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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 06/01/2024 and ending  05/31/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
BRYCE-EMORY, INC. WELFARE BENEFITS PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
06/01/2023

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 58-1455722

BRYCE-EMORY, INC.

335 COLLEGE DRIVE
BARNESVILLE, GA 30204

2C Plan Sponsor’s telephone
number
770-358-1572

2d Business code (see
instructions)
445110

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. 10/22/2025 CHERYL GARRETT
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 112
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) 112
a(2) Total number of active participants at the end of the plan year ... 63_(2) 153
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 153
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| 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 __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

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 06/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
BRYCE-EMORY, INC. WELFARE BENEFITS PLAN plan number (PN) 3 501

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

BRYCE-EMORY, INC.

58-1455722

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

CIGNA HEALTH AND 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
59-1031071 67369 00654314 88 06/01/2024 05/31/2025

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

0

70949

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

SANFORD INSURANCE LLC

4468 FORSYTH ROAD
MACON, GA 31210

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

50678 | BENEFIT ADVISOR FEES

3

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

THE CASON GROUP INC

1612 MARION STREET
COLUMBIA, SC 29201

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

20271 | SERVICE/GENERAL AGENT FEES

3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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 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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 1013567
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 06/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
BRYCE-EMORY, INC. WELFARE BENEFITS PLAN plan number (PN) 3 501

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

BRYCE-EMOR

Y, INC.

58-1455722

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
PRINCIPAL 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
42-0127290 61271 1174911 153 06/01/2024 05/31/2025

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

19341

5600

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

SANFORD INSURANCE LLC

4468 FORSYTH ROAD
MACON, GA 31210

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

15531

0 | N/A

3

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

THE CASON GROUP

1612 MARION STREET
COLUMBIA, SC 29201

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3810

5600 | OVERRIDE

3

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

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

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

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

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

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

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

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

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

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

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




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 Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P AD&D, ACCIDENT, CRITICAL ILLNESS

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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 110320
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A
(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).

OMB No. 1210-0110

2024

» File as an attachment to Form 5500.

» 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 06/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
BRYCE-EMORY, INC. WELFARE BENEFITS PLAN plan number (PN) 3 501

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

BRYCE-EMORY, INC.

D Employer Identification Number (EIN)
58-1455722

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

CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES

(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
59-1031071 67369 0654314 92 06/01/2024 05/31/2025

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

5390

2695

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

SANFORD INSURANCE LLC

4468 FORSYTH ROAD
MACON, GA 31210

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5390

N/A

3

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

THE CASON GROUP INC

1612 MARION STREET
COLUMBIA, SC 29201

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2695

GENERAL AGENT PAYMENTS

3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I B[ 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) 0
(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)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(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 54656
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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nas, gjgzgggg

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

Depariment of the T - -
Tﬁf:maleﬂevenue Sfr?:f:g seclions G057(h} and 6058(a) of the Intfemal Revenue Code (the Code). 20 2 4
Emﬂg"::‘gg:gg{;gzgam » Complete all entries in accordance with

P ’}\dmim-stram Y the instructions to the Form §500.

This Form is Open to Public

Pension Benehit Guaranty Corporation

_ inspection
= Annual Report Identification Information
For cafendar plan vear 2024 or fisgal plan year beginning~ 06/01/2024 and ending 05/31/2025
A This returnfreport is for: |:| a mulliemployer plan D a multiple-employer plan (Fifers checking this box must provide participating
' employer information in accordance with the form instructions.)

@ a singfe-employer plan D a DFE {specify)

B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year returnfreport {less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here. . .. ... ... .. . . e 14 D

D Check box if filing under: I:I Form 55658 D automatic extension D the DFVC program
D special extension (enter description)

£ If this is & retroactively adopted plan permitted by SECURE Act section 201, check here. . .. ........cooueneenen.. . 4 D

| Basic Plan Information—enter ali requested information
14 Name of plan

1b Three-digit plan
number {PN) » 501

Bryce-Emory, Inc. Welfare Benefita Plan
1c Effective date of plan

06/01/2023
2a Plan sponsor’s name (empioyer, if for a single-employer plan) 2b Employer identification
Maiting address (include room, apt., suite no. and street, or P.O. Box} Number (EIN)
City or lown, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 58-1455722
Bryce-Emory, Inc. 2¢ Plan Sponsor's telephone
number

770-358-1572

335 College Drive 2d Business code (see
instructions)
445110

Barnegvilile GA 30204

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

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

am% dww -t ,0’22, 75 Cheryl Garrett
Signature of ;Qan aﬁnllinistrator Date Enter name of individual signing as plan administrator

8IGN

HERE -

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

HERE

Signature of DEE Date Enter name of individual signing as DFE
Form 5500 (2024)

For Papsrwork Reduction Act Notice, see the Instructions for Form 5500.
‘ v. 240311




Form 5500 (2024) Page 2
3a Plan administrators name and address @ Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone
number

4 If the name andfor 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 returnfreport;

a Sponsor's name 4d PN
C Plan Name
5 Total number of participants at the beginning of the plan year 5 I 112
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only fines 8a(1}, R n
6a(2), 6b, 6¢, and 6d).
a(T} Total number of active participants at the beginning of the plan Year ... 63(1) 112
a(2) Total number of active participants at the end of e PlaN YEar ... s, 6a(2) 153
b Retired or separated parlicipants receiving BenefiS ... ... e e et 6b 0
c Other retired or separated participants enfitled to future Benefits ... 6c G
d Subtotal. Add ines Ba[(2), 8D, SN BC. .. et e et et et eore et smeemen e are s enrs e sae e e et eabeereineet 6d 153
e Deceased participants whose beneficiaries are receiving or are entitied to receive benefits. 6e
f Total. Add HNEs B Nt BE. .eovei it ettt ene et 6f

(1) Number of participants with account balances as of the beginning of the plan year {only defined contribution plans 6g(1)
g [oaTa el ot TN (=T 1 AU P USROSt g
(2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
U] COMPIELE TS HEMY cvvvvvooevvveeeessseoesesseereeessessesesemssessssessesesssesessseoemesssesesss et o2 tereeere et eemertsseerssseeseeessseeseseteesesemessesessresreerens 69(2)
h Number of participants who terminated employment dunng the pfan year with accrued benefits that were
less than 100% vested.. ... | Bh
7  Enter the iotal number of employers obllgated to contnbute to the plan (only multlemplc}yer plans comple!e thls |tem) ........ 7

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

b ifthe 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 4AH 40

9a Plan funding arrangement (check all that apply) 9b  Plan benefit arrangement (check all that apply)
{1) Insurance (1} Insurance
{2) I Code section 412(e)(3) insurance contracts (2) Caode section 412(e)(3) insurance contracts
(3) ] Trust (3) Trust
4 l General assets of the spansaor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are aftached, and, where indicaled, enter the number atfached. (See instructions)
a Pension Schedules b General Schedules
{1) D R (Retirement Plan information) (1) D H (Financial Information)

(2) |:| I (Financial Information — Smalt Plan)

(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money
(3) @ A {Insurance Information) — Number Attached 3

Purchase Plan Actuarial Information) - signed by the plan

actuary (4) D C (Service Provider Information}

{3) |:| SB (Sinlgle—Ern.poner Defined Benefit Plan Actuarial (5) I:I D (DFE/Participating Plan information)
Information} - signed by the plan aciuary

¢ [] DoG (ndividual Plan Information) — Number Atlached (6) {] & (Financial Transaction Schadules)

(5) |:| MEP (Mukiple-Employer Retirement Plan Information)




Form 550G (2024) Page 3

| Part lll | 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 requiremerts during the plan year? (See instructions and 29 CFR
25201012} vovvvvsomnrnssinnsessnes s sns s [] Yes H No

If "Yes” is checked, complete lines 11b and 11¢.

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

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was nof 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 fo be filed under the Form M-1 fiing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.}

Recelpt Confirmation Codea




SCHEDULE A Insurance Information OME No. 1210:6110
(Form 5500) :

Deparimenl of the Treasury This schedule is required to be filed under section 104 of the
Infermal Revenue Servica Employea Retirement Income Security Act of 1874 {(ERISA). 2024

Department of Labor

Employee Benefits Security Administralion b File as an attachment to Form 5500,

Pension Bonefit Guaranty Corporation b Insurance companies are required {o provide the information This Form is Open to Public
pursuant fo ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 06/01/2024 and ending 05/31/2025
A Name of plan B Three-digit
Bryce-Emory, Inc. Welfare Benefits Plan plan number (PN) 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EiIN}
58-1455722

Bryce-Emory, Inc,
| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on & separate Schedule A, Individual contracts grouped as a unit in Parts Il and |1l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Cigna Health and Life Ingurance Company

. '(e) Approximate number of Poticy or contract year
{h) EIN (c) NAIC {d) Contract o, ersons covered at end of
code identification number perso {f} From {g} To
policy or contract year
58-1031071 67369 00654314 88 06/01/2024 05/31/2025

2 Insurance fee and commission information. Enter the total fees and total commisslons paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amouni paid.

(a) Total amount of commissions paid ({b) Total amount of fees paid
0 70,949

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 {o whom commissions or fees were paid

Sanford Insurance LLC
4468 Forsyth Road

Macon GA 31210

Fees and other commissions paid
{c) Amount (d) Purpose (e} Organization code
benefit advisor fees

(b Amount of sales and base
commissions paid

0 50,678

{a) Name and address of the agen}, broker, or other person to whom commissicns or fees were paid

The Cascon Group Inc
1612 Marion Street

Columbia SC 29201

Fees and other commissions paid
{c) Amount {d) Purpose {e} Organization code
gervice/general agent fees

(b} Amount of sales and base
commissions paid

0 20,271 3

Scheduie A (Form 5500) 2024
v. 240311

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




Schedufe A (Form 5500) 2024 Page2—[ |

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

Fees and other commissions paid (e)
(b} Amount of sales and base Crganization
commissions paid (¢} 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 Qrganization
commissions paid (c} Amount (d) Purpose code

(a} Name and address of the agent, broker, or cther person to whotn commissions or fees were paid

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

(a) Name and address of the agent, broker, or other person 1o whom commissions or feas wera paid

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

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

Fees and other commissions paid {e)
(b) Amount of sales and hase Organtzation
commissions paid (c} Amount {d) Purpose code




Schedule A (Form 5500) 2024

Page 3

Investment and Annuity Contract Information

“Partll

Where individual contracts are provided, the entire group of such individua? contracts with each carrier may be treated as a unit for purposes of

: this report.
4 Current value of plan's interest under this contract in the general account at year end ... 4
5 Current value of plan’s interest under this contract in separate accounts al Year ent. ... eeniveeceeeeeeeeeeer e, 5
6 Contracts With Allocated Funds:
@  State the basis of premium rates b
B PrEMIUMS PAIE IO CRITIET ¢.vvvirvvecveeecees e e eeseresscessess s eee e oeeesereessseees s areese s sesse et eees s es s mee s s 6b
¢ Premiums due but unpaid at the end of the year... . 6c
d  Ifthe carries, service, or other organization incurred any specific cost Gd
retention of the conlract or policy, @Nter AMOUNL. ..o e st st e eeee e

Specify nature of costs P

e Type of contract: (1) D individual policies
@) [ ] other (specify) b

(2) D group deferred annuity

f I confract purchased, in whole or in part, to distribute benefits from a terminating pfan, check here b [:l

7 Confracts With Unallocated Funds {Do not include portions of these coniracts maintained in separate accounts)

a Type of contract: (1 |:| deposit administration

(3) D guaranteed invesiment

b Balance at the end of the previous year

{2) D immediate participation guarantee

@ [ ] other

€ Additions: (1) Contributions deposited during the year

{2) Dividends and CreditS ..ot

(3) Interest credited during the year ...
(4} Transferred from separate account
(5) Other (specify below)
b

(6)Total additions

e Deductions:

{1) Disbursed from fund fo pay benefits or purchase annuifies during year

(2) Administration charge made by canfer
(3) Transferred io separate account
(4) Other (specify below) .......ccoveeciienein
| 3

(b} Total deductions
f Balance at the end of the current year {subtract line 7e(5) from line 7d}

d Total of balance and additions (add lines 7b and 76{6)). ....cvv..everrccrenrrrerns

7e(1)

7e(2)

7e(3)

To(4)




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 confract ype (check all applicable boxes)

a @ Healih (other than dental or vision) b D Dental c D Vision d [I Life insurance
e D Temporary disablfity (accident and sickness)  f D Long-term disability g D Supplemental unemployment b D Prescription drug
D Stop loss (large deductible) j D HMO contract k |:| PPQ contract | D Indemnity contract
m [ ] Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
{3) Increase (decrease) in unearned DIGIMIUM FESEIVE v 9a(3)
{4Y Eamed ({1 + (2) - (3] e e e e l Ya(4)
b Benefit charges (1) Claims Palt.........occooovivriiermeoeereeeeeeeeeoeeeeeee e o9h{1)
(2) Increase (decrease) in claim reserves 9h(2)
(3) Incurred claims (Add {1) aNG {2)) ..o ettt et taan 9b(3)
{4 ClAIMS CRAMGEA ......ovevii ettt cem bbbt s s sem sttt s e s eame e e ee e e e e eeemee s et enesemnmsaene e s eemmasrenen 9h({4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSBIONS .oviere oottt ess e e st 9c{1){(A)
(BY Administrative service or other fees.......ccoovnrmvvirccmcncnnccnncenee. | 9C{1}(B)
(C) Other specific aCqUISHION COSS ......ooivovv oo 2¢(1}4C)
{D) Other expenses .. . | 9c{THD}
(E) TAXES ceeeee e e 9c(1}E)
(F) Charges for risks or other contingencies ..., 9¢(1)(F)
(G) Other retention ChargeSs ... 9c(1)(G)
(HY TOAI TEIENHON 1ot evitetii ettt es et h e e e e eeanes et beaen bt er e s e e s s saastebeesbe st senbssens e senees 9c(1){H)
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or D credited }... 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ... 9d(1}
(2) ClAITI FESEIVES .o.teueursieissesesieeseaeamseeeesseseeeseresesesesesesensssesessessrtasssessseasesss s et sssbasssessaetssasasetsbatnssesatabeantseesesans 9d(2)
{3) OHEI FESBIVES ... it i esare s st s e bbb e st e b st s aebbe e b annmssesesesea 9d(3)
€ Dividends or refroactive rate refunds due. {Do not include amount entered in ine 9¢{2).) .o..oooiioeeeeee.. e
10 Nonexperience-rated contracts: E
& Total premiums of subscription charges paid t0 Carmer... ... e 10a 1,013,557
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
refention of the contract or policy, other than reported in Part I, line 2 above, report amount. ..o 10b
Specify nature of costs.
| PartiV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............ D Yes @ No

12 if the answer {o line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
(Form 5500)

CMB HNo. 1210-0110

Department of (he Treasury This schedule is required to be filed under section 104 of the
Intermat Revenue Servica Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Labor
Employse Beneilts Securiy Administralion b File as an attachment to Form 5500,
Pensian 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 baginning 06/01/2024 and ending 05/31/2025
A Name of plan B Three-digit

Bryce-Emory, Inc. Welfare Benefits Plan plan number (PN} 3 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

Bryvce-Emory, Inc. 58-1455722

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 Pards 1 and 11) can be reported on a single Schedule A.

1 Coverage Information;

{a) Name of insurance carrier

Principal 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 {g) To
policy or contract year
42-0127290 61271 1174811 153 06/01/2024 05/31/2025

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 {h) Tolal amount of fees paid
19,341 5,600

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

{a) Name and address of the agenl, broker, or other person to whom commissions or fees were paid
Sanford Insurance LLC
4468 Forsgyth Road

Macon GA 31210

(b} Amount of safes and base Fees and cther commissions paid
commissions paid {c) Amount {d} Purpose (&) Organizaticn code
n/a

15,531 0 3

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

The Cascn Group
1612 Marion Street

Columbia 8¢ 29201
(b) Amount of sales and base Fees and other commissions paid
commissions paid (e) Amount (d) Purpose (e} Organization code
override
3,810 5,600 3
For Paperwork Reduction Act Notice, see the instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311




Schedule A {Form 5500) 2024 Page 2 —-j

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

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

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

Fees and other commissions paid {e}
(by 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 comimissions 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)
{h) Amouni of sales and base Qrganization
comymissions paid {¢) Amount {d) Purpose Y code

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

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




Schedule A {Form 5500) 2024 Page 3

Part i T Investment and Annuity Contract Information

Where individual contracts are provided, the enfire group of such individual contracts with each carrier may be treated as a unit for purposes of

| this report.
4 CGurrent value of plan’s interest under this contract in the general account at year end .................o.co.cocovoveevoevroreenenne. 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds;
a  State the basis of premium rates b
b Premiums paid to carrier . 6b
€  Premiums due but unpald at the end of the year........... e e et 6c
d I the carrier, service, or other arganization mcurred any spemfc costs in c:onnectlon thh the acquisition or 6d
retention of the contract or pelicy, enter amMOUNL. ... et
Specify nature of costs P
e  Typeof contract: {1) D individual policies {2) |:| graoup deferred annuity
3) || other (specify) P
f Ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do nof 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 investiment (4) D other b
b Balance at the @nd 0f the PreVIOUS YOAM ..o s o cesmssssessserssssres s ss s ssseses s arss b nns s ssarssbesssarees [ 7b 0
€ Additions: (1) Contributions deposited during the Year ... | 16{1) S BRSOV S
(2) Dividends and eredits ..........oovee v neseeeeeneneenennenn 1 1C(2}
(3) Interest credited dUNNG 1N YEAL ..uccervecveeeeeeeeeeees oo eee e 7c(3)
(4) Transferred from SEPArate ACCOUNL. ...........ccoevvrisioeeesereee e senenen 7c(4)
(5) Other (specify betow) ... e 7c(5)
b R
(BYTOMBE AAUIIONS cevvvevi e cier et e e iaase e b e b st sese e b e et e bes e aeee e emmnms e eeeeeee e e semnnsseeeaessemneessaneassessmeammemnes st enessemmeen 0
d Total of balance and additions (add fines 7b and 7c{6)). Y

e

f

Deductions:
() Disbursed from fund to pay benefits or purchase annuities during year 7e{1)

(2) Administration charge made by Carter ......o.cooeeerooeeeecocereececeeeeoeeee. | 10{2)

{3) Transferred t0 SEPArate CCOUNE......cooeivvervieeeereeeeeeeee e ene s eer e 7e(3)

{4) Other {(specify belaw) Te(4) |

(5) TOMAT ABOUCITONS ..o et eee e ese e eeee e tees s eee e eees e et eeeeeas e s s sees s soe s eeasese et eeneesaeeeseseseeeesraseasraes 7e(5) 0

Balance at the end of the current year {subtract line 7e(b) fromline 7d) ... | 7 {




Schedule A (Form 5500) 2024 Page 4

Partill | Welfare Benefit Contract Information
: B if more than one conlract 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 purpeses 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 D Health {other than dental or vision) b D Denial c |:| Vision d |}:{! Life insurance
e B] Temporary disability {accident and sickness) @ Long-term disability g D Supplemental unempifoyment b D Prescription drug
D Stop loss (large deductible) i D HMOC contract k D PPC contract | D Indemnity contract

m[g] Other (specify) PAD&D, accident, critical illness

9 Experiencerated contracts:

a Premiums: (1) Amount received ... 9a(t)
(2) Increase (decrease) in amount due but unpald........ccev . 9a(2)
(3) Increase (decrease) in unearned Premium FESEIVa ....o.eeeveevceeee 9a(3})
Oy e R G R A R ) I ga(q) 0
b Benefilt charges (1) Claims paid ... 9b{1) T
(2) Increase (decrease) iN Claim TESEIVES .o oo 9b{2)
(3} Incurred claims (add (1) and (2)) 9b(3) 0
(4) Claims charged ... VO 9h(4)
¢ Remainder of premium: (1) Retennon chafges (on an accrua% bas:s)
(A) COMUMISSIONS ..ooceir sttt s 9c(1HA)
(B) Administrative service or other f88S ...ccoioev e 9c{1)(B}
(C) Other specific ACQUISTHON COSLS s seriesseees e 9¢c(1){C)
(D) Other expensas 2¢(1HD)
{E) Taxes .. 9c{1KE)
F Charges for nsks or other contmgencnes ....................................... Sc(1)(F)
{G) Other relention ChETGES ... e ssssssons 9c{1)(G)
(H) T0tAE FEEEITION e s e e be R es o e e e ae b e esse e eabaa b e e saer b eaes 9c(1}(H) 0
{2} Dividends or reiroactive rate refunds. {These amourds were I:| paid in cash, or D credited.)...... 9¢(2)
d Status of policyholder reserves at end of year: {1} Amount held to provide benefits after retirement 9d{1)

(20 CIAIMN FEBEIVES <ot sievarr e rre e s b bbb a0 b b4 08 a5t 44 RS E bbb A4 48 52008ttt ee s e e eeen 9d(2)

(3) Other reserves.. 9d(3)
€ Dividends or retroac.%we rate refunds due. {Do not include amount entered in line 9(:(2) oo 9e
10 Nonexperience-rated contracls: -
a Tolal premiums or subscription charges paid 10 Carter ... e e 10a 110,320
b Ifthe carrier, service, or other crganization 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.........cc......ccoo.o. 10b
Specify nature of cosls.
[ Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes @ Ne

12 Ifthe answer to line 11 is "Yes," specify the information nat provided. ¥




SCHEDULE A i
Insurance Information OME No. 12100110
{Form 5500)
Department of the Treasury This schedule is required to be filed under saction 104 of the
internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Deparlment of Labor .
Employee Benefils Sacurity Administration b File as an attachment to Form 5500,
Pension Benefil Guaranly Corporation } Insurance companies are required to provide the information This Form is Open fo Public
pursuard to ERISA section 103(a){2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  06/01/2024 and ending 05/31/2025
A Name of plan B Three-digit
Bryce-Bmnory, Inc. Welfare Benefits Plan plan number (PN} b 501

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

Bryce-Emory, Inc. 58-1455722
“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 Patts If and [l can be reported on a single Schedule A.

1 Coverage Information:

(a} Name of insurance carrier

Cigna Health and Life Insurance Company and affiliates

(¢) NAIC (d) Contract or (e} Approximate number of Policy or contract year
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From {g} To
59-1031071 67369 0654314 92 06/01/2024 05/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
5,390 2,695

3 Persons receiving commissions and fees. (Compiete as many eniries as needed 1o report all persons).
{a) Name and address of the agent, broker, or othar person fo whom commissions or fees were paid

Sanfcrd Insurance LLC
4468 Forsyth Road

Macon GA 31210

Fees and other commissions paid
(d) Purpose {e} Organizaiion code

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

n/a

5,390 0

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

The Cason Group Inc
1612 Marion Street

Columbia SC 29201

Fees and other commissions paid
{c) Amount {d} Purpose {e)} Organization code
general agent payments

(k) Ameunt of sales and base
commissions paid

0 2,695 3
Schedule A (Form 5500} 2024
v, 240311

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




Schedule A (Form 5500) 2024

Page 2 — |::]

{a} Name and address of the agent, broker, or other persorn to whom commissions or fees were paid

Faees 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 fo whom cemmissions or fees wera paid
Fees and other commissions paid {e)
{b} Amount of sales and base Qrganization
commissions paid {c) Amount (d) Purpose cade
(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 (€] Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions ot fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and hase Organization
commissions paid {c) Amount {d} Purpose code
(a) Name and address of the ageni, broker, or cther person to whom commissions or fees were paid
Fees and other commissions paid (e}
{h) Amount of sales and base QOrganization
commissions paid {c) Amount (d) Purpose code




Schedute A {Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be reated as a unit for purposes of
this report.

4 Curreni value of plan’s interest under this coniract in the general account at year end ... cssnvesnnnns 4

5 Current value of plan’s inferest under this contract in separate accounts al year enu...........coooceveivveisiiesisncesiees s 5

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

D Premiums DI 10 CAITIEN ...ttt st st bttt b bkt s eb et Eb e et eb s bbb ee e e ee et nte et 6b

¢  Premiums due but unpaid at the end of the year... 6C

o Ifthe carrier, service, or other organization |ncurred any speclfc costs in connection wuh the acqwsmon or 6d
retention of the contract or policy, @Ner AMOUNIL. ... s s s sesnn s arrn s

Specify nature of costs b

e Typeof contract; (1) D Individual policies 2 D group deferred annuily
@3 |] other (speciy) P

f  #f contract purchased, in whote or In part, to distiibuie benefits from a terminating plan, check here 4 D

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

a Type of contract: (1} |:| deposit administration (2 |:| immediate participaticn guarantee
(3) D guaranteed investment (4) D other b

b Balance at the end of The PIEVIOUS YA ..........o.c.oveeeeiieeeeeeeeeeeeeeereeeetoeteeeeeeestet et eeseeaeaet s esmeesastseresesseeeeseeree | 7b
C  Additions: (1) Contributions deposited during the year ... | 7e{1)

{2) Dividends ant CreditS oo ssrsessssssssssnssnressceerns | TC(2)

(3) Interest credited during the YEAF ... | 1C{3)

{4} Transferred from SEPArate ACCOUN . ..u...ovireeve oo eeeeseen 7c(4)

(5) Other (SPECIAY BEIOW) ......ovveieiaiectieetis s esseee bttt es bt seeme e ee e eeeeeen 7¢(5)

4

(BYTOM] AOUIONS 1v.vivveeviviese st et bs e s bbbt bbb 444 b AR bbb bbb bbb nes 7¢(6) 0
o Total of balance and additions (add liNES 7B aNU TCB)). ..veveveeieieeeeceer e seeeeerieees e see s s sne e s sessesesnseons e | 7d ¢

€ Deductions:
{1} Disbursed from fund to pay benefits or purchase annuities during year 73{1)

(2) Administration charge made BY CAITEr ...........oovceeereeeeereeernereeereeeens | 1E{2)

(3) Transferred to separate aCCOUNL.......ccoovvvceerieereeeeeneeeeeeseeeeeseeeeseeeennnen | L E(S)

(4) Other (SPECify BEIOW) ..vvvvvvevvvveeessssssssssiecessennssenseressnensssneennnnnns. | 1€(%)

)

(B) TOABROUCHONS ....ooeeeooeeeeee oot eee e eee s eree e seeese e e ees e e s eeemes e eees s s eemees e veseeeesseremeeeseeseseeenasraerereren 7e(5) 0

f Balance at the end of the current year (subtract fine 7ef5) from N8 7d} ... eeenne




Schedule A (Form 5500) 2024 Page 4

“Part lli=] Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employar(s) or members of the same employee organizations(s},
| the information may he combined for reporting purpeses 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 D Health (other than dental or visicn) b | Dental c @ Vision
e D Temporary disability {accident and sickness) f D Long-term disability 4] D Supplemental unemployment
D Stop loss (large deductible) i I:l HMO contract k D PPO contract

m D Cther (specify) b

d D Life insurance
h D Prescription drug
| @ Indemnity contract

9 Experience-rated contracis:

a Premiums: (1) Amount received .. 9a(1}
(2} Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned PrEMIUN TESEIVE ..o, 9a{3)
(43 EAMEA (1) {2) = (3]s reeeeeeeeerreoesoeeeseseeeeeereessesesesseseomeseesseeee s ssessssserssst st s es s ssse s et enassesesesense] | 9a(4)
b Benefit charges (1) ClaIMS Paid.............cocovvvevomrcvvvineessesecsreeesees e 9h{1)
{2) Increase (decrease) in claim reserves . 9b(2)
(3) incurred claims (Add (1) N {2)) 9b(3}
(4) Claims charged ... ettt e e e en e e 9h{4)
C Remainder of premium: (1) Reten{ton charges (on an accrual basns) -
(A) COMMISSIONS .vovvvvveeeen e | 9C(TIA)
(B) Admlnlstralwe service or other fees .............................................. Sc{1}B)
{C} Other specific acqUISIION COSES ..o oot 2c(1NC})
(D) Other expenses .. .. | 9e(1}{(D)
(E) Taxes .. cervenrennnsnsnsinnessnnnnne 1 SS{THE}
F) Charges for {ISkS or other conilngenmes ST I L | (|
(G) Other retention charges 9c(1)(G)
(HY TOAE TEIBIMION ..ot ee s s rems e s e seaeb st s es e st s s sae st s s sanss s best et aneas st srsersassbensrensnas Sc(1}{H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9c{2)
d  Status of policyholder reserves at end of year: (1) Amount hald to provide benefits after refirement ............... 9d(1}
(2) ClAIM TESEIVES .v.vevvvevtiieeesteteee s et ts st s st sste s e s bestssemtat st et sssastessseas et s bess s saas et ass st se st et ems et essbests st et etatebssesnsrannns 9d{2)
{3) Gther reserves 8d(3}
e Dividends or retroactive rate refunds due. (Do not include amount entered inline 8e{2).) ...l Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paith 10 Camiar.. ... e e 10a 54,656
b ifthe 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. ... 10h
Specify nature of costs.
| PartiV:i| Provision of Information
11 Did the insurance company fall o provide any information necessary to complete Schedule A?............ D Yes @ No

12 [fthe answer to line 11 Is *Yes,” specify the infarmation not provided, P




