accordance with our internal guidelines and with all applicable regulations.
We are pleased to certify the reported Schedule A data with respect to the filing of an ERISA
Form 5500 Annual Report.

This information is forwarded to you in the event your company has determined it is required
to make this filing. Unum does not take any position or provide any advice on ERISA’s
applicability to any of your company’s benefit plans.

The enclosed Primary Schedule A data is reported by the insuring company and includes all
Base Commissions, Supplemental Compensation and Fees paid to a broker/entity for this policy
issued by the insuring company during the plan year as reported through Unum’s commission
systems. If no plan year has been specified in our records the information is for the period
reported on the form.

Base Commissions are a fixed percentage of the policy premium, and may include a one time
flat amount. If no compensation has been paid, this figure will be zero (.00). If Base
Commission is reported, it will be reflected under the Sales Commissions Paid column.

Supplemental Compensation, other than Base Commissions, may be received by a broker/entity
for this policy. If no Supplemental Compensation has been paid, this figure will be zero (.00).

If Supplemental Compensation is reported, it will be reflected under the Additional Compensation
Paid column.

In some instances a broker/entity may receive a Fee for services provided to the policyholder.
If no Fee has been paid, this figure will be zero (.00). If a fee is reported, it will be
reflected under the Fees Paid column.

The Supplemental Schedule A data identifies any additional or other compensation
including, but not limited to, any final payments under prior incentive plans, overrides,
and non-cash compensation. If no such additional or other compensation has been paid,
this figure will be zero (.00).

If you have any questions regarding the enclosed data or think that you may have received
this information in error, contact us at 1-800-ASK-UNUM (1-800-275-8686) or email us at
AskUnum@unum.com. We would be glad to assist you with any questions relating to Unum
insurance coverages or broker compensation. However, we may not provide legal advice

on the applicability of particular laws or regulations to your company. For these issues,

you should consult your company’s attorneys or other advisors.

We appreciate this opportunity to provide service to you.

Broker Compensation Services

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.



SUPPLEMENTAL COMPENSATION DATA FOR SCHEDULE A (FORM 5500)

As required by Section 104 of the Employee Retirement Income Security Act of 1974.
Premium and commission data is provided on the Primary insurance form. This

is intended to comply with various regulators” reporting and disclosure requirements,
including the Department of Labor.

Prepared for: AMPLIFY HR MANAGEMENT
1. Name of carrier, service or other organization:
Unum Insurance Company
Tax ID: 042381280 NAIC: 67601
2. Contract Number: 000000947024
3. Date for period: from 2024-01-01 to 2025-01-01

4. Additional Broker Compensation:

Name and Address of

Agent, Broker or Amount of Additional Amount of Additional
other entity receiving Compensation Paid Fees Paid
compensation:

No Additional Compensation

Page: 1
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AMPLIFY HR MANAGEMENT
HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
1033 SKOKIE BLVD STE 430
NORTHBROOK IL 60062
00947024
J5\DM
INSURANCE DATA FOR SCHEDULE A (FORM 5500)
AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF
1976. ADDITIONAL COMPENSATION DATA IS PROVIDED ON THE SUPPLEMENTAL COMPENSATION
FORM. THIS IS INTENDED TO COMPLY WITH VARIOUS REGULATORS' REPORTING AND
DISCLOSURE REQUIREMENTS, INCLUDING THE DEPARTMENT OF LABOR.
PREPARED FOR: AMPLIFY HR MANAGEMENT
1. NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
Unum Insurance Company
TAX ID: 042381280 NAIC: 67601
2. CONTRACT NUMBER: 947024
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: 316
4. DATE FOR PERIOD: FROM 01-01-2024 TO 01-01-2025
5. INSURANCE FEES AND COMMISSION INFORMATION: =
NAME AND ADDRESS OF SALES ADDITIONAL
EACH SOLICITING AGENT COMMISSION FEES COMPENSATION
OR BROKER RECEIVING PAID PAID PAID
COMPENSATION:
AMPLIFY AGENCY 4,434 .81 .00 .00
300 KNIGHTSBRIDGE PKWY STE 114

LINCOLNSHIRE IL 60069

6. COVERAGE/BENEFITS PROVIDED: PAID LEAVE MEDICAL
7. NON-PARTICIPATING CONTRACTS (PREMIUMS):

(A) TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
TO CARRIER. .. .. it it i i it i i i $ 175,141.57

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN
YEAR . . e i i e s i $ 17,676.12

(C) IF THE CARRIER, SERVICE OR OTHER ORGANIZATION
INCURRED SPECIFIC COSTS IN CONNECTION WITH
THE ACQUISITION OR RETENTION OF THE CONTRACT
OR POLICY, OTHER THAN REPORTED IN NO. 5 ABOVE,
REPORT AMOUNT . ...... . ittt $ .00

J5\DM
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® e o Unum
Unum“’ 1 Fountain Square
Chattanooga, TN 37402

March 08, 2025

AMPLIFY HR MANAGEMENT

HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
1033 SKOKIE BLVD STE 430

NORTHBROOK, IL 60062

PERSONAL & CONFIDENTIAL
Contract/Policy No: 000000947023

Re: Employee Retirement Income Security Act of 1974 (ERISA)
Insurance Information Schedule A (Form 5500)

Unum’s policy is to fully disclose and report all compensation associated with the insurance
plans we offer in accordance with our internal guidelines and with all applicable regulations.
We are pleased to certify the reported Schedule A data with respect to the filing of an ERISA
Form 5500 Annual Report.

This information is forwarded to you in the event your company has determined it is required
to make this filing. Unum does not take any position or provide any advice on ERISA’s
applicability to any of your company’s benefit plans.

The enclosed Primary Schedule A data is reported by the insuring company and includes all
Base Commissions, Supplemental Compensation and Fees paid to a broker/entity for this policy
issued by the insuring company during the plan year as reported through Unum’s commission
systems. If no plan year has been specified in our records the information is for the period
reported on the form.

Base Commissions are a fixed percentage of the policy premium, and may include a one time
flat amount. If no compensation has been paid, this figure will be zero (.00). If Base
Commission is reported, it will be reflected under the Sales Commissions Paid column.

Supplemental Compensation, other than Base Commissions, may be received by a broker/entity
for this policy. If no Supplemental Compensation has been paid, this figure will be zero (.00).

If Supplemental Compensation is reported, it will be reflected under the Additional Compensation
Paid column.

In some instances a broker/entity may receive a Fee for services provided to the policyholder.
If no Fee has been paid, this figure will be zero (.00). If a fee is reported, it will be
reflected under the Fees Paid column.

The Supplemental Schedule A data identifies any additional or other compensation
including, but not limited to, any final payments under prior incentive plans, overrides,
and non-cash compensation. If no such additional or other compensation has been paid,
this figure will be zero (.00).

If you have any questions regarding the enclosed data or think that you may have received
this information in error, contact us at 1-800-ASK-UNUM (1-800-275-8686) or email us at
AskUnum@unum.com. We would be glad to assist you with any questions relating to Unum
insurance coverages or broker compensation. However, we may not provide legal advice

on the applicability of particular laws or regulations to your company. For these issues,

you should consult your company’s attorneys or other advisors.

We appreciate this opportunity to provide service to you.

Broker Compensation Services

Unum is a registered trademark and marketing brand of Unum Group and its insuring subsidiaries.



SUPPLEMENTAL COMPENSATION DATA FOR SCHEDULE A (FORM 5500)

As required by Section 104 of the Employee Retirement Income Security Act of 1974.
Premium and commission data is provided on the Primary insurance form. This

is intended to comply with various regulators” reporting and disclosure requirements,
including the Department of Labor.

Prepared for: AMPLIFY HR MANAGEMENT
1. Name of carrier, service or other organization:
Unum Insurance Company
Tax ID: 042381280 NAIC: 67601
2. Contract Number: 000000947023
3. Date for period: from 2024-01-01 to 2025-01-01

4. Additional Broker Compensation:

Name and Address of

Agent, Broker or Amount of Additional Amount of Additional
other entity receiving Compensation Paid Fees Paid
compensation:

No Additional Compensation

Page: 1
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PREPARED FOR: AMPLIFY HR MANAGEMENT

1. NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
Unum Insurance Company
TAX ID: 042381280 NAIC: 67601
2. CONTRACT NUMBER: 947023
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: 381
4. DATE FOR PERIOD: FROM 01-01-2024 TO 01-01-2025

NAME AND_ADDRESS OF SALES

EACH SOLICITING AGENT COMMISSION FE
OR BROKER RECEIVING PAID PA
COMPENSATION:

AMPLIFY AGENCY 4,721.16 .00 .00
300 KNIGHTSBRIDGE PKWY STE 114

LINCOLNSHIRE IL 60069

6. COVERAGE/BENEFITS PROVIDED: PAID LEAVE MEDICAL
7. NON-PARTICIPATING CONTRACTS (PREMIUMS):

(A) TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
TO CARRIER. .. .. it it i i it i i i $ 214,228.36

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN
YEAR . . e i i e s i $ 46,890.41

(C) IF THE CARRIER, SERVICE OR OTHER ORGANIZATION
INCURRED SPECIFIC COSTS IN CONNECTION WITH
THE ACQUISITION OR RETENTION OF THE CONTRACT
OR POLICY, OTHER THAN REPORTED IN NO. 5 ABOVE,
REPORT AMOUNT . ...... . ittt $ .00

J5\DM
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Cover Letter

b SafeGuard

DENTAL & VISION

Metropolitan Life Insurance Company
Sales & Broker Compensation Services
501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

Date: 02/28/2025
Attention: ANTHONY QUINN

Customer Name: AMPLIFY HR MANAGEMENT, LLC

Address Line 1: QONE OVERLOOK POINT SUIT550 Address Line 2:
City: LINCOLNSHIRE
State: IL Zip Code: 60069

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on employee welfare
benefit plans and pension benefit plans which cover 100 or more participants at the beginning of the plan year and are
subject to ERISA. The administrator of such a plan is required to file an annual report on I.R.S./DOL Form 5500, including
the accompanying Schedule A, with the Employee Benefits Security Administration.

Your SafeGuard Health Plans, Inc. ("SafeGuard") employee welfare benefit plan may be subject to ERISA's annual reporting
requirements and SafeGuard is therefore providing you with the information needed to complete Schedule A of Form

5500. The attached report is not an actual Schedule A form and should not be attached to the Form 5500 for regulatory
filing. The information should be forwarded to the person who will be completing your annual filing. The information is
taken from the data SafeGuard maintains within its normal business records and is, to the best of SafeGuard's knowledge
and belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries may
include brokers, consultants, agents and third-party administrators. The categories of compensation that may be paid to
an intermediary are listed below.

¢ Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are usually
calculated as a percentage of premium. Base commissions are typically factored into the cost of the customer's
plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based on an
intermediary's new business or total inforce premium for a specified year. It is not SafeGuard's practice to
specifically factor supplemental compensation into the cost of customer's plan. Supplemental compensation is
factored into the price structure of SafeGuard's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration, communication,
enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly charged to the customer's
plan.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in addition to
the information SafeGuard has provided, you should enter in the Schedule the appropriate name of the plan, three-digit
plan number and employer identification number in the appropriate spaces immediately preceding Part I.

You may also wish to consult with your counsel concerning any need for attaching an opinion by an independent qualified
public accountant.

This letter, together with your copy of the complete annual report should be retained for at least the 6-year period required
by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees paid by the
Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s) received payments
subject to selling agreements that they have with the selling firm. The remaining compensation is used by the distributor
or selling firm to pay other expenses, including Management Compensation, Conference expenses, etc. The Gross Dealer
Concession includes the Commission Paid which is listed separately. The Metropolitan Life Insurance Company ("MetLife")
attests that the foregoing statement is complete and accurate to the best of its knowledge, information, and belief.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599595 2/6
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If you have any questions please contact your MetLife Account Representative:

MetLife Account Representative
Name : ALLISON BAKER
Phone Number: (813) 673-3783
or 800-ASK-4-MET and MetLife will assist you in obtaining this information.

SafeGuard appreciates your business.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599595 3/6
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Part1

:: DHMO CA - Preview

Department of the Treasury
Internal Revenue Service

Insurance Information

This schedule is required to be filed under

Official Use Only
OMB No. 1210-0110

section 104 of the 2024
Department of Labor Employee Retirement Income Security Act of This Form is Open to Public
Employee Benefits Security 1974. Inspection.
Administration File as an attachment to Form 5500
Insurance companies are required to provide
Pension Benefit Guaranty this information
Corporation pursuant to ERISA section 103(a)(2).

For calendar plan year 2024 or fiscal A

plan year beginning: 01/01/2024 and ending: 12/31/2024
Name of plan: Dental HMO Three digit plan#:

Plan sponsor's name as shown on line AMPLIFY HR MANAGEMENT,

2a of Form 5500:

LLC

Employer Identification#:

Information Concerning Insurance Contract Coverage, Fees, and Commissions
Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit can be reported on

a single Schedule A.

1. Coverage

Name of insurance carrier:

SAFEGUARD HEALTH PLANS, INC., A CALIFORNIA
CORPORATION

METROPOLITAN LIFE INSURANCE COMPANY

EIN NAIC Code Contract or Approximate Policy or contract year
identification # number of persons
covered at end of
policy or contract From To
year
95-2879515 |96030 5374315 16 01/01/2024 12/31/2024

2, Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total
commissions below and list agents, brokers and other persons individually in descending order of the
amount paid in the items on the following page(s) in Part I.

Totals

Total Amount of commissions paid: 284

Total fees paid/amount: 0

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599595
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Part1

Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: AMPLIFY INSURANCE AGENCY Address Line 1: 1033 SKOKIE BLVD STE 430
Address Line 2: City: NORTHBROOK
State: IL
. . _ Organization
Zip Code: 60062-4136 code: 03
Commissions Paid Fees Paid
Coverage Amount Purpose Coverage Amount Purpose
DHMO-CA 284 | Base Commissions 0| Sub Total
284 |Sub Total

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599595
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Part II1

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(s), the information may be combined for reporting purposes if such contracts are experience-rated
as a unit. Where 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.

7. Benefit and contract type (check all applicable boxes)
Health (other than dental

a. or vision) b. Dental C. Vision d. Life Insurance
e Temporary disability £ Long Term Supplemental h Prescription
- (accident and sickness) Disability g- unemployment ' Drug
. Stop loss (large . Indemnity
i deductible) j- HMO Contract k. PPO Contract l. contract
Other
m. (specify):
8. Experience-rated contracts
N/A
9. Nonexperience-rated contracts
Coverage Amount
DHMO-CA 2,860
a. Total premiums or subscription charges paid to carrier: 2,860

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 1,item 2 above, report amount:

Specify nature of costs below »

Footnote:

The approximate number of persons covered as shown on the first page of the Schedule A is MetLife's
estimated view of participants, spouses and dependents at the end of the policy period. This estimation should
be used for reporting purposes only.

https://cdws.metlife.com/CDWSWorkFlow/Document/Print.do?documentID=1599595
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