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

Department of the Treasury

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

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
e Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
P ofgmiﬁ{;fr;tsionecu" Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending  02/28/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

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

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan

EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYEE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
03/01/2022

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) 58-2350290

EAGLES LANDING OB/GYN ASSOCIATES, P.C.

3333 JODECO ROAD
SUITEA
MCDONOUGH, GA 30252

2C Plan Sponsor’s telephone
number
770-474-1919

2d Business code (see
instructions)
621111

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

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

SIGN |Filed with authorized/valid electronic signature. 11/09/2025 JACKIE LIVINGSTON
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
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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 20
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) 20
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
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 20
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
COMPIEEE TNIS HEIM) ..ottt a et s bt et e sae e et e e e en e e be e s r e e teeeneenaneenne
9 lete this it 6g(2
h Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thAN 100% VESTEA. ......ouieieieieitetiteeet et et et et eetsesetstet et eesesesstesesesess s esesesesescasaseseseseseseee s oe et eteseneasasas st eteserees e aneneneseneanans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

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
®3) [ 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 __ 1
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). 2024

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2). Inspection

OMB No. 1210-0110

This Form is Open to Public

For calendar plan year 2024 or fiscal plan year beginning 03/01/2024

and ending  02/28/2025

A Name of plan
EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYEE BENEFIT PLAN

B Three-digit
plan number (PN) 4 501

C Plan sponsor’s name as shown on line 2a of Form 5500
EAGLES LANDING OB/GYN ASSOCIATES, P.C.

D Employer Identification Number (EIN)
58-2350290

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
NATIONAL HEALTH 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
74-1541799 00000 L241493 20 03/01/2024 02/28/2025

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

16092 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
RSC INSURANCE BROKERAGE INC. 160 FEDERAL ST
BOSTON, MA 02110
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
11857 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
UNITED PRODUCERS GROUP LLC 1031 CHUCK DAWLEY BLVD
STES
MT PLEASANT, SC 29494
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4235 3

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

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

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

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

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

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

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

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

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

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

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

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 169404
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? .............

B Yes

|:|NO

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
CARRIER DID NOT PROVIDE NAICS CODE




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 03/01/2024 and ending  02/28/2025
A Name of plan B Three-digit
EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYEE BENEFIT PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
EAGLES LANDING OB/GYN ASSOCIATES, P.C. 58-2350290

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
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(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
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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)

NATIONAL HEALTH INSURANCE COMPANY

74-1541799

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

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

(d)

(€)

by the plan. If none,

Enter direct
compensation paid

enter -0-.

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

(h)

Did the service

compensation received by
service provider excluding
eligible indirect

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

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

13

TPA

68692

Yes D No E

Yes D No D

Yes D No D

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

NATIONAL GENERAL INSURANCE COMPANY

43-0890050
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

by the plan. If none,

(d)
Enter direct
compensation paid

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

()

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

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

person known to be enter -0-. other than plan or plan
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
13 TPA 36333
YesD No YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)

(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

compensation? (sources | compensation, for which the | service provider excluding | formula instead of
an amount or

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

enter -0-.

by the plan. If none,

other than plan or plan
sponsor)

plan received the required
disclosures?

eligible indirect

(). If none, enter -0-.

compensation for which you
answered “Yes” to element

estimated amount?

Yes D No D

Yes D No D

Yes D No D
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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:




2024 Plan Information Worksheet status: Not Ready
Plan Sponsor Information

Plan Sponsor's Name Plan Sponsor's Mailling Address Foreign D
EAGLES LANDING OB/GYN 3333 JODECO ROAD
ASSOCIATES, P.C. SUITE A
Plan Sponsor's Doing Business As Name Plan Sponsor’s Mailing City, Province, State and ZIP
MCDONOUGH GA 30252
Plan Sponsor's Location Address Foreign [:I

Plan Sponsor's Care Of Name

Plan Sponsor's Location City, Province, State and ZIP
Plan Sponsor’s EIN p on City, Province, State and Z|

58-2350290

Plan Sponsor's Phone Number
(770)474-1919

Plan Administrator Information
Same as Plan Sponsor

Plan Administrator's Name Plan Administrator's Address Foreign D
Plan Administrator's Care Of Name Plan Administrator’s City, Province, State and ZIP
Plan Administrator's EIN Plan Administrator's Phone Number

Plan Information

Plan Name Business Code Filing for Plan Year: DFE Plan I:]
EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYER21111 2024
BENEFIT PLAN
Plan Year MM/DD/YYYY MM/DD/YYYY
Begins 03/01/2024 Ends 02/28/2025
Tax Year MM/DDIYYYY MM/DDIYYYY
Three»digit Plan Number Plan ID Begins 01/01/2024 Ends 12/31/2024
501
EIN for PBGC Forms Name Control
Effective Date of Plan
03/01/2022
Transmitter Information
Transmittet's TIN Transmitter Control Code (TCC)  Contact Name
Transmitter's Name Contact Telephone Number
Com‘pany Name Corﬁact E-Mail Address

Company Mailing Address Foreign D

Company City, Province, State and ZIP

Do NOT File with IRS, DOL or PBGC



Preparer Information

Preparer's Name Preparer’s City, Province, State and ZIP
Preparer's Firm Name Preparer's Phone Number
Preparer's Address Foreign D

Trust Information

Name of Trust Trust EIN

Name of Trustee or Custodian Trustee's or Custodian's Phone #

Signers, Service Providers and Interested Individuals

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

I_—_] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

I:l Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

D Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address




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

1210-0089

This form is required to be filed for employee benefit plans under sections 104
and 40865 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Deparimant of ihe Treasury sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor » Complete all entries in accordance with

E fits Securit ? :
mp'%’;ﬁﬁi’;ﬁ;ﬁo:w" Y the instructions to the Form 5500,

Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Partl | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending 02/28/2025
A This retum/report is for: D a multiemployer plan [:I a multiple-employer plan (Filers checking this box must provide participating
' employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained pian, check here. . ... .. ...t ii e » |:|
D Check box if filing under: D Form 5558 D automatic extension |:| the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, Check here. . ... ovvevee e » D
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYEE number (PN) » 501
BENEFIT PLAN 1¢ Effective date of plan
03/01/2022
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) 58-2350290
EAGLES LANDING OB/GYN
ASSQOCIATES, P.C. 2c Plan Sponsor's telephone
number
(770)474-1919
gé%%EJXDECO ROAD 2d Business code (see
instructions
MCDONOUGH GA 30252 621111 )

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

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

SIGN Q(uJﬂ/ﬂ'{ Q%Vq/&g”m g ’10 ,wZSJackie Livingston
HERE
sMnature 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 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 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 [ 20
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 YEAT 1ttt st e s bt e s 6a(1) 20
a(2) Total number of active participants at the @nd Of the PIBN YEAT ... eeeevrvrerreeeree e cesseeseess st eesee e eeseeeeeeeeeeeeeee e 6a(2) 20
b Retired or separated participants receiving BENEIS ...t et seeess et e eseseseseesessessesseeseeseses 6b
Cc Other retired or separated participants entitled to FUILIE DENETILS ........o..vvevrvurieere oo es e e eees st s, 6¢c
d Subtotal. Add lINes 6a(2), BB, AN BC. .......c..ceiiieiiie e ettt sttt es s et aeeetee s ees et e 6d 20
e Deceased participants whose beneficiaries are receiving or are entitled to receive DENETitS. ....o.veveeveeeeooesoeos o, 6e
f Total. AU INES B ANG BE. ........cc.iiiiieiii e bbbttt ettt et st ere st ee s seteneee ot es s of
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g COMPIBLE TMIS M ..ocviiii e e e et bbb e ee e e s et et s st e e s s s e s es et seeesesetset et et et e 9( )
2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
ol COMPIBLE TS HBM) 1.vuviriiiii e e e s bbb ee st e et aev et et an e es e e se st esesee s st s eeeeee e e 6q(2
9
h Number of patrticipants who terminated employment during the plan year with accrued benefits that were
1688 thaN 100% VESEA ...ruiesussiiresiirieiiis ittt st as e s as bttt neeesesses e eesses e se e sesasssns 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)

(1) Insurance (1 Insurance

(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts

(3) Trust (3) Trust

(4) General assets of the sponsor (4) General 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
(1 [] R (Retirement Plan Information) (1) ['] H (Financial Information)
2 Fi ial Inf ion —

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D I (Finanial Information — Small Plan) 1
Purchase Plan Actuarial Information) - signed by the plan (3) E A (Insurance Information) — Number Attached __+
actuary 4) EI C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)

Information) - signed by the plan actuary

4) D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2024) Page 3

| Part Ilﬂ 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.) crvcvvvrvenrereeenerineeceneneens || 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.) ........... D Yes |:| No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual 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
Recelpt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Recelpt Confirmation Code




SCHEDULE A Insurance Information
(Form 5500)

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

OMB No. 1210-0110

Department of Labor
Employee Benefits Security Administration

P File as an attachment to Form 5500,

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending 02/28/2025
A Name of plan B Three-digit
EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYEE plan number (PN) ) 501
BENEFIT PLAN
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
EAGLES LANDING OB/GYN
ASSOCIATES, P.C. 58-2350290
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

National Health Insurance Company

{e) Approximate number of Policy or contract year
b) EIN (e) NAIC . (d). ‘Coptract or ersons covered at end of
(b) code identification number P policy or contract year (fy From (9) To
74~-1541799 00000 1241493 20 03/01/2024 02/28/2025

2 Insurance fee and commission information. Enter the total fees and total commissions palid. 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

16,092 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

UNITED PRODUCERS GROUP LLC
1031 CHUCK DAWLEY BLVD

STE 5
MT PLEASANT SC 29494
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢} Amount (d) Purpose (e) Organization code

4,235 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

RSC INSURANCE BROKERAGE INC.

160 FEDERAL ST

BOSTON MA 02110

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
11,857 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024

Page 2 —

(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

(e)

Organization

commissions paid (¢) Amount {d) Purpose codo
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (¢} Amount (d) Purpose code

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

{b) Amount of sales and base

Fees and other commissions paid

(e)

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)
A s g @ Amoun (@ Pugess
{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
commissions paid

(c) Amount

(d) Purpose

Organization
code




Schedule A (Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be 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 .........ccoevveevvineviriiiisiiiiieeeeens 4
5 Current value of plan's interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a State the basis of premium rates b
B Premiums Pait 10 CAITIE c.ue.cvurerssieeceseeeecessisissesssessssis s sese et esesseseese e seseaesesssesessssssesssessesssssseessseseeeesssesesses 6b
€ Premiums due but unpaid at the end Of the YEAN .......ccoviiiieiei ettt et sese e e ren 6¢
d Ifthe carrler, service, or other organization incurred any specific costs in connection with-the acquisition or 6d
retention of the contract or Policy, eNter AMOUNL. ........cc.uccciiii ettt st e s e e ees e eeaeeseereesenes
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration 2) D immediate participation guarantee
3) D guaranteed investment 4) D other b
b Balance at the eNd 0F the PIrEVIOUS YEAI .........c.veieereeieresiireeeieserseeseesseseeieeesseeseseresssasesssesssssessesssessessesssesesessons I 7b
C  Additions: (1) Contributions deposited during the year .... we | Te(1)
(2) DIVIdENdS ANd CrEitS.....cvcrueeeceeceece e ettt eer e 7¢c(2)
(3) Interest credited during the YEar.......iiereeeeiiceee s eeesereeneenenn. 7¢(3)
(4) Transferred from SEParate ACCOUNL .....cc.c.iccrevereiierereeeeeeeereereeseesseseaeans 7c(4)
(5) Other (SPECITY DEIOW) .....cvuevrivcreciesieeee s s sttt ser e ae e 7c(5)
4
(B)TOLAI BAUIIONS .......eveeeeseiee ettt a bbb e ebe s bbb bbb sttt sttt ee et et se e s e s et seaseensns s eeneseseesans 7¢(6)
d Total of balance and additions (add lINES 7B AN TCB)). ........c.e.eveveerererreeremmeserisreseereeeseresessssessessseessesesesssssssssses 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Cartier.......c.c.ouviiivereeriineie s sseseenenens 7e(2)
(3) Transferred to separate account.... .. | 7e(3)
(4) Other (SPECIFY BEIOW) ......eevrevrieeeriireresrestee s sese s st sese e nseseerersesenes 7e(4)
4
(5) TOLAI ABUUGHIONS ... ervceeeecreeinseinirererssssseseb s st s e sass e ssse st sts b st et st se st ene e sete s enseeeesaeeseressseesasansen s 7e(5)
f Balance at the end of the current year (subtract ing 76(5) from € 7d) .......ccc.crvereerererereerivressseresssesssissssseens 7f




Schedule A (Form 5500) 2024 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

d D Life insurance

h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMount receiVed .........couvvmneccnrirereninine e rss s 9a(1)
{2) Increase (decrease) in amount due but UNPAIL ...coue..vrveeeeeivrersrieenis 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........ooveeeeeeeessenn. 9a(3)
Y () R v T ) | 9a(4)
b Benefit charges (1) Claims Paid............cooeevrereeerersirrserereeessesessesessnsessnns 9b(1)
(2) Increase (decrease) in ClAIM rBSEIVES......couciiviveie e eceeseiererans 9b(2)
(8) Incurred claims (add (1) and (2)) 9b(3)
(4) ClaIMS CRATGEQ......ciiietiiiiiiicic ettt et sttt st e eeserensere e setenas st entesesesesseseseens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS 1.vvvereenrriieiiinrisire e ceee st eee et ere e es e er e e et e 9¢c(1)(A)
(B) Administrative service or Other fBES ........cocevvriveeeersiesisvessserssreasas 9c(1)(B)
(C) Other specific aCqUISTtION COSIS.......ivvviiieirices e s s e era e 9¢(1)(C)
(D) ONEr BXPENSES ......cevvvvviisiresseeeeeerseeesereseeseeseeerestesseseseesesseseessons 9c(1)(D)
(E) TAXES..cuuireeuresieesiesesese st ssssss e eeses s eseoses et ees e aesseran e esons 9¢c(1)(E)
(F) Charges for risks or other contingencles .......c...ceeeveneeeerssnens 9c(1)(F)
{G) Other retention ChAIGES .......u.cveriieseesiescteeeeeeeeerseesseeesessssereseanns 9¢c(1)(G)
(H) TOLAI FEEBNTON......ccuiii ittt st b s e ren et s e e s e e st et st st b et esessretesateteseeseestseens 9c{1)}(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).....ccceeeennnns 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
{2) ClaAM FESEIVES .....evrve e er et eieeees s ts sttt et e bbb e st sabe st caes st et e e em et et eneeess et et e esemsese et et oe et esesesonse st ats 9d(2)
() OFher IBSEIVES ....uevvs vt cere ettt et ettt s er e s eeeeeee e ——— 9d(3)
€ _Dividends or retroactive rate refunds due. (Do not include amount entered in 1ing 96(2).).......c..coveververevrrens 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAMBE.............ccveiivereererereereseserss oo e serstesse s st seseeeeseeee e 10a 169,404
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 I, line 2 above, report amount. .......c.cccocvvvvrenn. 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?.............

Yes

DNO

12 f the answer to line 11 is “Yes,” specify the information not provided. » Carrier did not provide

NAICS code




SCHEDULE C Service Provider Information OMB No. 12100110

(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Setvice Retirement Income Security Act of 1974 (ERISA).
This Form is Open to Public
Department of Labi . P u
Employee B:r?:ﬂtrsng:czrityaAZLﬂnlstrauon » File as an attachment to Form 5500, Inspection.

Penslon Benefit Guaranty Corporation

For calendar plan year 2024 or fiscal plan year beginning 03/01/2024 and ending 02/28/2025

A Name of plan B Three-digit

EAGLES LANDING OB/GYN ASSOCIATES, P. C. EMPLOYEE plan number (PN) » 501
BENEFIT PLAN

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

EAGLES LANDING OB/GYN 58~2350290

ASSOCIATES, P.C.

| Part1 | 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).. . ............. D Yes No

b If you answered line 12 “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 cr 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
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(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

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 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)

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

NATIONAL HEALTH INSURANCE COMPANY

74-1541799
(b) (c) () (e) (f) (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-,
13
[TPA Yes D No Yes D No D Yes D No D
68,692

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

NATIONAL GENERAL INSURANCE COMPANY

43-0890050
(b) (c) (d) (e) () (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-.
13
A Yes [| No Yes [ | No [] Yes [| No []
36,333
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) () _ (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

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

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

provider give you a
formuta instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes l:] No |:|
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. 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)

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

(b) (c) (d) (e) (f) (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-,
YesD NoD YesD NoD Yesl:l NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employet, 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-.
YesD No[] YesD No|:| YesD NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (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
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan

sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-,

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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| 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.

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

{b) Service Codes
(see instructions)

(c) Enter amount of indirect
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
(see instructions)

(c) Enter amount of indirect
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.

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

(b) Service Codes
(see instructions)

{(c) Enter amount of indirect
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.




Schedule C (Form 5500) 2024

Page 5 -[:]

[ 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.

(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 address 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)

() 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
Setrvice
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

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

(b) Nature of
Service
Code(s)

() Describe the information that the service provider failed or refused to
provide
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Partlil | 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:

€ Position:

d Address: € Telephone:

Explanation:




