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 04/01/2024 and ending  03/31/2025
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
LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
01/01/2001

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) 58-2366697

LOW COUNTRY HEALTH CARE SYSTEM

P O BOX 990
FAIRFAX, SC 29827

2C Plan Sponsor’s telephone
number
803-632-2533

2d Business code (see
instructions)
621111

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

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

SIGN |Filed with authorized/valid electronic signature. 10/09/2025 DARAINEY HUDSON
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 206
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) 206
a(2) Total number of active participants at the end of the plan year ... 63_(2) 218
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 218
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
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 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __2
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
LOW COUNTRY HEALTH CARE SYSTEM

D Employer Identification Number (EIN)
58-2366697

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS BLUE SHIELD OF SOUTH CAROLINA

(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
57-0287419 38520 25-53601 164 04/01/2024 03/31/2025

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

62883

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

J. SAM PLEXICO & ASSOCIATES

1118 SACANNAH HIGHWAY
STEA
CHARLESTON, SC 29417

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

62883

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b 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 B PPO contract

m |:| Other (specify) P

d D Life insurance

h @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 1562287
(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) 1562287
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 1674430
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 51786
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 1726216
(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) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 62883
(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)
(E) TAXES.. ettt 9c(1)(E) 19529
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 78114
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G) -488495
LG LIS L= I 5 £ a1 1o TR 9c(D(H) -327969
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

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

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
LOW COUNTRY HEALTH CARE SYSTEM

D Employer Identification Number (EIN)
58-2366697

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
STANDARD 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
93-0242990 69019 160137 218 07/01/2024 03/31/2025

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

42638

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

SOUTHEASTERN INS CONSULTANTS LLC

1061 BICKLEY RD

IRMO, SC 29063

(b) Amount of sales and base

Fees and other commissions paid

commissions paid (c) Amount

(d) Purpose (e) Organization code

39472

3

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

JAMES R NELLIGAN & ASSOCIATES LLC

1933 STATE ROUTE 35

STE 368
WALL, NJ 07719

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5483

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

J. SAM PLEXICO & ASSOCIATES PO BOX 727
BARNWELL, SC 29812

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
-2317 3

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 273870
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2) 0
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3) 0
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 273870
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 116570
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 6853
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 123423
(4) ClaiMS CAIGEA ...t e et 9b(4) 123423
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 42637
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B) 0
(C) Other specific acquisition costs .| 9c(1)(C) 0
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D) 49835
(E) TAXES. ...ttt ee ettt ee et e e et eae e e e 9c(1)(E) 3258
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 18637
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G) 58720
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 173087
(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) 0
(2) ClAIM FESEIVES ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 0
(B) OUNEI TESEIVES ...ttt e ettt e e e e an s et et e e n e eeneneeennnans 9d(3) 0
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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2024 Plan Information Worksheet Status:

Plan Sponsor Information

Plan Sponsor's Name
LOW COUNTRY HEALTH CARE SYSTEM

Plan Sponsor's Dolng Business As Name

Plan Sponser's Care Of Name

Ptan Sponsor's EIN
58-2366697

Plan Sponsor's Phone Number
{803)632-2533

Foreign D

Plan Sponsor's Mallling Address
P O BOX 980

Plan Sponsor's Malling City, Province, Stale and ZiF

FAIRFAX SC 29827
Plan Sponsor's Location Address Foreign D

Plan Sponsor's Locatlon Cily, Province, State and ZIP

Plan Administrator Information

Same as Plan Sponsor

Plan Administrater's Name

Plan Administrator's Care Of Name

Plan Administrator's EIN

Foreign i:]

Plan Administrator's Address

Plan Administrator's Cily, Province, State and ZIP

Plan Administrator's Phone Number

Plan Information

Plan Name Business Code Filing for Flan Year: DFE Plan D
LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFIT111 2024
PLAN
Plan Year MMDDAYYYY MM/DDAYYYY
Begins 04/01/2024 Ends 03/31/2025
Tax Year MM/DDIYYYY MM/DDIYYYY
Three-digit Plan Number Plan 1D Begins 01/01/2024 Ends 1 2]31/2024
501
Name Control

EIN for PBGC Forms

Effective Date of Pian
01/01/2001

Transmitter information

Transmilter's TIN Transmitter Control Code {TCC)

Transmitter's Name

Company Name

Company Mailing Address Foreign D

Company Cily, Province, State and ZiP

Contact Name

Contact Telephone Number

Contact E-Mail Address

Do NOT File with IRS, DOL or PBGC




Preparer Information

Preparer's Name

Preparer's Firm Name

Preparer's Address

Preparer’s Cily, Province, State and ZIP

Preparer's Phona Number

Foreign D

Trust Information

Name of Trust

Name of Trustee or Cuslodian

Trust EIN

Trustee’s or Custodian's Phone #

Signers, Service Providers and Interested Individuals

[ ] wNotiry

Contact Name

Contact iD

Contact Phone Number

E-Mall Address

[ ] Notity

Contact Name

Contact ID

Centact Phone Number

£-Mall Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Centact Name

Confact ID

Contact Phone Number

E-Mail Address

[] Notify

Contact Name

Contact 1D

Contact Phone Number

E-Mall Address

] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] notify

Contact Name

Contact {D

Contact Phone Number

E-Mall Address

[ ] Notity

Contact Nama

Contact ID

Contact Phone Number

E-Malil Address




Form 5500

Deparimenl of the Treasury
Inlernal Revenua Service

Annual Return/Report of Employee Benefit Plan
This form Is required to be filed for empioyee benefil pians under sections 104

OB Nos. 1240-0110
1210-G089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internat Revenus Code (lhe Code}.

Depariment of Labor
Employes Bensfits Security
Administralion

¥ Completoe all entries In accordance with
the Instructions to the Form §600.

2024

Pansion Renefil Guaranly Corporation

‘This Form is Open to Public

Inspection

| Part | 1Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning

04/701/2024 and ending

03/31/2025

A This relurnireport Is for:

B This returnfreport is:

D a muillemployer plan

|:| a mulfipie-employer plan {Filers chacking this box must provide participating

employer information In accordance with the form Instructions.)

D a DFE {specify)
D the final relurnfreport

a single-employer pian
[] the first return/report
D an amended relurn/report

C !fthe plan is a collectively-bargained plan, check here. ... ... oo

D Check box if filing under:

[] Form 5558
D speclat extension {enter dascriplion}

|:| automatic extension

E Ifthis Is a retroactively adopled plan permitied by SECURE Act section 201, checkhere. .. ... .. ..ot iiviinn

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

| Part i | Baslc Plan Information—enter all requested infermation

4a Nama of plan

LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFLT

PLAN

1h

Three-digit plan

number (PN) » 5C1

1¢c

Effective date of plan
01/01/2001

2a Plan sponsor's name {employer, if for a single-employer plan}
Malling address (include roorm, apt., sulte no. and street, or P.O. Box}

Cit&or town, state or
LOW

P O BOX 990

FATRFAX

rovince, count
OUNTRY HEALTH CARE

and ZEP or foreign postal coda (if forelgn, see Instructions
VRS gnp ( g )

8C 29827

2b

Employer Identification
Number (EIN}
58-2366697

2c

Plan Sponsor's telephone

number
{803)632-2533

2d

Buslness code (see
inslruciions)
621111

Caution: A penalty for the late or Incomplete fliing of this return/report will e assessed unlass reasonable cause is established.

Under penalties of perjury and other penaliles set forth in the Instructions, | declare that | have examinied this retumn/report, [ncluding accompanying schedules,
statements and atlachments, as well as the electronic verston of thls return/report, and o the best of my knowledge and bellef, it is true, correct, and complete.

LY
sou | | P Ntaens i | 10/ufrpusbmsasey sosson
7 i ¥ T ¥

Sigélawﬁ of plan admln\‘strato} Dale Enter name of individual signing as plan adminisirator
SIGN
HERE

Signature of employer/plan sponsor Date Enter name of Individual signing as employer or plan sponsor
SIGN
HERE

Slgnature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the instructions for Form §600.

Form 5500 (2024)
v, 240311




Form 5600 (2024) : : Page 2

Ja Plan administralor's name and address Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's tefephone

number

If fhe name andfor EIN of the plan sponsor or the plan name has changed since the last returnireport filed for this plan, 4h EIN

enter the plan sponsor's name, EIN, the plan nama and the plan number from the last returnfreport:
a 3ponsor's name 4d PN
€ Plan Name

Total number of parliclpants at the beginning of the plan year 5 I 206

Number of parficipants as of the end of the plan year unless otherwise stated {welfare plans complste only lines 8a(1),

6a(2), 6b, 6¢, and 6d).
a(1) Total number of active parlicipants at the beginning of the Plan Year ... | §a(4) 2086
af2) Total number of active participants at tha end of the plan year ... -16a(2) 218
b Ralired or separated participants recelving benefils......cccoi. &b
c Other retired or separated partlcipants entitled o future BENEMliS .o | BC
o Sublotal, Add Iines Ba{2), Bb, AN BC. ... e s e e | S0 218
e Neceased participants whose beneficiaries are recelving or are enfitled {o recelve benefits. ... | 6@
f Total Add llnes 6d and 6e.. e e e s e e b b 6f

1) Number of parﬂcipanls wilh account balances as of lhe beginnmg of the plan year (only det’ ned con!rrbullon plans 6g(1)
g complete this tem)... ot erersenen | 28
(@) MNumber of partlcipanls wllh account baiances as o! the end of lhe plan year (only def ned contrtbution plans
g complete this item)... vt 69(2)
h Number of pamcipants who lermmated employment dunng the ;)Ian year wulh accrued benef ls thal were
lgss than 100% vested... .| 8h
Enter the total number of employers obllgateci te con!nbuie te the pian (only mulliemp!oyer pians complele thls item) ....... 7

Ba I the plan provides pension banefits, enter ihe applicable pension fealure codes from the List of Plan Characterlstics Codes in the instructions:

b )i the ptan provides welfare benefits, enter the applicable weifare feature codes from the List of Plan Characteristics Codes in the instructions:

45 4B 4D 4E 4F 4H

9a Plan funding arrangement {check alt that apply) 8b Pian benefit arrangement {check all that apply}
(1) Insurance - (1) Insurance
{2) Code section 412{e)(3) Insurance contracts (2) Code section 412(e)(3) insurance contracts
{3} Trust (3) Trust
< {4) General assets of the sponsor {4) General assels of the sponsor
40 Check all applicable boxes in 10a and 10b 1o Indlcate which schedules are altached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan information) {1} D H {Financial information)
' 2 Fi -8
@ [] MB (Muliemployer Defined Benefit Pian and Certain Money @ [J 1 (Financlat Information — Small Plan) )
Purchase Plan Actuartal information) - slgned by fhe plan (3} E A (Insurance [nformation) — Number Attached __ =
actuary (4) [] © (service Provider Information)
{3) D SB (Single-Employer Defined Benefit Pian Acluarial (5) D D (DFE/Parlicipating Pian Information)

Information) - signed by the plan acluary

{4) |:| DCG (Individual Plan Information) — Number Altached (6) D G (Financlal Transaction Schedules)

{5} D MEP (Mulliple-Employer Retlrement Plan tnformation)



Form 5500 (2024) page 3

| Part [l | Form M-1 Compliance Information {to be completed by welfare benefit plans)

114 If the plan provides weifare benefils, was the plan subject te the Form M-1 fillng requirements during the plan year? {Seé Instructions and 29 CFR
2520.101-2.) coovereccnnesisinesoniss sisnerasiens O Yes No

H “Yes" Is checkad, compiete lines 11b and 11c.

11b 1s the plan currently in compliance with the Form M-1 filing requirements? (See Instructions and 26 CFR 2520.101-2.} ..., [Jyes [0 Mo

11¢ 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 reporl, enter the
Receipt Cenfismation Code for the most recent Form M-1 that was required to be fited under the Form M-1 fling requirements. {Fallure tc enfer a valid
Recelpt Confirmalion Code will subject tha Form 5500 fiiing to refection as incomplete.)

Recelipt Confrmallon Cods,




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

Deparlment of the Traasury This schedule Is requlred io be filed under seclion 104 of the 2024
Intemal Revenue Servico Employee Retirement Income Secusity Act of 1874 (ERISA).
Employes Esﬁ:ﬁ:?gzizgiﬂfaxgnr‘mnlslrallon » Flle as an attachment to Form §500,
Pension Beneft Guarenty Corporaion » Insurance compantes are required to provide the Information This Forw\;igcﬁ?:nlo Public
pursuant {o ERISA section 103(aj(2).
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFIT plan number (PN} » 501
PLAN
C Plan gponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
LOW COUNTRY HEALTH CARE SYSTEM
58-2366657
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contrac

on a separate Schedule A._Individual coniracts grouped as a unit In Parts Il and !l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance catrier

Blue Cross Blue Shield of South Carclina

(e} Approximate number of Policy or conlract year
bl EIN {c) NAIC {d) Colnlract or d of
(b code identification number pe;f}ggi gf zg:ﬁ?ag: $§ar° (i From {g)y To
570287419 38520 25-53601 164 04/01/2024 03/31/2025

2 Insurance fee and commisslon Information. Enter the lolal fees and tolal commissions pald. List In line 3 the agents, brokers, and other persons in

descending crder of the amount paid.
{a} Total amount of commissions paid {b) Total amount of fees pald

62,883 0

3 persons receiving commissions and fees. {Completa as many entries as needed to report all persons).

(a) Name and address of ihe agent, broker, or other person to whom commisslons of fees were paid
J. Sam Plexico & Assoclates
1118 Sacannah Highway

Ste A
Charleston 3C 29417
{b) Amounl of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e} Crganizaticn codg
62,883 3
{a) Name and address of the agent, broker, or other person to whom commisslons or fees were pald
(b) Amount of éales and base Fees and other commissions pald
commissions pald {c) Amount {d) Purpose {e} Organization code

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




Schedule A (Form 5500} 2024 Page 2 — ]

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

Fees and ethar commissicns pald (e}
{b} Amount of sales and base Crganization
commissions pald {c) Amount {d) Purpose code

{a) Name and address of {he agent, broker, or other person to whom commlisslons or fees were pald

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

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

Fees and other commissions paid (9
{b) Amcunt of sales and base Organization
commisslons pald {c) Amount {d) Purpose code

{a} Name and address of the agent, broker, or olher person to whor commissions of fees were paid

Fees and other commisslons pald {e}
(b} Amouni of sales and base Organization
commissions paid {c) Amount {d) Purpose codo

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

Fees and other commlssions paid (o) |
{b) Amount of sales and base Organizalion j
commisslons paid {c) Amount (d) Purpose code |




Schedule A (Form 5500} 2024 Page 3

Partll | Investment and Annulty Contract Information

Where Individual contracts are provided, the entire group of such Individuat contracts with each carrler may be treated as a unlt for purposes of

lhis report.
4 Current value of plan’s interest under this contract in the general account at yearend ..o, 4
B Current value of plan's interest under this contract n separate accounts at year 8N i 5
8 Contracls With Allocated Funds:
a  State the basls of premium rates P
b Premlums pald to cartler .. i 6b
¢ Premlums due but unpald at Ihe end of ihe yeaf 6c
d  Ifthe carrier, service, or other organization Incurred any spec ﬂc costs én conneclion wnh the acqu!slllon or 6d
retention of the contract or policy, enter amount... terepree e
Specify nature of cosls ¥
e Type of confract: (1) E] Individual policies (2 D group deferred annuily
{3} D other (spacify) P
f If contract purchased, In whole or In part, to distribute benefits from a terminating plan, check here b D
7 Contracls Wilh Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (0 D deposit administralion (2) D Immediate participation guarantee
(3) D guaranteed investment (4) [I other P
b Balance at 1he end of 118 PreVIOUS VBT wu...vieririsrerienriesries sees i ias sty s1 st sa st semss bt s enpe sttt esse 7b
¢ Additions: {1) Coniributions deposited during ths year . | Te(1)
(2) DIVIHENds Bnd CFEUHS.....vvivrvviriireeressarsecsrect e essssssss st seres 7c(2)
(3) interest credited QUING the YEaT.........o s 7c(3)
(4) Transferred from Separate B000UNL . .o 7c({d)
(5) Other (SPECIFY BEIOW) crvvvessssssrsrrserssreseesssssmsssicsmmisrmmesrsessssssrsenssinnnes|_1E(8)
{6)Total additions .. 7c{B)
d Total of balance and adciihons (add Iines 7b and Tc(B)) 7d
& Deductions:
{1) Disbursed from fund to pay benefits or purchase annulties during year | 7e{1)
(2) Administration charge made BY CarTer............ccmmsmmeemssisssensnnarnins | 1€{2)
(3) Transferred 10 SEPATAte ACCOUNE . vvv.vvreererescssvsressssssssssmserssssessssnnsensrennes | 1E{S)
{4) OINET (SPEOIY DEIOW) .vvvvvvvvsvvsecsesmmserrerereenesnsesrmsssssmrssseesssanssronsesessserseere L 1@L4)
4
(5} Tolal deductions .. o 7e(5}
f Balance al the end of the current year (subtract iine 79[5) from Iine 7d} 7f




Schedule A {Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

if more than one contract covars the same group of employees of the same empioyer(s) of members of the same employee organizations(s),
the Infermatien may be comblned for reparting purposes If such contracts are experience-rated as a unit. Where conlracts cover indlvidual
employees, the enilre group of such Individual contracts wilh each carrler may be treated as a unil for purposes of this report,

8 Benefit and contract type (check all appllcable boxes)

a [} Health (other than dental or vision) b ] Dental ¢ ] vislon d 7] Life Insurance
@ [ ] Temporary disability (accident and sickness) [] Long-term disability g [] supptemental unempioyment b ] Prescription drug
i D Slop koss (large deductible) ] D HMO contract kE] PPO contract i|:| Indemnily centract

m [ ] Other (specify) »

9 Experlence-rated coniracts:
a Premlums: (1) AMOUNt r8CEIVEH ...orvrv e e, 9a{1) 1,562,287
(2) Increase {decrease) In amount due bul unpald ... 9a(2)
(3) Increase {dacrease) In unearned PIEMIUM IEBEIVE ..o iiriiiierennes 9a(3)
(4} Earned (1) + (2) - (3)) woorvveremmerrrreerrerionins oot seeees e e | 9a(4) 1,562,287
b Benefit charges (1) CIAIMS PAIG....ccciiiiiimn e i 9h{1) 1,674,430 ’
(2) Increase {decrease) In clalm reServeS ... 9h(2) 51,786
(3) Incurred Claims (2 (1) NG (2]} ..o et 9h(3) 1,726,218
() CIAIMS GNATGET ... oeevveceurrsireresssisesensessssssess e cossses eSS e RS R e b s Ih(4)
¢ Remalnder of premium; (1) Retention charges {on an accrual basis) -
{A) COMMISSIONS 1..vvvcereieirnveiarserssres e bbbt 9c({1)(A) 62,883
(B) Administrative service 0f olher fees ... v 9c{1)(B)
{C) Other specific aCGUISIHON GOS8 evvuvvvinr s, 9c(1}C)
(D) OHREY BXPBNBES ..evverersivranssssssnsbesarsssssisssmssssssse s isssssssissss 9c(1)(D)
(E) TBXES .evvvsveeoeesmiemvesiesss s st sssssss s sses e sb st st c(1)(E} 19,529
{F) Charges for risks or oiher contiNgenCIES ..., 8c(1)(F) 78,114
(G) Othar retentlon CRAMGES .. ..vevv et s 9¢{1}(G) ~488,495
(F1) TOUBI TEIBMEION cevvv v evevn v tvrssrseeryesscseeeenscescertensest s s a2 R P8 e bbb bbb 9c{1)(H} ~327,969
{2) Dividends or retroactive rate refunds, {These amounts were D paid In cash, orD credited.).. oo 96(2)
¢ Stalus of policyholder reserves at end of year: (1) Amount held to provide benefils after retirement............. 9d{1)
{2) Clalm re8emves o 9d(2)
{33 OFNEE FESBIVES 1.vvurvrvereseeseiesess s sasat s ases s essemessrt st s ssasssss s caresssbonrsee oAb bbb et 9d(3)
e Dividends or relroaclive rate refunds dus. (Do not include amount entered Inline 9¢(2).)..oviconeeeriinns 9e
10 Nonexperience-raled confracts; .
a Tolal premiums or subsciiplion charges paid {0 CaITIEr ... e e 10a
b Ifthe carrer, service, or other organization incurred any specific cests in connection with the acquisition or
retention of the contract or policy, other than reported in Part §, line 2 above, report amount. ... 10h

Spacify nalure of costs.

! PartIV | Provision of Information
11 DId the insurance company fali o provide any Information necessary fo complele Schedule A?............ D Yes No
12 If the answer ¢ line 11 is “Yes,” specify the Information not provided, 4




SCHEDULE A Insurance Information OME No. 1216:0110

(Form 5500}
Depariment of the Treasury This scheduls Is required to be filed under section 104 of the 2024
Internal Revenua Service Employee Retirement Income Securily Act of 1974 (ERISA).

Depariment of Labor
Employse Banafils Security Administration

P File as an attachment to Form 5500,

This Form Is Open to Public

Penston Benefil Guaranty Gorporalion » Insurance companies are required to provide the information Inspoction
pursuant to ERISA section 103(a){2).
For calendar plan year 2024 or fiscal plan year beglaning 04/01/2024 and ending 03/31/2025
A Name of plan B Three-digit
LOW COUNTRY HEALTH CARE SYSTEM WELFARE BENEFIT plan number (PN) Y 501
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer tdentification Number (EIN}
LOW COUNTRY HEALTH CARE SYSTEM
58-2366697
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracls grotiped as a unit in Parts il and Il ¢an be reported on a single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier

STANDARD INSURANCE CCMPANY

: {e) Approximale number of Policy or contract year
b} EIN (e} NAIC {d) Conlract or erson red at end of
(b} code identification number p poll cys gf:ﬁrﬁfac! year {f) From {g9) To
93-0242990 69019 160137 218 07/01/2024 03/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissions pald. Listin line 3 the agents, brokers, and other persons In
descending order of the amourd pald.

{a) Total amount of commisslons pald {b) Total amount of fees paid

42,638 0

3 Persons recelving 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 comimissions or fees were pald

J. Sam Plexico & Assocociates

PO BOX 727
Barnwell 8C 29812
(b} Amount of sales and base Fees and other commissions pald
commissions paid {¢) Amount {d} Purpose {e} Organization code

-2,317 3
{a} Name and address of the agent, broker, or other person to whom commissiens or fees were pald

Southeastern Ins Consultants LLC

1061 Bickley Rd

Irmo S5C 29063

(b) Amount of saies and base Fees and other comimissions paid
commissions paid {c) Amount {d} Purpose {e) Organlzation code

39,472 3

For Paperwork Reduction Act Notice, see the instructions for Form 5600, Schedule A (Form 5500) 2024

v. 240311



Schedule A {Form 5600} 2024

Page 2 —i

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

James R Nelligan & Associates LLC

1933 State Route 35

Ste 368
Wall NJ 07719
Fees and cther commisslons paid {e)
{b} Amount of sales and base i Organizatien
commissicns pald {c) Amount {d} Purpose code
5,483 3
{a) Name and address of the agent, broker, or other person to whont commisslons or fees were paid
Fees and other commisslons pald (e}
{h) Amount of sales and base Qrganization
commisstons pald {c} Amount {d) Purpose code
{a) Name and address of ths agent, broker, or other person to whom commissions or fees wers pald
Fees and other commissions paid {e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (¢) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions of fees were paid
Fees and other commissions paid ()
{b) Amouni of sales and base Crganization
commissions pald (e} Amount {d) Purpose cods
{a) Name and address of the agent, broker, or other person to whom commissions or fees were pald
Fees and other commissions paid {e)
{b} Amount of sales and base Organization
commisslons pald (¢) Amouri {d) Purpose code




Schedule A (Form 5500) 2024 Page 3

Partil | Investment and Annuity Contract Information
Whare indlvidual contracts are provided, the entire group of such Individual contracts with each carrier may be treated as a unit for purposes of

thls report.
4 Current value of plan's interest under this contract In the general account at year end 4
B Cusrent value of plan’s inferest under this contract In separate accounts al Year end.. e s 5

6 Coniracts With Allocated Funds:
a  State he basls of premium rates »

b Premiums pald to carsler .. o . 6h
G Premiums due but unpaid ai 1he end of lhe year .. Bc
d  If the carrler, service, or other organization Incu;red any specif ic ccsts In connection with lhe acquisllion or 6d
retentlon of the contract or policy, enter amount. ., .
Specify nature of costs  »
&  Type of contract: (1) [:] individual policies {2 D group deferred annuliy !
@) [] otner specity) P
f  If sontract purchased, in whole or In part, to distribute benefits from a termlnatlhg plan, check here » D
7 Contracts With Unallocated Funds (Do not include portlons of these contracts maintained in separate accounts}
a Type of contract: (1} D deposit administration {2) D Immediate participation guarantee
(3} D guaranteed investment 1G] D other P
b Balance at he end of the previous year .. OO I 4 *
C  Addilions: {1) Contributions deposited during 1he year .. . | Te{d)
{2) Dividends and Sredits.........v.cerrirmeeremesmeemremasioins - | 7c{2)
(3) Interes! credited duging the y&ar........occoooeernnes 7¢{3)
(4) Transferred from separat® 8CCOUNL ... . | Tcld)
(5) OUNET (SPECITY BBIOW) 1vvvuvvveeressvsssersscrarennssssssssssssonsoesemescssesesisisssonios 7¢(5)
)
(BYTONAN AUHIONS ©.v.vvvvsvusiresesenessreess st et L0008 AR RO R 418 AR 4 RS er 7¢(6)
d Totat of balance and additions (add nes 7b and TC{B)). wvovvrvorrirerereriiinssiomermonnessesne st st e b i 7d
e Deductions: ) C o ‘
{1) Disbursed from fund to pay benefits or purchase annufties during year | 7e{1)
(2) Administration chargs Made BY GAITIEL...........ccoiersorerssseessiesssnesissnes 7e(2)
{3) Transferred (o SEPArate @CCOUM v....vmrwr e e s sssssssssssss i 7e(3) B :
(4) OHher (SPESITY BOIOW) . vvvvrssvrisseressessssiss s s s reses 7e(4) _ _ C
{53 TOLAT UBAUCHONS 1. 1oevvvveessesrassvssrressemressseeesoeeess e cbb 11t s ERR AR S0bSRAEERaEnEr00 7e(5)
f Balance at the end of the current year (subtract iine 7e(6) from llne 7d)... § 7f <
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Part lli | Welfare Benefit Contract information

if more than one conlract covers the same group of employees of the same employer(s) or membars of fhe same employes organtzations(s),
the information may be cormbined for reporiing purposes if such contracts are experience-rated as a unit, Where confracts cover individual
employees, the entire group of such Individual conlracts with each carrler may be treated as a unlt for purposes of this reporl.

8 Benefit and contract type (check all applicable boxes}
a [ ] Health (other than dental or vision)

i D Stop loss (large deductible)
m D Other (specify) P

b ﬂ Dentat
e El Temporary disabilily (accldent and sickness} f E! Long-term disability
J [] HO contract

¢ K Vislon

o El LIfe Insurance

] D Supplemantal unemployment  h D Prescription drug
kK D PPQ contract

I} tndemnity contract

9 Experlence-rated contracts:
a Premiums: {1) Amount reCIVEH ..ooooeoninii s Sa(l) 273,870
(2) Increase (decrease) in amount due bul unpald ....... 9a{2) 0
(3) Increase (decrease) in unearned premium reserve ... 9a(3) 0
(4 EBIBA (1) # (2) - (3] 1vcorveversrsssssssssasssesoossesseasssses et sens s e gt o s | 9a(4) 213,870
b Benefit charges (1) Claims paid.........o...... 9hb{1) 116,570
(2) Increase (decrease) in Claim rE8EVES........cccorineecsivissccmsisesnesmennnnee | 0(2) 6,853
(3} Incuzred clalms (At (1) AN (2)) ... e e R e s 9b(3} 123,423
{4} ClEIMS CRAFGRU. 1varreveeeem e rtsisise sttt sasasts st ims b reas et st sens st s 9h(4) 123,423
¢ Remainder of premium: (1} Retention charges {on an accrual basis} -- .
(A} COMMIBBIONS wevvevrieriiririirisinnsse e sernss (1A} 42,637
{B) Administrative service o 0IBr 1888 ..o, 9c{1)}{B) 0
{C) Other specific acquisHIoN COSIS ... 9¢(1)(C) 0
(D) OHET BXPENSES ovvvvvrvvvnsersirecssinissesesesis s isssinisns 9c{1){D) 49,835
{E} Taxes 90(1)(E) 3,256
{F} Charges for risks or other contingencles ... 9¢{1)(F) 18,637
{G) Other retention ChANGES ...co..ec e ees s ssiessassssirnses 9e{1)G) 58,720
{H) TOMA! FEIEMMION...... et vt ecss i b bR bR a1 Sc(1)(H) 173,087
(2) Dividends or retroactive rale refunds. (These amounts were [ ] paid In cash, or{ | credited ). | 96(2) 0
d Status of policyholder reserves at end of year: (1) Amounl held o provide benefils after relirement............... 2d(1} 0
{2} Clalm reseives 9d(2) 0
{3) Cther reserves " ad(3) 0
e Dividends or retroactive rale refunds due. (Do nolinclude amount entered In ling 9¢(2).).. ..o, 9e
10 Nonexperience-rated confracts:
a Total premiums or subscription charges paid 10 CaeT ... 10a
b i the carier, service, or other organizatlon incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reporied in Part I, line 2 above, repor amount. ... 10b
Specify nature of costs.
[ PartIV | Provision of Information
11 Dig the Insurance company fall to provide any information necessary to compiets Schedule A?............. [] ves K No

12 if the answer (o line 11 is “Yes," specily the Information not provided. »

i
i
|
:
]




