Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 02/01/2024

and ending  01/31/2025

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

D a DFE (specify)
the final return/report

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

D Check box if filing under:

Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

DAILY DOVE CARE LLC DENTAL PLAN

1b

Three-digit plan
number (PN) » 503

1c

Effective date of plan
02/01/2018

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

DAILY DOVE CARE LLC

1811 COTTMAN AVENUE
PHILADELPHIA, PA 19111

2b

Employer Identification
Number (EIN)
81-3827361

2c

Plan Sponsor’s telephone
number
818-815-1875

2d

Business code (see
instructions)
621610

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. 10/20/2025 FADWA ROBINSON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/20/2025 FADWA ROBINSON
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 99
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) 99
a(2) Total number of active participants at the end of the plan year ... 63_(2) 0
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 0
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
1855 thAN 100% VESTEA. ......ouieieieieitetiteeet et et et et eetsesetstet et eesesesstesesesess s esesesesescasaseseseseseseee s oe et eteseneasasas st eteserees e aneneneseneanans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

4D
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
®3) [ 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 __ 1
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)



Form 5500 (2024) Page 3

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

OMB No. 1210-0110

Employee Retirement Income Security Act of 1974 (ERISA). 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 02/01/2024 and ending  01/31/2025
A Name of plan B Three-digit
DAILY DOVE CARE LLC DENTAL PLAN plan number (PN) » 503
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DAILY DOVE CARE LLC 81-3827361
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 5342914 123 02/01/2024 01/31/2025

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

7554 4073
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
NORTH AMERICAN BENEFITS CO 20 VALLEY STREAM PKWY STE 310
MALVERN, PA 19355-1458
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
7554 3395 | TPA ADMIN FEES 5
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
KISTLER TIFFANY BENEFITS GENERAL AG 899 CASSATT RD STE 200
BERWYN, PA 19312
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
678 | SUPPLEMENTAL COMPENSATION 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 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)
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 75531
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 Nos. 1210 - 0110
0 -
This form is required to be filed for employee banefit plans under sections 104 10 - 0089

Departmen e e and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA} and
epaiment of Labor sections 6057(b) and 6058{a) of the Internal Revenue Code (the Code). 2024
Empk’if,e,n?;zﬁ?;oiecurﬂy P Complete ail entries in accordance with
Pension Benefd Guaranty Gorporation the instructions to the Form 5500. This Form is Open to

Public inspection

[Part1] Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending 01/31/2025
A This returnfreport is for: U a multiemployer plan |_| a multiple-employer plan (Filers checking this hox must provide participating
. employer information in accordance with the form instructions.)
ﬁ a single-employer plan a DFE (specify)
B This returnfreport is: E.‘i the first returnfreport the final return/report
l an amended return/report a short plan year return/report (ess than 12 months)
C Iftheplanisa collectively-bargained plan, ChEcK NER@ ... ....iiiiigimn s gges o >
D Check box if filing under: E Form 5558 automatic extension the DFVC program
special extension {enter description}
E if this is a reiroactively adopted plan permitted by SECURE Act section 201, checkhere ., ... » rl
[Par‘tffr Basic Plan Information - enter all requested information
1a Name of plan 1b  Three-digit
DAILY DOVE CARE LLC DENTAL PLAN : plan number (PN) P> 503
1¢ Effective date of plan
02/01/2018
2a  Plan spensor's name {employer, if for & single-employer plan) 2b  Employer ldentification Number (EIN)
Mailing address (include room, apt, sulte no. and street, or P.0. Box) 81-3827361
City or town, stale or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2¢  Plan Sponsor's telephone number
DAILY DOVE CARE LLC 818-815-1875
2d Business code {see instructions)
621610

1811 COTTMAN AVENUE

PHILADELPHIA PA 19111

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

Under penatties of perjury and other penalties sel forth in the instructions, | dectare that | have examined this returrvrepord, including accompanying schedules, statements and atlachmenls, as wel
aslhe electronic version of this return/report, and to the best of my knowledge and belief, it Is true, comect, and complote,

/ /AN 10/ 20/ 2005 | Fadwor 0 nson
Signatureof plan administrator Date ° Enter name of individual signing as plan administrator
“
- 10)20/2025 Toadus hd0ingon
: Signaturé\:f’e(n"lployerlplan sponsor 'Date Enter name of incividual signing as employer or plan sponsor
‘[ 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

418401 11-25-24

1

14130610 759479 65801DEN 2024.03050 DAILY DOVE CARE LLC 65801DEL



Form 5500 (2024)

3a Plan adminisirator's name and address@ Same as Plan Sponsor

4  if the name and/or EIN of the plan sponsor o the plan name has changed since ihe last return/report filed for this pla

enter the plan sponsor's name, EIN, the plan name and the plan number from the last retum/report:

a Sponsor's name
C Plan Name

5  Total number of participants at the heginning of the plan year

6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines

6a(1), 6a(2), 6b, 6¢c, and &d).

a (1) Total number of active participants at the beginning of the PIAN YBA! ..o
a(2) Total number of active participants at the end of the PN YEAL ..o oorsessrereeneencs s

b Retired or separated participants receiving Benefits ...
C Other retired or separated participants entitled to future benefits |

6a(i
6a{2

o SUDLONa], AQ INES BA2Y, B, ANA BC _______ .. ecrssemsrsiossossrsssass st | 6d
e Deceased participants whose peneficiaties are receiving or are entitled to receive benefits ... e
£ Total AQGHNGS BA ANA BE ... oo seeesseeeseserrss s s o | 6f
g (1) Number of participants with account balances as of the beginning of the plan year {only defined contribution
DUENS GOMPIELE HHIS HEM) ... s L 6g(1,
(2) Number of participants with account balances as of the end of the plan year {only defined contribution plans
GOMIPIEE IS HEITY oo 6g(2
h Number of participants who terminated employment during the plan year with accrued benefits that were
PO vy 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete
7

thisitem) ..............

8a If the plan provides pension benefits, enter t

b If the plan provides welfare penefits, enter the applicable welfare feature codes from the List of Pi
4D

he applicable pension feature codes from the List of Plan Characteristics Ca

an Characteristics Cod

8a Plan funding arrangement (check all that apply) 9b Plan benefit arangement (check ali that 2
{1} Insurance )] Insurance
(2) Code section 412(g}(3) insurance contracts 2} Code section 412(e)(3) insuranc:
(3) Trust (3) Trust
(4) General assets of the sponsor (4} General assets of the sponsor

10 Check all applicable boxes in 10a and 10b 1o indicate which schedules are attached, and, where indicated, enter the nL

(See instructions)

a Pension Schedules b Genera! Schedules

(1) R (Retirement Plan Information}) N :] H (Financlal information}
@ MB (Muliiemployer Defined Benefit Plan and Certain Money &) 1] 1 {Financial Information -
Purchase Plan Actuarial Information} - signed by the plan 3 1_( A ({Insurance Information
actuary @ || ¢ (Serice Provider Infor
{3) D SB (SingleEmployer Defined Benefit Plan Actuarial 5) D  (DFE/Participating Pla
Information) - signed by the plan actuary {6) l: G (Financial Transaction
{4) DCG (Individual Plan information) - Number Attached
(5) MEP (Multipte-Employer Retirement Plan Information)
418402 11-25-24
2

14130610 759479 65801DEN 2024.03050 DAILY DOVE CARE LLC



Form 5500 (2024) Page 3

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
GFR 2520.101-2) e Yes No
If "Yes® is checked, complete lines 11band 11c.

11b s the plan currently in compliance with the Form M-1 filing requirements? {See instructions and 29 CFR 2520.1012,)... l | Yes | | No

11c Enter the Receipt Confirmation Code for the 5024 Form M-1 annuat report. If the plan was not required to file the 2024 Form M-1 annual report,
enter ihe Receipt Confirmation Code for the most recent Form M- 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.)

Recelpt Confirmation Code

418403 11-25-24

3

14130610 759479 65801DEN 2024.,03050 DAILY DOVE CARE LLC 65801DEL



SCHEDULE A Insurance Information OMB No. 12100110
{Form 5500)

Depariment of the Treaswry

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

ntemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employes g:ﬁ:aggagzibaggrminislration ’ File as an attachment to Form 5500.

— T ety COTPOTAton P Insurance companies are required to provide the information This Form is Open to
pursuant to ERISA saction 103()(2). Public inspection

For calendar plan year 2024 or fiscal plan year beginning 02/01/2024 and ending 01/31/2025

A Name of plan B Three-digit

DAILY DOVE CARE LLC DENTAL PLAN lan number (PN) P 503

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

DAILY DOVE CARE LLC 81-3827361

nformation Concerning Insurance ontract Coverage, Fees, an OMIMISSIONS Provide information for each

= : contract on a separate Schedule A. individual contracts grouped as a unit In Parts Il and Il can be reported on & single Schedule A,
1 Coverage Information:

{a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(b) EiN {c) NAIC {d} Contract or (e) Approximate number of persons Paolicy or contract year
code identification number covered at end of policy or contract year tf) From (g)To
13-5581829 | 653978 5342914 123 02/01/202401/31/2025

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 amournt paid.

{a} Total amount of commissions paid {b) Total amount of fees paid
7,554 4,073
3  Persons receiving commissions and fees. (Complete as many antries as needed to report all persons).
(a) Name and address of the agent, broker, or other person 1o whom commissions or fees were paid

NORTH AMERICAN BENEFITS CO
20 VALLEY STREAM PKWY STE 310

MALVERN pA 19355-1458
{b) Amount of sales and base . Fees and other commissions paid o @
L . rganization
commissions paid
{c) Amount {d) Purpose code
TPA ADMIN FEES
7,554 3,385 5

(=a} ..Nan.ﬂé.an.d”address of the agent, broker, or other person to whom commiésmns .or feés Were paid
KISGTLER TIFFANY BENEFLITS GENERAL AG
899 CASSATT RD STE 200

BERWYN pA 19312
{b) Amount of sales and base Fees and other commissions paid (?) .
. . Organization
commissions paid
{c) Amount (c) Purpose code
GUPPLEMENTAL COMPENSATION
678 3
For Paperwork Reduction Act Notice, see the Instructions for Form 56500, Schedule A (Form 5500} 2024
v. 240311
418421 11-25-24
4

14130610 759479 65801DEN 2024.03050 DAILY DOVE CARE LLC 65801DEL




Schedule A (Form 5500) 2024

Page 2- I I

{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

{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

Feas and other commissions paid

(¢) Amount

{d) Purpose

{e)
Organization
code

{a) Name and address of the agent, broker, or other person i

o whom commissions or fees were paid

{b) Amount of sales and base
commissions pald

Fees and other commissions paid

(c) Amount

{d) Purpose

{e)
QOrganization
code

{a) Name and address of the agen

1, broker, or other person o whom commissions or fees were paid

{b} Amount of sales and base
commissions paid

Fees and other commissions paid

{c} Amount

{¢) Purpose

(e)
QOrganization
code

{a) Name and address of the agent, broler, or other person to whom commissions or

fees were paid

{b) Amount of sales and base
commissions paid

Fess and other commissions paid

{¢) Amount

{d} Purpose

(e}
Organization
code
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Schedule A (Form 5500) 2024 page 3

R

Investment and Annuity Contract Information

purposes of this report.

Whete individual contracts are provided, the entlre group of such individual contracts with each carrier may be treated as a un

4 Current value of plan's interest under this cantractin the general account atyearend ... l 4
B Current value of plan's interest under this contract in separate accounts at yearend ..o l 5
6 Gontracts With Allocated Funds: '
a State the basis of premium rates P
b PO PAIG O GRTET s [C6b
¢ Premiums due but unpaid at the O ING YEAT o evsosserressssep s 8¢
d if the carrier, service, of other organization incurred any specific costs in connection with
the acquisition or retention of the contract of palicy, enter R 6d
Specify nature of costs >
e Typeof contract: (1) individual policies 2) D group deferred annuity

3 Dother {specify) P

f If contract purchased, in whole or in patt, to distribute benefils from a terminating plan, check here ..o PH

7  Contracts With Unallocated Funds (B0 not include portions of these contracts maintained in separate accounts)

a Typeof contract: {1} deposit administration @ immediate participation guarantee
3 guaranteed investment (3] other P
b Ralance at the end of the T L

¢ Additions: (1) Contributions deposited during the Year ....cccverminnenes
(2) Dividends and DRSS S D
(3 Intorest crodited duriNG te YEAT ..o
(4) Transferred from separate account
{5) Other (specify below)
>

(6) Total additions __.............

o

Total of balance and additions

e Deductions:
ey Dishursed from fund to pay henefits or purchase annuities during year
@ Administration charge made by carrier
(3) Transferred to separate BECOUNE oo esenessenrsassnrna e senss
{4) Cther (specify BEIOW) oo seereemermaemesesemmss et
»

(6) TOMGHAGBUOHIONS st

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

416423 11-25-24
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Schedule A (Form 5500) 2024 Page 4

Partlil] 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 reparting purposes if such contracts are experience-rated

as a unil. Where contracts cover individual employees, the entire group of such individual coniracts 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 X Dentat c| | vision d| | Life insurance
e | | Temporary disability (accident and sickness) f . Long-term disability g | | Supplemental unemployment h | | Prescription drug
I Stop loss {arge deductible) | l HMO contract K! | PPO contract I Indemnity contract

M| | Other (specify) P>
9  Experiencerated contracts:
a Premiums: (1) Amount received ... 9a(1}
{2} Increase (decrease) in amount due but unpalid ... 9a{2)
{3) Increase {decrease) in unearned premium reserve Sa(3)
4) Eamed {1} +(2}- (B} oo
b Benefit charges (1) ClaiMSs PaIG  .........ooocooreecrervernncsreescreeneess
(?) Increase {decrease) in claim reserves
{3) Incurred claims {add (1) and (2))
(8) Claims ChAIGEA ........ececmeeectiiieriiair st
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A Commissions ... OO 1 1) ()

(B) Administrative service or olher fees, ... .......cccoecerine gc{1){(B)
(C) Other specific ACQUISIION COSES..............covcrrieicrvrinrirenens 9c(1)(C)
(D) OREr 8XPENSES ...\ .ccovevvvesmeemeisesenssreaserseereianennes 9c(1)(D}
(B) TAXES ....oooooooeeeeeeeee e sesses st 9c(1)(E)
(F) Charges for risks or other contingencies ... Sc{1){F)
(G) Other retention ChaIGES . ..........cocorceemmereeaenssercrnmsons 9c(1)(q)
(H) TOMAI FEREITION ..oovvvovvvveeceeosseecsssereerteseseeeress oot s s s b 9c(1){H)
{2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or D credited.) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d{1)
{8} Claim reserves ad(2)
(3) Otherreserves .. 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line9e{2)) ......ooooeeeees 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIBN | ... ....coocwcrereininsrisrssessoeecessesssneas 10a 75,531

b if the carrier, service, or other organization incurred any specific costs in connaction with
the acquisition or retention of the contract or policy, other than reported in Part §, line 2
ADOVE, FOPOM AMOUNY e eeeeeeeeesessa s sss s s b e 10b

Specify nature of costs.

[Part V] _Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ... I | Yas Pﬂ No
12 |t the answer to line 11 is "Yes,” specify the information not provided. »

418424 11-25-24
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FORM HAS BEEN ELECTRONICALLY

‘ ~ FILED - KEEP FOR YOUR RECORDS _
form 7004 Application for Automatic Extension of Time To File Certain
(Rev. December 2018) Business lnc;ome Tax, !nformqtlon, and Other Returns OMBE No, 1545-0233
Department of th Treasury P File a separate application for each return,
Internal Revenua Service P Go to www.irs,gov/Form7004 for instructions and the latest information.

Name Identifying number
Print DAILY DOVE CARE LLC 81-3827361
or Numbez, street, and reom or suite no. {If P.0. box, see instructions.)

Type 1811 COTTMAN AVENUE

City, town, stale, and ZIP code (If a foreign address, enter city, province or state, and country {follow the country’s practice for entering postal code}.)

PHILADELPHIA, PA 19111
Note: File request for extension by the dus date of the return. See inslructiorlf_s before completing this form, _
| Part 1| Automatic Extension for Certain Business income Tax, Information, and Other Returns. Ses instructions.

1_ Enter the form code for the return listed below that this applicationisfor ... 125
Application Form Application Form
Is For: Code Is For: Code
Form 706-GS(D} 01 -Form 1120:ND (section 4951 taxes) -~ = .o | 0. ..
Form 70'3.(33(1') R e b T T e Form 1120-PC 24
Form 1041 (bankruptey estate only) 08| Form1120P0L- © - et o o] T ggT
Form 1041 (estate other than a bankiuptey estate) -~~~ | 04 | Form 1120REIT 23
Form 1041 (trust) _ 05 CEorm TI20RIC -7 e T e T 04 L
Form 1041:.N e v bttt g Earm 11208 25
© Form 1041-QFT 07 | Form1120SF | R Y

Form1042 - o o T 08 | Form 3520 |27
Eorm 1065 00 ‘Eorm8giz : s e e [ pg T
Form 1086~ = - oo e g Form 8613 20
Form 1120 12 CFORM 8725 o T T [ e
Form 120G " it T T g Form 8804 _ . 31
Form 1120-F _ 16 | Formesar- - oo oo T gy
Form1120F8C " -~ - o n oo yg o | Form 8876 _ _ a3
Form 1120+ 17 PForm8924 o e ni s s ] g
Form 1120-L 0 o e g i 8008 36
Form 1120-ND _ 19 R
[Part 11 TAIll Filers Must Complete This Part
2 If the organization is a foreign corporation that does not have an office or place of business in the United States,

L LT » L]
3 If the organization is a corporation and is the common parent of a group that intends to file a consolidated return,

CREEKROIE oot et s s Rt St e e 12+t et e e+ eseeeeeee oo » ]

If checkad, attach a statement listing the name, address, and employer identification number (EIN) for each member

covered by this application.
4 |f the organization is a corporation or partnership that qualifies under Regulations section 1,6081-5, check hare ... . . > D
5a The application is for calendar year 20 24, or tax year beginning , and ending

b Short tax year. If this tax year is less than 12 months, check the reason:  L__| Initia! return L_] Final return
Change in accounting period L1 Consolidated return to be filed D Other {See instructions - attach explanation.)

6 TNMAUVE WOMAI 1AX  .._.....\\.\oo oo e s 8 0.
7 Total payments and credits. See INStructions ... ..o 7 0,
8 _Balance due. Subtract ling 7 fromline 6. See iNStructions ... 8 0.
LHA For Privacy Act and Paperwork Reduction Act Notice, see separate instructions. Form 7004 (Rev, 12-2018)

419741 04-01-24




FILING AUTHORIZATION
FORM 5500 SERIES OF FORMS, SCHEDULES AND ATTACHMENTS (FORM 5500)

Name of Plan: Daily Dove Care LLG Dental Plan
EIN/PN: 81-3827361/503
| hereby authorize Maillie LLP (Maillie) to electronically file (E-File) the Plan’s Form 5500
through the Department of { abor's (DOL) ERISA Filing Acceptance System 2 (EFAST2).
| understand in granting this authority that:
1. | am the signer of the Form 5500 as evidenced by the copy of the signature page

provided to Maillie and as required by the DOL, and a copy of this signature page
will be included with the Form 5500 posted by the DOL on its website for public

disclosure,

2. This authorization will remain in effect until revoked by notification in writing to
Maillie; and

3. Maillie shall not be an administrator or 2 fiduciary with respect to the Plan solely

on account of the services performed under this authorization.

Plan Administrator (Signature): Date:_|{ 2’ [29) 5,

Plan Administrator (Print Name).___CA dLo ?) AONEC A

Employer/Plan Sponsor (Signature). _ Date: 10]20%

Employer/Plan Sponsor (Print Name): ?‘ri(\\@& %Oﬂﬂgﬂ,




