Department of the Treasury

Form 5500

Internal Revenue Service

Employee Benefits Security

Department of Labor

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
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).

OMB Nos. 1210-0110
1210-0089

2024

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

This Form is Open to Public
Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 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.)

D a DFE (specify)
the final return/report

a single-employer plan

B This return/report is: the first 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:

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

[ ] Form 5558

D special extension (enter description)

D automatic extension

Part Il

Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN number (PN) » 505
1c Effective date of plan
04/01/2024
2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b  Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 93-1974002
ANEW HEALTHCARE HOLDINGS, LLC -
2C Plan Sponsor’s telephone
number
417-339-3819
227 NW 12TH ST 227 NW 12TH ST 2d Business code (see

BLUE SPRINGS, MO 64015-3641

BLUE SPRINGS, MO 64015-3641

instructions)
623000

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. 10/30/2025 MARK HASTINGS
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 305
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) 305
a(2) Total number of active participants at the end of the plan year ... 63_(2) 20
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 20
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 20
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
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) @ 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
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN plan number (PN) > 505

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

ANEW HEALTHCARE HOLDINGS, LLC

93-1974002

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
CARBON STOP LOSS

(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
23-2589410 00000 I0A-747033-25 20 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

61198

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

BIG TREE MEDICAL HOME

200 CORPORATE LAKE DRIVE
COLUMBIA, MO 65203

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1381

3

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

MAVERICK BENEFITS

4000 S. PROVIDENCE RD, BOX 12
COLUMBIA, MO 65203

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

24747

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

JM DEREN & ASSOCIATES 2612 OAKWOOD PRESERVE DRIVE
WESLEY CHAPEL, FL 33543

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
18779 3

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

GROUP BENEFIT SERVICES 3810 E. SUNSHINE STREET, SUITE 200
SPRINGFIELD, MO 65809

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
16291 3

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h @ 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 325755
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.
STOP LOSS INSURANCE

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

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

Department of Labor

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

Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN plan number (PN) > 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ANEW HEALTHCARE HOLDINGS, LLC 93-1974002
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE 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
06-6033492 61476 20 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

0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base

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

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

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

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h @ 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 6594
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.
STOP LOSS INSURANCE

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
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
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN plan number (PN) » 505
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ANEW HEALTHCARE HOLDINGS, LLC 93-1974002

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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



Schedule C (Form 5500) 2024 Page2-| 1

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page3-[ 1 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

AETNA LIFE INSURANCE COMPANY 29742 NETWORK PLACE

CHICAGO, IL 60673

06-6033492

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
49 50 PPO NETWORK 22003 0

Yes D No E

Yes D No E

Yes D No B]

() Enter name and EIN or address (see instructions)

AETNA LIFE INSURANCE COMPANY

29742 NETWORK PLACE
CHICAGO, IL 60673

06-6033492
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
99 STOP LOSS INS 6594 0
CARRIER Yes [| No Yes [| No [X Yes [| No
(a) Enter name and EIN or address (see instructions)
IOA RE 190 W. GERMANTOWN PIKE
SUITE 200
E. NORRITON, PA 19401
23-2589410
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(). If none, enter -0-.
99 STOP LOSS INS 325755 0
CARRIER Yes D No Yes D No Yes D No @
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Page3-[ 2 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

BIG TREE MEDICAL HOME

200 CORPORATE LAKE DRIVE
COLUMBIA, MO 65203

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

®)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No E

Yes D No E

Yes D No B]

() Enter name and EIN or address (see instructions)

4000 W. PROVIDENCE ROAD

BOX 12
COLUMBIA, MO 65203

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No

Yes D No B

Yes D No

(a) Enter name and EIN or address (see instructions)

2612 OAKWOOD PRESERVE DRIVE
WESLEY CHAPEL, FL 33543

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)
Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

82-2338518
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
49 50 DIRECT PRIMARY 104750
CARE
MAVERICK BENEFITS
82-2338518
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
2253 BROKER 24747
J.M. DEREN & ASSOCIATES LLC
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
2253 BROKER 18780

Yes D No

Yes D No

Yes D No @
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Schedule C (Form 5500) 2024

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

GROUP BENEFIT SERVICES, INC.

3810 E. SUNSHINE STREET, SUITE 200
SPRINGFIELD, MO 65809

(h)

43-1770779
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

compensation paid
by the plan. If none,

(d)

Enter direct

enter -0-. (o)

compensation? (sources

person known to be

a party-in-interest

(e)
Did service provider
receive indirect

ther than plan or plan
sponsor)

Did indirect compensation

compensation, for which the
plan received the required

(f)

include eligible indirect

disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

compensation for which you

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

answered “Yes” to element
(f). If none, enter -0-.

2253

BROKER

16291

Yes D No E

Yes D No E

Yes D No B]

() Enter name and EIN or address (see instructions)

GROUP BENEFIT SERVICES, INC.

3810 E. SUNSHINE STREET, SUITE 200
SPRINGFIELD, MO 65809

(9)

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No

Yes D No B

Yes D No

(a) Enter name and EIN or address (see instructions)

(h)

43-1770779
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
121564 THIRD PARTY 75987
65 ADMINISTRATOR
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
by the plan. If none,

organization, or
person known to be
a party-in-interest

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D




Schedule C (Form 5500) 2024 Page4 -| 1

Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




LETTER OF AUTHORIZATION

Re: Form 5500 Electronic Submission

i, %/M / «Jﬁ’)thjc{ of Anew Healthcare Holdings, LLC hereby authorize a

designated representative of Group Benefit Services to electronically file Anew Healthcare
Holdings, LLC's completed 2024 Form{s) 5500. The electronic submission will include a scanned
attachment of the completed Form 5500 bearing the plan administrator and plan sponsor’s
manual signature.

D /fm

Signature / Title

M% (7T m 85

Printed Name / Date




Form 5500

Department of the Treasury
Interral Revenua Sesvice

Dapatiment of Labor
Employee Benefits Secuity
Administration

Pension Benefit Guaranty Corparation

Annual Return/Report of Employee Benefit Plan

This form is required o be filed for employee benefit plans under sections 104

OMB Nos. 12100110
1210-0088

and 4065 of the Employee Retitement 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

| ‘Parti | Annual Report identification Information

For calendar plan year 2024 or fiscal plan year beginning_04/01/2024

and ending  03/31/2025

A This retumfrepatt is for:

E a singie-employer plan
[)E] the first retum/report

|:| an amended returm/report

B This return/report is:

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 DFE (specify)
the final return/report

C if the plan is a collectively-bargained plan, check here. . ... i e

D Check box if filing under:

[] Form 5558

D automatic extension

[] special extension (enter description)

E ifthis is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. .. ........... .. .ooiieiinn

D a shost plan year returnfreport (fess than 12 months)

| ‘Partll l Basic Plan Information—enter alt requested information

1a Name of plan 1b Three-digit plan 505
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN number (PN) »
4C Effsctive date of plan
04/01/2024
2a Plan sponsor's name {employer, if for a single-employer plan) 2b Employer identification
Maiting address {include room, apt,, suite no. and street, or PO, Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see Instructions} 43-1974002
ANEW HEALTHCARE HOLDINGS, LL.C
2¢ Plan Sponsor's telephone

227 NW 12TH 8T
BLUE SPRINGS, MO 84015-3641

227 NW 12TH 8T
BLUE SPRINGS, MO 654015-3641

number
417-338-3819

2d

Business code {see
instructions)

623000

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

Undet penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this refurnfrepert, including accompanying schedules,

SIGN

statements and attachmgpts, as well as the electronic version of this returmn/report, and to the best of my knowledge and belief, it is frue, correct, and complete.

. Vo S0-25 T

HERE
SR Signature n{ plan a(fministrator Date Enter hame of individual signing as plan administrator
SIGN
“HERE |

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

SIGN

HERE -

sl | Signature of BFE 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 administrater's name and address @ Same as Plan Sponsar 3b Administrator's EIN
3¢ Administrator's telephone
number
4  ifthe name andfor EIN of the plan sponsor or the plan name has changed since the last retur/report filed for this plan, 4b EIN
enter the plan sponsor's nhame, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
€ Pian Name
5  Total number of participants at the beginning of the plan year 5 | 305
&  Number of parlicipants as of the end of the plan year unless otherwise stated {welfare plans complete only fines 6a{1), R L
6a(2), 6b, 6c, and &d).
a(1) Total number of active participanis at the beginning of the PIAN YBAI ...ttt 6a(1) 305
a(2) Total number of active participants at the end of the plan YEar .. s | §af2) 20
b Retired or separated participants receiving benefis....... - 6b
c Cther retired or separated participants entitled to future benefits ... 6¢c 0
d Subtotal, Add lines 8a{2), BD, AN Bh..uwerrrerre s rcrr et b s e a ettt ererssersess | GO 20
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefils. ..., te
f Total. Add lines 6d and 6e., eeeenreesebiebibiebb it et e eA AR 1R nE AT EReTE SRR RS RERR AR RS PR R ate st s 6f 20
(1) Number of pamclpants Wltf'l account balances as of the begmnmg of the plan year (only defined contribution plahs 6g(1)
9 complete this item) ... aemaseeessseeesesemeersttbeenarnsreennraasa . g
2 Number of pammpants wﬂh account bafances as of the emd of the pian year (onty det’ ned c:omrlbutmn plans
a(2} complete this item) ... e eeimmesecrestisisbbestitNAsEeshanbe st eaan i keAee et eetaanderreeERARRAaae s RO R A SRLs RE R R mReme £ ermE £ e s e b 6g{2)
h Number of partlc:lpants who termmated employment durmg the p]an year w;ih accrued beneﬁts that were
Jess than 100% vested... - v | BH
7 Enter the total number of emp[oyers obhgated to contnbute to the ;:[an (oniy muttsempfoyer plans comp;ete thES ltem) ........ 7

8a ifthe 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:

A

9a Plan funding arangement (check alf that apply}

o) Insurance
{2) . Code section 412(e)(3) insurance contracts
Trust

(3) H
(4)

General assets of the sponsor

9b Plan benefit amangement (check all that apply)
(1} Insurance
{2} Code section 412{e)}{3} insurance contracis

{3) % Trust
{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. (Ses instructions)

a Pension Schedules
(h  [] R (Retirement Plan Information)
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money

Purchass Plan Actuarial information) - signed by the plan
acliary

5B (Single-Employer Dofined Benefit Plan Actuarial
Imformation) - signed by the plan actuary

®  []

w [
&[]

MEP (Multiple-Employer Retirement Plan information)

DCG ({Individual Plan Information} — Number Attached

b General Schedules
n D H (Financial Information}

(4] D I {Financial Information — Small Plan)
(3) EI A {Insurancs Infarmation} — Number Attached __ 2
L] @ C {Service Provider Information)

(5) D D (DFE/Participating Plan Information)

(6) D G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

| Part li ! Form M-1 Compliance information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject fo the Form M-1 fiing requirements during the plan year? (See instructions and 29 GFR
2520,109-2.) cormereeeeerersssermseeerrien e || Yes M No

If "Yes" Is checked, complete fines 11b and t1c.

11b 15 the plan cuently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2.) ........... D Yes D No

11 ¢ Enter the Receipt Confirmation Cade 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
Recelpt Confirmation Code for the most recent Form M-1 that was required ta be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance information
{Form 5500)

OMB No, 1210-0110

Depattment of the Treasury This schedule Is required to be filed under section 104 of the
Intomal Revenus Sarvice Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depart t of Labor i
Employae Benam:gre‘cz:itya}\dmlnislraﬁnn ) File as an attachment to Form 5500.

Pension Beneft Guaranty Carporatian b Insurance companies are required o 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 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN plan number (PN) » 508
C Plan sponsar's name as shown on line 2a of Form 5500 D Employer idenfification Number (EIN)
ANEW HEALTHCARE HOLDINGS, L1C 03-1974002
“Part] | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide infermation for each contract
s | on a separale Schedule A, Individual contracts grouped as a unit in Parts |l and Il can be reported on a single Schedule A,

1 Coverage Information;

(a) Name of insurance carrier
CARBON STOP LOSS

{c) NAIC (d) Contract or {e} Appraximate nurmber of Palicy or contract year
(b) EIN code identification number persons covered af end of (i From (g) To
policy or cantract year
23-2589410 40000 I0A-747033-25 20 04/01/2024 03/31/2025

2 insurance fee and commission information, Enter the total fees and total commissions paid, List in fine 3 the agents, brokers, and other persons in
descending order of the amount paid.

{a) Total amount of commissions pald {b) Totai amount of fees paid

61198

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

BlG TREE MEDICAL HOME 200 CORPORATE LAKE DRIVE
COLUMBIA, MO 65203

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

1381 3

{a)} Neme and address of the agent, braker, or other person to whom commissions or fees were paid

MAVERICK BENEFITS 4000 S. PROVIDENCE RD, BOX 12
COLUMBIA, MG 65203

{b} Amount of sales and base Fees and other cotnmissions paid
commissions paid (c} Amount {d} Purpose {e) Crganization code
24747 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, braker, or other person o whom commissions or fees were paid

JM DEREN & ASSOCIATES 2612 CAKWOOD PRESERVE DRIVE
WESLEY CHAPEL, F1. 33543

Fees and other commissions paid {e}
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
18779 3
{a) Name and address of the agent, broker, ar other person to wham commissions or fees were paid
GROUP BENEFT SERVICES 3810 E. SUNSHINE STREET, SUITE 200
SPRINGFIELD, MO 65809
Fees and other commissions paid {e}
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
16291 3
{a) Namse and address of the agent, broker, ar ather person fo whom commissions or fees were paid
Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissions paid (c) Amount {d) Purpase cade
{2} 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) Amatrt {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
(c) Amount {d) Purpose code

commissions paid
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“Partlf . | Investment and Annuity Contract Information
seonn | Where individual contracts are provided, the entire group of such individual contracts with each carfier may be freated as a unit for purposes of

: this report.
& Current value of plan's interest under this contract in the generaf account at year end ... eemesn e, 4
5 Current value of plan’s interest under this contract in separate accounts at year 8N e 5

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

b  Premiums paid to carier .. eeereneneeetisbeseess penREER RS een b AR R e v | 6D
¢ Premiums due but unpaid at the end af the year 6c
d  [the carrier, service, or other organization incurred any specific costs in connectmn w1th the ac.qmsmon or &6d
retention of the contract or policy, enter 8MoUnt. ... e .
Specify nature of costs P
@ Type of contract: (1) [l individual policies ) D group deferred annuity
3 D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Cantracts With Unaflocated Funds (Do not include portions of thess contracts maintained in separate accounts)
a Type of contract: () D deposit administration (2} D immediate participation guarantee
(3) D guaranteed investment 4) D other ¥
h  Balance at the end of the previous year .. | 7b
¢ Additions: {1) Contributions deposited dunng tha year .. S £ - )
(2) DIVIEAAS NG CTBAES 1evs cervasssrececeesssssssssssssssssssessesssmimsiassssssssssess emssseess 7Te(2)
(3) Interest credited dUING the YEA........umrsssmmescssssssssessssssermssseseeeeessss 7¢(3)
{4) Transferred from separate accoumt . SRRSO B £ C.) |
(5) Oher (SPEGIFY BEIOW) cvvevvrececesssrresammcemsssssssssamsssssassssssssisssssssssssssarsssss 7c(5)
(BYTotal additions ... .. _Tc(8)

d Total of balance and addtt;ons (add imes Th and 7c(6)) ....................................
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge made by carrier...... 79(2)
(3) Transferred to separate aCCOUNt ... st e 78(3)
(4) OhET (SPEGHTY BRIOW) crecrsrvrsvcvssssssissssrensssssssessssserssssnssssssssssssassssss 7e(4)
(55) TOUAE CEAUGHONS ...vvvversresrsssssressocs o1 sssss e AL 28R e s 7e(3)

f Balance at the end of the current year (sublract line 7e(5) from line 7d).....
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“Part 1l - | Welfare Benefit Contract Information

RISETS It 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 combinad for reporting purposes if such centracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may he freated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a [X] Heaith {other than dental or vision) b D Dental c |:| Vision d D Life insurance
e D Temparary disability {accident and sickness) f |:| Long-term disability g D Supplemental unemployment h BI Prescripiion drug
i D Stop loss (large deductibie) j D HMO contract k D PPO contract ID Indemnity contract

m D Other (specify) P

8 Experience-rated contracts:
a Premiums: (1) AMOUN FeCEIVED s sssnsss smsssssrrn s smsass Sa{1})
(2) increase {decrease) in aMOUNt ue bULUNDAN .....covuverseeceesesseereeeeeens | 9B(2)
(3) Increase (decrease) in unearned pPremitm reSerne ... e e 9a(3}
(4) Earned (1) + {2) ~ (3)) coorerrrereerrrreen .| 9a(d)
b Benefit charges (1) ClaIMSs PAId........coereeeseeesrsesressssnsssserecssmnreeeenssee | S0(1)
(2} Increase {decrease} in claim resefves........... . | 9h{Z)
(3) Incurred claims {(add (1) and {2))...cnciciiinn, Cetbeett et e b R s e 8b(3)
(4) Claims charged ..o eereres 8h{4}
€ Remainder of premium: (1} Retention charges {on an accrual basis) —
{A) COMIMISSIONS .ovvvvoonersossrseessseessmssmnssssssseresssssrssssssssnasssennesecsncnes | SGUTIEAY
(B) Administrative service or other fees ... 9c{1)(B}
(C) Other Specific AGUISIION COSES 1iuumaammmmmmrerssececsessssneesceeeeinns. | IG(1){C)
(D) OHET BXPENSES 1uvressseesseesserresessessns [T - 1= 4} {3}
(E) TEXES .ooeooeereosverssesmmssmssssmsesssssssssessrrsesaasesees 9c(1)(E)
(F) Charges for risks or other GOntNGenties . ... | SC(1HF)
(G) Other retention charges ....uvverereseenns 9¢(1)(G)
(H) Total retention,. Ic(1){H)
(2) Dividends or refroactive rate refunds. (These amotints were D paid in cash, orD creditad.).... 8c{2)
d Siatus of policyhoider reserves at end of year: (1) Amount held fo provide benefits afler retirement............. 9d{1)
(2) Claim reserves ... 9d{2)
(3) OHher reSeIVES ..omerseressrrreen: 9d(3})
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9e(2).)..coviiioninicvninnnas fe
10 Nonexperience-rated contracts: R
a Total premiums or subscription charges pald fo carrler........... TP PP 10a 325755
b Ifthe camier, 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. «..oeeeecnicneeee 10b

Specify nature of cosis.
STOP LOSS INSURANCE

i Part IV | Provision of Information

41 Did the insurance company fail fo provide any information necessary to complete Schedule A? ............. |:| Yes N No

12 Ifthe answer io line 11 is "Yes,” specify the infarmation not provided. >




SCHEDULE A Insurance Information
OMB Na, 1210-01%0
(Form 5500)

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

Deapartment of Labor .
Emplayas Benefils Sacurity Administation P File as an attachment to Form 5500.

Pension Benefit Guaranty Gorparalion P 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 aor fiscal plan year beginning  04/01/2024 and ending  03/31/2025

A Name of plan B

Three-digit
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN

plan number {PN} » 505

C Plan sponsor's name as shown on fine 2a of Form 5500 D Employer |dentification Number (EiN)
ANEW HEALTHCARE HOLBINGS, LLC 83-1874002

“Partl -| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
S on a separate Schedule A, Individual contracts grauped as a unit in Parts 1l and ill can be reported on a singie Schedule A,

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE COMPANY

(¢} NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b) EIN L persons covered at end of
code identification number policy or contract year () From (o) To
06-6033492 61478 20 04/01/2024 03/31/2025

2 Insurance fee and commission information. Enter the total fees and tolat 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
4]

3 Persans 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

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

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

(b} Amount of sales and base Fees and other commissions paid
commissions paid (¢) Amount {d) Purpose

(e} Organization code

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

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

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

commissions paid

{a} Name and address of the agent, broker, or other person {o 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
{b) (&) Amount (d) Purpose S e

commissions paid

{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 o fees were paid

Fees and other commissions paid {e}
b) Amount of sales and bas O ization
(b) © {c) Amaount {d) Purpose rgz;gg: ©

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

: this report.
4 Current value of plar's inferest under this contract in the general account at year end ... 4
5 Current value of plan's interest under this contract in separate accounts at year end.....ooui e 5

& Confracts With Allocated Funds:
a  Siate the basis of premium rates P

b Premiums pald to CarHer ... OO O POUPDIOTPPUOPOOS I -1 -
€  Premiums due but unpaid at the end of the year 6c
d  Ifthe carder, service, or other organization incurred any specific costs in connection with the acquisition or 6d
refention of the contract or policy, enter amount. ........... .
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other {specify) P
f i contract purchased, in whole or in part, o distibute benefits from a terminating plan, check here L D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of confract: 1 D deposit administration (2) D immediate participation guarantee
3 D guaranteed investment (4) D other ¥
b Balance at the end Of thE PrEVIDUS YBEF ... .wieirrsissc s ot sassassssssssassssabssss sonesssnasnasre s 1at 1ot s s sy ssnare s s [ 7b
€ Additions: (1) Contributions deposited durmg the year .. Tc(1})
(2) DIVIENAS AN CIEIS .ovvvveeessessrsssssssrsemsrrssssssssssmsassssrssssseessssssesarssacss | AL}
(3) Interest credited UG the YEAF ... sesssesssssssessssssssecraensess |_L ()
{4) Transferred fTOM SEPATALE BECOUNE ... erercr e sssssressssssssssssssssasesresaas 7c{4)
(5) Other (specify BEIOW) ..o s . 7_0(5)
» RER
{68YTotal additions .. i OO RUOTPURYOUORY { - (-

d Total of balance and addltlons (add lmas Tb and 70(6))
e Deductions:

o | 7D

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2} Administration charge made by carrier... Te(2)
{3) Transfermed Lo SEPArate BCOOUNT ..., e eomresssssesressnness ssssrsssssssnssssasens 7e(3)
(4) OET (SPECITY DRIOW) .rvvvoroeecsssssressessesssessrmrssesssmsssstsssssssssssessercs |_LEAR)
{5) Total deductions ., USSR { - ¢

f Balance at the end of the curreﬂi year (subtract lme 7e(5) from Itne 7d)
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Part il

Welfare Benefit Contract Information

If rore 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-raled as a unit. Where conttacts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and confract type (check all applicable boxes)

a @ Health {other than dental or vision) b D Bental [ D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h E] Prescription drug
E| Stop loss (large deductible) i |:| HMO contract k D PPO contract 1 [:l ndemnity contract
m ]:] Other {specify) P
9 Experience-rated contracts:
a Premiums: {1) AMOUNt received ... s
(2) Increase (decrease) in amount due but UNPaid ... iviiseererrennns
(3} Increase (decrease) in unearned premium reserve
{4) Eamed ({1} + [2) - (33} v vemeessressessarssvesarsesssraseses .| 9a(4)
b Benefit charges (1) Claims Pait......ouiiveseerrre e eossessstssssesans s
(2} Increase (decrease) in claim rESENVES ... rers s snrassscce s
(3} Incurred claims (add (1) and {2)}.eierneeciceiennnnns 9h(3}
(4) Claims charged... w Sh(4)
C Remainder of premium: (1) Retent;on charges (on an accruai basts) —
(A) COMIMISSIONS ccovirisreacssmsmssssamscssssessrresststsassesssrssresssessssmemsesssseesas 9c{1)(A}
(B) Administrative Service or ofNer f88S ... 9¢({1)(B)
(C) Other SPecific ACUISIION GOSES vvverererrmeecrsrsssmsssssssssessssssrmenseees | ICLIHE)
(D) Other expenses O I 1= (] (2)
(E) Taxes... T I - € ) ()
{F} Charges for nsks or of.her cunt:ngenmes 9c(1{F)
{B) Other retention ChAIGES ..ot anassssnas 9c(1)}(G)
{H) Total retention................ ceveemereneenns | 9C(1){H)
(2) Dividends or retroactive rate refunds (Thase amounts were |:| paid in cash, orD credlted } .................. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) GlAIM FBSOIVES 1.111ver1eresrescsresssercoressrassassssstss sessissseassss sasssresssrassns s 90841 s2nsssessaesmsssesnessssyebatbsd s e E s seanr s asassnen 9d(2)
(3) Cther reserves ........ 89d(3)
e Dividends or retroacnve rate refunds due (Do not mciude amount entered in fine 9(:(2) ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 85984
b 1f 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, ..o 10b
Specify nature of costs.
STOP LOSS INSURANCE
| PartlV | Provision of Information
11 Did the insurance company fail to provide any information hecessary ta camplete Schedule A? ............. D Yes @ No

12 |fthe answer 1o line 11 is "Yes,” specify the infarmation not provided. »




SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500) 4
Depariment of tha Treasury This schedule is required to be filed under section 104 of the Employee 202
Intemal Revenue Sarvice

Retirement Income Security Act of 1974 (ERISA).

Depariment of Labor

Employes Banefits Security Admindstration ¥» File as an attachment to Form 5500,
Pension Benefit Guaranty Comoralion

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
ANEW HEALTHCARE HOLDINGS, LLC HEALTH PLAN plan number PN) P 505

£ Plan sponsor's name as shown on line 2a of Form 5500 D Empioyer Identification Number {(EIN}
ANEW HEALTHCARE HOLDINGS, LLC 93.1974002

[ Part 1| Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructiens, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensalion (i.e., mohey or anything eise of monetary value)} in connection with services rendered to the plan or the person's
pasition with the plan during the plan year. I a person received only aligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are net required to include that person when completing the remainder of this Past.

1 Information on Persens Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are exeluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)................ DYes
No

b If you answered line 12 “Yes,” enter the name and EIN or address of each person providing the required disclosures for the senvice providers who
received only eligible indirect compensation, Complete as many entries as needed (see instructions).

{b) Enter name and EIN or address of persen who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on sligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b} Enter name and EIN or addrass of parson who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Sehedule C (Form 5500) 2024

v. 240311



Schedule C (Form 5500) 2024 Page 2-] 1

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter nams and EIN or address of person who provided you disclosures on eligible indirect compensation

() Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many eniries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
{i.e., money or anyihing else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(@} Enter name and EIN or address {see instructions)

AETNA LIFE INSURANGE COMPANY

29742 NETWORK PLACE
CHICAGO, iL 80673

06-6033492
(b) (c)
Service Relationship to
Cade{s) |employer, employee

organization, or

{d}
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? {sources

{f

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensalion received by
service provider excluding

(h)
bid the service
provider give you a
formula instead of

person known to be enter 0-. other than plan or plan plan received the required eligible indirect an amount or
a party-indinterest sponsor) disclosures? compensation for which you jestimated ameunt?
answered “Yes" to element
(f). if none, enter -0-,
49 50 PPO NETWORK 22003 i}

Yes D No IE

Yes D Na E'

Yes D No

(@) Erter name and EIN or address (see instructions)

AETNA LIFE INSURANCE COMPANY

29742 NETWORK PLACE
CHICABO, Il 80673

06-6033492
(b) (c) {d) (e) 4] (h)
Service Relationship to Enter direct Did service provider Bid indirect compensation Enter total indiract Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known o be enter 0., other than plan or plan pian received the required aligibie indirect an amount or
a party-in-inferast sponsor) disciosures? compensation for which you [estimated amount?
answered "Yes” to element
(A If none, enter G-,
93 STOP LOSS INS 8594 ¢
CARRIER Yes D No El Yes D No Yes [l No
{a) Enter name and EIN or address (see instructions)
I0A RE 180 W. GERMANTOWS PIKE
SUITE 200
E. NORRITON, PA 19401
23-25809410
(b) () () e | | (h)
Service Retlationship to Enter direct Did service provider Pid indirect compensation Enter fotal indirect Did the service
Code(s) |employer, employee | compensation pald receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan, If none,| compensation? (sources | compensation, for which the | service pravider excluding | formuta instead of
person known fo be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-indinterast sponsor) disclosures? compensation for which you |estimated amount?
answered "Yes" to element
{f). If none, enter -0-.
99 STOP LOSS INS 325755 ]
CARRIER Yes D No E] Yes D No Yes |:| No @
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Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes" to line 1a above, complete as many entries as needed to list sach person receiving, directfy or indirectly, $5,000 or more in lotal compensation
fi.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

{a) Enter name and EiN or address {see instructions)

BIG TREE MEDICAL HOME 200 CORPORATE LAKE DRIVE
COLUMBIA, MO 85203
82.2338518
{b) (c) {d) (e} f (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter totaf indirect Did the service
Code{s) |emplayer, employee | compensation pald receive indirect inciude eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compansation? (sources | compensation, for which the | service provider excluding | formula instead of
perscn known to be enter -0, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered "Yes” to element
(f}. If none, enter -0-,
49 50 DIRECT PRIMARY 104780 0
CARE Yes [l No IE Yes D No Igl Yes D Na @
{a) Enter name and EIN or address (see instructions)
MAVERICK BENEFITS 4000 W. PROVIDENCE ROAD
BOX 12 :
COLUMBIA, MO 65203
82-2338518
(b) (c) (d) (e) (f (h)
Service Relationship to Enter direct Pid service provider Did indirect compensation Enter total indirect Bid the service
Code{s) |employer, employee | compensation paid receive indirect include eligible indirect compensaiion received by |provider give you a
arganization, or  |by the plan, If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter 0, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” fo element
(f). if none, enter 0-.
2253 BROKER 24747 ¢
YesD Nof):(] YesD No YesD No
(@) Enter name and EIN or address (see instructions)
J.M. DEREN & ASSOCIATES LLC 2612 DAKWOOD PRESERVE DRIVE
WESLEY CHAPEL, FL 33543
(b) {c} {d} (e} . {h)
Service Relationship to Enter direct Did service provider Did indirect compensatian Enter total indirect Did the service
Code(s} |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (scurces | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-innterest sponsor) disclosures? compensation for which you (estimated amount?
answered “Yes" ta element
{f). If none, enter -0-.
2253 BROKER 18780 0
YesD N0|_>_f] Yesl] No YesD ND@
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Page3-[ 3 |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for wham you
answered “Yes” to line 1a above, complete as many eniries as needed ta fist each person receiving, directly or indirectly, $5,000 or mere in tofal compensation
{i.e., money or anything else of value) in connection with services rendered to the ptan or their position with the plan during the plan year. {See instructions).

(@)} Enter name and EIN or address (see instructions)

GROUP BENEFIT SERVICES, ING.

43-1770779

3810 E. SUNSHINE STREET, SUITE 200
SPRINGFIELD, MO 65809

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, ar

(d)
Enter direct
compensalion paid
by the plan, If nane,

(e)
Did service provider
receive indirect
compensaiion? (sources

)

Bid indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known fo be enter -0-. other than plan or plan plan received the required eligible indirect an amotnt or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to elament
(f). Ifnone, enter -0-,
22 53 BROKER 16291 0
YesD Noﬂ Yes[] NOBI Yes[] Nol)__(l
{8} Erter name and EIN or address (see instructions)
GROUP BENEFIT SERVICES, INC, 3610 E, SUNSHINE STREET, SUSTE 200
SPRINGFIELD, MO 65809
43-1770779
(b) () (d) (e) N (9) (h)
Service Relationship to Enter direct Did service provider Bid indirect compensation Enter total indirect Did the service
Code(s) jemployer, employee | compensation paid receive indirect include efigible indirect compensation received by |provider give you a

organization, or

by the plan. if none,

compensation? {sources

compensation, for which the

service provider excluding

formula instead of

person known o be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsar) disclosures? compensation for which you |estimated amouni?
answered "Yes" o elernent
(. If none, enter 0w,
12 15 64 68 |THIRD PARTY 759871 0
ADMINISTRATOR

Yes D No I)El

Yes D No

Yes |:| No

{2) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known fo be
a party-in-interest

(d)

Enter direct
campensation paid
by the plan, if none,
enter (-,

(e)

Did service provider
receive indirect
compensation? {sources
other than plan or plan
sponsor)

Did indirect compensation
include efigible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excleding

eligible indirect
compensation for which you
answered “Yes" fo element
{f). If none, enter -0-,

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No D

Yes D No D

Yes |:] No |:|
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| Part] | Service Provider Information (continued)

3. if you reported on line 2 raceipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formuia used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation, Complete as

many entries as needed to repart the required informatioh for each source.

{a) Enter service provider name as it appears on line 2

(b} Senvice Codes
{sea Instructions)

(c) Enter amount of indiract
compensation

{d) Enter name and EIN (address) of source of indirect compensation

{e) Pescribe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

{3) Enter service provider name as it appears on ling 2

(b) Senvice Codes
(see insfructions)

(€} Enter amount of indirect
compensation

{d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formutia used to determine the service provider's efigibility
for or the amount of the indirect compensation,

(a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
cempensation

{d) Enter name and EIN {(address) of source of indirect compensation

(e) Describe the indirect compensation, Including any
formula usad to determine the service provider's eligibifity
for or the amount of the indirect compensation.
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| Part Il ‘| Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the folfowing information for each service provider who failed er refused to provide the information necessary ta complete

this Schedute.
(@) Enter name and EIN or address of service provider (see {b) Nature of | (€} Describe the information that the service provider failed or refused to
nstructions) Service provide
Code(s)

{a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or addsess of service provider {see
instructions)

(b) Nature of
Service
Code(s)

(&} Describe the information that the service provider failed or refused to
provide

{a) Enter name and EiN or address of service provider (see
instructions)

{b) Nature of

Service
Code(s)

{c)} Describe the Information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of sarvice provider (see
instructions)

(b) Nature of
Service
Code(s}

(&) Describe the information that the service provider failed o refused fo
provide

{a} Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code{s)

{c) Describe the information that the service provider failed or refused to
provide
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Termination Information on Accountants and Enrolled Actuaries (see instructions)

Part il
o {complete as many enlries as needed}
b EIN:

a8 Name:
€ Position :
d  Address: € Telephonhe:

Explanation:

a Name: b EIN:
€ Position: i
d Address: € Telaphone:

Explanation:

b EN:

a8 Name:
€  Position: S
d Address: € Telephone:

Explanation:

b EIN.

a Name;
€  Position: o S
d Address; e Telephone:

Explanation:

a Name: b EiN:
G Position: PR
d Address e Telephone

Explanation:




