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

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

» Complete all entries in accordance with
Administration 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 single-employer plan
B This return/report is: D the first return/report
D an amended return/report

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

a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

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

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. .. ....................... > D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ALABAMA DENTAL ASSOCIATION GROUP HEALTH PLAN number (PN) » 502
1c Effective date of plan
04/01/2022

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) 63-0415082

ALABAMA DENTAL ASSOCIATION

836 WASHINGTON AVENUE
MONTGOMERY, AL 36104

2C Plan Sponsor’s telephone
number
800-849-2532

2d Business code (see
instructions)
813000

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. 10/31/2025 MICHELE HUEBNER
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 299
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) 327
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 1
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 328
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 4D 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __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.) ........... B 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 153962758




SCHEDULE A Insurance Information
OMB No. 1210-0110
(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
ALABAMA DENTAL ASSOCIATION GROUP HEALTH PLAN plan number (PN) S 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ALABAMA DENTAL ASSOCIATION 63-0415082
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 AND BLUE SHIELD OF ALABAMA

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
63-0103830 55433 40583 651 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

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

(b) Amount of sales and base Fees and other commissions paid

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) P BABY YOURSELF AND AIR MEDICAL SERVICES (AIRMED)

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) 2725387
(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) 2725387
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 2307024
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 24400
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 2331424
(4) ClaiMS CAIGEA ...t e et 9b(4) 2331424
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 0
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 169108
(C) Other specific acquisition costs .| 9c(1)(C) 0
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D) 0
(E) TAXES. ...ttt ee ettt ee et e e et eae e e e 9c(1)(E) 43406
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 50090
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G) 262604
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 525208
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2) 0
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(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) 202400
(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 0
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 0
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 04/01/2024 and ending  03/31/2025
A Name of plan B Three-digit
ALABAMA DENTAL ASSOCIATION GROUP HEALTH PLAN plan number (PN) N 502

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

D Employer Identification Number (EIN)
63-0415082

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
HCC 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
35-1817054 92711 HCCMP251561 296 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

79786 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
YEARY AND MOORE LLC - MATTHEW MORRI 2106 CAHATA ROAD
SUITE B
BIRMINGHAM, AL 35223
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
79786 0| N/A 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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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 B Other (specify) P GAP PLAN

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 581839
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




Multiple Employer Welfare Plan Participating Employer Information

Alabama Dental Association Group Health Plan, EIN:63-0415082/PN 502

Alabama Dental Association 63-0415082
Alabama Dentist, LLC 63-1199011
Alexander City Dental Care 82-2805059
Alexander Dentistry 63-1148197

Allen Kessler 45-2072528

Anderson Dental Inc 74-3224232

Anita Fenn D.M.D. 63-1144805

Apex Dental 46-5593386

Auburn Dental Partnerships 87-3463468
Auburn Opelika Dental 82-1330987
Auburn Pediatric Dentistry 20-4710108
Beasley Dentistry 63-1238282

Bennett Family Dentistry LLC 82-4091757
Birmingham Dental, PLLC 92-2097915
Brewton Dental Care, LLC 83-2518965
Brittney W. Gilbert DMD Family Dentistry 82-1914579
Byron Smith DMD, LLC 45-5359132
Capstone Kids Pediatric Dentistry 81-2354349
Carlene Williamson DMD 63-1061172
Cheaha Family Dentistry 27-3051468
Chris Widner DMD PC 27-0274111
Christopher Borden DMD, PC 26-4558021
Crestline Village Dentistry 45-5445289
Dauphin Dentistry 63-0959187
Davenport Family Dentistry 83-1731795
David C. Hufham, DMD, PC 63-1273237
David P Bruce DMD, LLC 46-1668827
David W. Wilson DMD, LLC 81-4093264
Dental Associates of East Montgomery, P.C. 63-1044267
Dental Professionals on Whitesburg 46-4208747




Diamond Dental Solutions

20-4038159

Doug Lewis Dentistry 63-1222039

Dr. Randy Walters DMD PC 63-1229030
Dunn & Schreiber Orthodontics, PC 63-1113468
East Alabama Pediatric Dentistry 20-8681124
Eastern Shore Oral Facial & Implant Surgery Center 81-5096429
Elberta Dental 63-1226176

Emery M Cole PC 63-1173949

Family Dentistry of Calera, PC 27-3861200
Ferrell Family Dental 47-1134563

Floss Family Dentistry, PC 82-3453719
Gadsden Orthodontics 81-5417332

Great Smiles Orthodontics 63-1101477
Griffin Family & Cosmetic Dentistry PC 61-1418060
Griffin Family Dentistry 26-2926589

H Radcliff Brown Jr, DMD, PC 45-2836927
Holland Family Dentistry 27-0380276
Holland Family Dentistry Scottsboro, LLC 27-0380276
Indian Springs Pediatric Dentistry 46-2751578
James Dreading Family Dentistry PC 63-1190613
James L. Joy DDS, PC 63-1026034
James R. Deatherage, DMD, PC 27-2187032
Jasper Orthodontics LLC 14-2003206
Jeffrey H Worley DMD Inc 63-1251603
Jennifer Morrissey-Patton, DMD, P.C. 20-0479183
Johnson and Marshall, PC 63-1013483
Johnson Orthodontics, LLC 45-4864418
Keith Davis DMD, PC 63-1242353

Knapp Orthodontics 881138933
Kristopher A Portacci, DDS, PC 75-3249701
Lake Crest Family Dentistry 63-1256365

Lee Dental Associates 82-0711885

Leigh Anne Nevins, DMD, PC 26-1696094




Leonard Dental, P.C. 20-4093417
Limbaugh Orthodontics 63-0811931
Madison Pediatric Dentistry 27-2267134
Madison Prosthodontics 46-2835704
Mark A Reece DDS LLC 27-0490846
Mark Tickle Family and Implant Dentistry 465131239
Mathews and Mathews 46-1612273
McCracken Family Dentistry 86-1212009
Melissa Nix DMD 81-5214182

Michael Nowell DDS, PC 63-1273397
Michael Reid Marshall DMD, PC 46-0561598
Michele Goodwyn DMD 63-1268509
Miller Family Dentistry 27-4194873
Mobile Prosthetic Dentistry, P.C. 63-1248469
Montgomery Endodontics PC 20-0103772
Mountain Brook Smiles 84-3968630
Mountain View Family Dentistry Inc 26-1721283
North Alabama Periodontics & Implant Surgery 83-1227612
North Alabama Smiles, P.C. 631174395
Oak Park Dental 46-1739591
Pediatric Dentistry of Florence 85-1118166
Precious Smiles Family Dentistry 46-2835754
PT Orthodontics 63-1142338

Pullen DMD PC 63-0674212

Purvis Dentistry, PC 45-2380520
Rabbit Creek Dental 87-2289546
Raygan Dentistry 72-1375006
Rebecca Howell DMD PC 63-1190304
Redmond Dental, Inc. 71-0926229
Resident Support Services, LLC 83-2164119
Rice Dentures 825021637

Richard M. Bedsole D.M.D., P. C. 63-1158929
Riviera Dental Care 63-1271237




Robert Gamotis DMD

46-4240103

Rocket City Kids Pediatric Dentistry 46-4415577
Sam J. Citrano, Jr. DMD, PC 72-1343153
Sand Dollar Dental 47-3282804
Scottsboro Family and General Dentistry PC 81-2346494
Segrest Family Dentistry 63-0877899
Shades Creek Dental 82-0827214
Smiles by Design, PC 85-2821206
Smith and Bailey Dental, LLC 46-1761803
Smith Family Dentistry, LLC 33-1465165
Southern Smiles of Sylacauga 46-4477395
Spanish Fort Dental Associates, LLC 88-1271528
Sprayberry Orthodontics, PC 63-1227621
Strategic Dental Partners 20-3761186
Summit Dental 82-3766618
Sunny Smiles Dental Center LLC 46-4389831
Thames Orthodontics, PC 20-4361101
The Smile Design Center - Gentry 63-0833317
Thomas Dunn, DMD, LLC 63-1046949
Thomas L Whitaker DMD PC 92-0822063
Tommy N. McGee, DMD 63-051063
Toothbud Dentistry 47-3061389
Tuscaloosa Family Dental LLC 82-3535438
Valley Ridge Family Dentistry 45-2729229
Valleydale Dental 47-0903532
Vandervoort Family Dentistry, P.C. 83-0740688
Vestavia Dental Group 63-1050104
West Princeton Dental Clinic 63-0977620
William M Colburn DMD, PC 74-3024977
Willis Dental Care 63-1241328
Wm. Shawn Callahan, DDS 26-1554066




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
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
A sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code), 2023
g QEPE“"E}E"‘ o Lgbf'f ) » Complete all entries in accordance with
e s ecurity the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
IPart I Annual Report Identification information
For calendar plan year 2023 or fiscal plan year beginning 04/01/2023 and ending 03/31/2024
A This retun nireport is for: D a multiemployer plan @ a mulllple:employgr p!an (Filers check!ng this box 'must pr.owde participating
employer information in accordance with the form instructions.)
{] a singte-employer plan [ a DFE (specify)
B This returnrepart is: D the first return/report D the final return/repaort
D an amended return/report D a short plan year return/report (less than 12 months}
C ffthe Plan s a collectively-bargained plan, check here. . ............................. ... ... » D
D Check box if filing under:; D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E Ifthisis a retroactively adopted pian permitted by SECURE Act section 201, check here. . .. ..................... . » D
|':' Par't'éll‘.':'ff Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ALABAMA DENTAL ASSOCIATION GROUP HEALTH PLAN number (PN) » 502
1¢ Effective date of plan
04/01/2022
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer identification
Malling address (include room, apt., sulte 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) 63-0415082
ALABAMA DENTAL ASSOCIATION 2¢ Plan Sponsor’s telephone
number
B00-849-2532
836 WASHINGTON AVENUE 2d Business code (see
instructions)
813000
MONTGOMERY AL 36104 -

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

Under penalties of perjury and other penalties set forth in the instructions, I declare that | have examined this returnireport, including accompanying schedules,
statements and attachments, as well;s the electronic version of this refumireport, and to the best of my knowledge and belief, It Is frue, correct, and complete.

/d/?//‘JU/Michele Huebner
Datg

A - r4
Enter name of individual signing as plan administrator

Signature of plan administrator

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

conswnt] Signature of DEE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 {2023}
v, 2300728




Form 5500 (2023) Page 2

3a Plan administrator's name and address E Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator’s telephone
number

4 Ifthe name and/or EIN of the plan sponsor or the ptan name has changed since the last returnfreport filed for this plan,
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnfreport:

a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year

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, B¢, and 6d).

5 | 282

a(1) Total number of active participants at the beginning of the PRaN YEar ... 6a(1) 280
a(2) Total number of active participants at the end of the plan year 6a(2) 230
b Retired or separated PAMICIDANS TGCEIVING DENEAS ..vv........o.erserermerreessesesersersessossse oo 6b 3
c Other retired or separated participants entitled (0 fULFE DENES ........o..........vovecrreroosoos oo 6éc 0
d Subtotal. Add iines 8a(2), 6b, and 6c 6d 293
e Deceased participants whose heneficiaries are receiving or are entitted to receive benefits. e
f Total. Add NES 8 AN BE. ...ccccvvivvrrrrrveeeeseceereseeseeseresseese st 6f
) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g cormplete this ifem)...........c.covvire oo g
2 Number of participants with account balances as of the end of the plan year {only defined contribution plans
g( ) e A 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested............ 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this iterm) ........ 7

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

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

47 4D 40
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
{n 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 assets of the sponsor
10 Check ail applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number aftached. (See instructions)
a Pension Schedules b General Schedules
{1 D R (Retirement Plan Information) {1} |:| H (Financial Information)
Fl . N
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ [I ! (Financial Information — Small Pian)
Purchase Plan Actuarial Information) - signed by the plan () @ A (Insurance Information) — Number Attached _ 2

actuary

(3) D SB (Single-Employer Defined Benefit Plan Actuarial_
information) - signed by the plan actuary

4 [l ¢ (senice Provider Information)

{5) [] D (DFEParticipating Plan Information)

@ [] Dpce (ndividual Pian Infermation) — Number Attached (6) [] & (Financial Transaction Stheduies)

(5) D MEP (Muitiple-Employer Retirement Plan Information)



Form 5500 (2023) Page 3

| -Part'III;T] Form M-1 Compliance Information (to be completed by welfare benefit plans)

11alithe 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) oot [§] 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

11¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Recelpt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requiremenits. (Failure to enter 2 valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code 000153962758




