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 05/01/2024 and ending  04/30/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: 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
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
04/16/2007

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) 58-2328421

PIEDMONT OFFICE REALTY TRUST

5565 GLENRIDGE CONNECTOR
SUITE 450
ATLANTA, GA 30342

2C Plan Sponsor’s telephone
number
770-418-8610

2d Business code (see
instructions)
531120

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. 12/03/2025 LISATYLER
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 D Same as Plan Sponsor 3b Administrator’s EIN
PIEDMONT OFFICE REALTY TRUST 3C Administrator's telephone
5565 GLENRIDGE CONNECTOR number
SUITE 450 770-418-8610
ATLANTA, GA 30342
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 153
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) 153
a(2) Total number of active participants at the end of the plan year ... 63_(2) 144
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 144
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4A 4B 4D 4E 4F 4H 4L 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 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
(@) D R (Retirement Plan Information)

2 D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan

actuary

3) D SB (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

4 D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

b General Schedules

1) D H (Financial Information)

2) D | (Financial Information — Small Plan)

?3) A (Insurance Information) — Number Attached
4) @ C (Service Provider Information)

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

(6) D G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

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

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

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

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

Receipt Confirmation Code




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

of the Treasury

Department of Labor

Employee Benefits

Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501

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

PIEDMONT OFFICE REALTY TRUST

58-2328421

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH

AND 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
59-1031071 67369 3333216 144 05/01/2024 04/30/2025

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

12940

134147

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

MCGRIFF INSURANCE SERVICES INC

P O BOX 896620
CHARLOTTE, NC 28289

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

12940

134147
AGENT PAYMENTS

BENEFIT ADVISOR PAYMENTS SERVICE/GENERAL 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
commissions paid

Fees and other 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 D PPO contract

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I B[ 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 3424444
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)

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

OMB No. 1210-0110

» 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 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit

PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

PIEDMONT OFFICE REALTY TRUST 58-2328421

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
CORPCARE ASSOCIATES INC

(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
58-1961695 00000 PIEDMONT 144 05/01/2024 04/30/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid
0 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

(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
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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




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 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 |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m B Other (specify) » EMPLOYEE ASSISTANCE PROGRAM

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 4328
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 B No

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PIEDMONT OFFICE REALTY TRUST

Part |

58-2328421

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

LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 SGM607973 144

descending order of the amount paid.

01/01/2024

12/31/2024

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

(a) Total amount of commissions paid

7352

(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
MCGRIFF SEIBELS AND WILLIAMS

3400 OVERTON PARK DRIVE

(b) Amount of sales and base
commissions paid

SUITE 300
ATLANTA, GA 30339

(c) Amount

Fees and other commissions paid

7352

(d) Purpose

(e) Organization code

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

commissions paid

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

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




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 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 |:| Health (other than dental or vision) b D Dental c D Vision d Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract I D Indemnity contract

m B Other (specify) P BASIC LIFE SUPPLEMENTAL LIFE DEPENDENT LIFE

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 73520
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 B No

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PIEDMONT OFFICE REALTY TRUST

Part |

58-2328421

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

LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 SGD0608467 144

descending order of the amount paid.

01/01/2024

12/31/2024

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

(a) Total amount of commissions paid

4280

(b) Total amount of fees paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

MCGRIFF SEIBELS AND WILLIAMS GA

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

3400 OVERTON PARK DRIVE

(b) Amount of sales and base
commissions paid

SUITE 300
ATLANTA, GA 30339

(c) Amount

Fees and other commissions paid

4280

(d) Purpose

(e) Organization code

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

commissions paid

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

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




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 D Dental c D Vision
e D Temporary disability (accident and sickness) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d 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 42803
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
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 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PIEDMONT OFFICE REALTY TRUST 58-2328421
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
LIFE INSURANCE COMPANY OF NORTH AMERICA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-1503749 65498 SHD500350 144 01/01/2024 12/31/2024

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

(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

(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 D Dental c D Vision
e B 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 3214
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
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 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PIEDMONT OFFICE REALTY TRUST 58-2328421
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
NEW YORK LIFE GROUP INSURANCE COMPANY OF NEW YORK

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-2556568 64548 NYDO0600548 144 07/01/2024 06/30/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

(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 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 [X Other (specify) » STATUTORY DISABILITY

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 1006
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Insurance Information
OMB No. 1210-0110

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

Department of the Treasury
Internal Revenue Service

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 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
PIEDMONT OFFICE REALTY TRUST

D Employer Identification Number (EIN)
58-2328421

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5581829 65978 0130691 10 05/01/2024 04/30/2025

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

105

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

MARSH AND MCLENNAN AGENCY LLC

P O BOX 70
WEST POINT, GA 31833

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

48

3

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

USI INSURANCE SERVICES LLC

4605 COLUMBUS STREET
VIRGINIA BEACH, VA 23462

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

37

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

MCGRIFF INSURANCE SERVICES P O BOX 896620
CHARLOTTE, NC 28289

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
12 3

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

USI INSURANCE SERVICES LLC P O BOX 66119
VIRGINIA BEACH, VA 23466

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
8 3

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

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

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

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

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

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




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 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 [X Other (specify) P DISABILITY INCOME

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 6207
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501

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

PIEDMONT OFFICE REALTY TRUST

Part |

58-2328421

D Employer Identification Number (EIN)

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

PROVIDENT LIFE AND ACCIDENT 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
62-0331200 68195 0008529782

17 01/01/2024

12/31/2024

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

349

(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
MARSH AND MCLENNAN AGENCY LLC

(b) Amount of sales and base

11330 LAKEFIELD DRIVE
SUITE 100

JOHNS CREEK, GA 30097

commissions paid

(c) Amount

Fees and other commissions paid

278

(d) Purpose

(e) Organization code
3

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

(b) Amount of sales and base

2502 N ROCKY POINT DR
SUITE 400

TAMPA, FL 33607

commissions paid

(c) Amount

Fees and other commissions paid

43

(d) Purpose

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

(e) Organization code
3

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
USI INSURANCE SERVICES LLC

6100 FAIRVIEW ROAD
SUITE 800

CHARLOTTE, NC 28210

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
28 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

(b) Amount of sales and base

Fees and other commissions paid (e)
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 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 [X Other (specify) » CRITICAL ILLNESS

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 7302
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501

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

PIEDMONT OFFICE REALTY TRUST

D Employer Identification Number (EIN)
58-2328421

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

UNUM LIFE INSURANCE COMPANY OF AMERICA

(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
01-0278678 62235 068727-0001 152 01/01/2024 12/31/2024

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

9468

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

MCGRIFF INSURANCE SERVICES INC

EB COMMISSION
P O BOX 896620
CHARLOTTE, NC 28289

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

9468

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311
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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




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 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 [X Other (specify) » GROUP LONG TERM CARE

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 47340
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

Employee Retirement

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

Income Security Act of 1974 (ERISA).

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501

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

PIEDMONT OFFICE REALTY TRUST

58-2328421

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
VISION SERVICE PLAN

(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
36-3560825 32395 30003092 144 05/01/2024 04/30/2025

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

2006

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

MCGRIFF SEIBELS AND WILLIAMS GA

P O BOX 896620
CHARLOTTE, NC 28289

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1437

3

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

MARSH AND MCLENNAN AGENCY LLC

7701 AIRPORT CENTER DRIVE
GREENSBORO, NC 27409

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

569

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




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 D Dental c @ Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k 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 34125
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




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 05/01/2024 and ending  04/30/2025
A Name of plan B Three-digit
PIEDMONT OFFICE REALTY TRUST WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PIEDMONT OFFICE REALTY TRUST 58-2328421

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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Schedule C (Form 5500) 2024

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

CIGNA HEALTH AND LIFE INSURANCE CO

(h)

(e)

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

®)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

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

Yes No D

Yes B No D

Yes No D

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

(h)

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan

sponsor)

()

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

(9)
Enter total indirect
compensation received by

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

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

Yes D No D

Yes D No D

Yes D No D

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

(h)

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

59-1031071
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
121331 MEDICAL FEES 3575
384950
56 62
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

enter -0-.

by the plan. If none,

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which th
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

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

e

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

Yes D No D

Yes D No D

Yes D No D
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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
CIGNA 12 13 31 38 49 50 56 62 0

(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.

CASTLIGHT HEALTH

FOR CALENDAR YEAR 2024, CIGNA RECEIVED INDIRECT
COMPENSATION FROM THIS VENDOR OF
APPROXIMATELY $3.24 PER PARTICIPANT

26-1989091
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(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.

OMADA HEALTH INC

FOR CALENDAR YEAR 2024, CIGNA RECEIVED INDIRECT
COMPENSATION FROM THIS VENDOR OF
APPROXIMATELY $1.23 PER PARTICIPANT

45-2355015
(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
CIGNA 12 13 31 38 49 50 56 62 0

(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.

VISION SERVICE PLAN

06-1227840

FOR CALENDAR YEAR 2024, CIGNA RECEIVED INDIRECT
COMPENSATION FROM THIS VENDOR OF
APPROXIMATELY $0.67 PER PARTICIPANT
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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
CIGNA 12 13 31 38 49 50 56 62 0
(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.

SAGAMORE NETWORK HOSPITAL 11595 NORTH MERIDIAN STREET FOR CALENDAR YEAR 2024, CIGNA RECEIVED INDIRECT
SUITE 600 COMPENSATION FROM THESE HOSPITALS OF
CARMEL, IN 46032 APPROXIMATELY $0.06 PER PARTICIPANT
(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:




Form 5500 Annual Return/Report of Employee Benefit Plan O o ZIRA1IS
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

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
Em[’lgp:;“g::;g{ '-;:g"lm » Complete all entries in accordance with
B ittt 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 05/01/2024 and ending 04/30/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
' o employer information in accordance with the form instructions.)
a single-employer plan/ D a DFE (specify)
B This return/report is; D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, CheCk here. . . .. ... ..\ttt et e » D
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. .. .......oovviivnenninwn » D

Part i I Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit plan
p e L 501~

Piedmont Office Realty Trust Welfare Plan number (PN) »

1c Effective date of plan
04/16/2007 /

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) J/
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 58-2328421

Piedmont Office Realty Trust
2c¢ Plan Sponsor's telephone

number )

(770)418-8610~
55.65 Glenridge Connector ra 2d Business code (see
Suite 450 instructions) "
Atlanta GA 30342 - 531120

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 attachmer)ts as well as the electronlc yersmn of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

4 - ;' i A
SIGN 4 ‘) { AN “,{)___L/"' /‘/ , .ACAS Lisa Tyler
HERE, o -—
“1-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 D Same as Plan Sponsor 3b Administrator's EIN
Piedmont Office Realty Trust 58-2328421
3¢ Administrator's telephone
number -

(770)418-8610

5565 Glenridge Connector
Suite 450 4
Atlanta ca 30322 7~

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 ! 153

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 ... s 6a(1) 153
a(2) Total number of active participants at the end of the plan year ........c.ccccvvvvieiiciiccc s 6a(2) 144
Retired or separated participants receiving DENEFItS ........ccoviriveiiiiieninreeiisr e e b e s sn s s 6b 0~
c Other retired or separated participants entitled to future benefitS........ccccc v 6¢c 0.
d Subtotal. Add lines 6a(2), 6D, ANT BC. ......cccceiiiiiiiiiiieie e e 6d 144
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .....c.cccovvvreeiiieiiicicicnenns 6e
f Total, Add [INES BA ANG B@. ....oviveviiiriirtiirtiietiiiesiaee e bt et sr s e e be s ese e asse e e se b eaebebeRese et eas fese s bbb aa e e b ebeeebebebereas sen e eeebebeneaes 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 COMPIEte thISTOIN ) iciuussmvasmumsvssvsnmsnisivneissois s vy s s s soRs oo s oo aawssnss TTy o450 S0 o3 PV Vs VoA s S S Vs g -
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g comMPplete thiSiOM) s ssmrnssssmmmvas e s v o s ST 48 AR T oS SRS B SV IS TR0 ¥R ST SRV e 69(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% VESHE....u..uviusirmissisinssmmsiusassnses issiorsasessis ins ressrss sonsiesass s s 365 o s e 3553 4 8 ¥ E3T G T s v s 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 Ifthe plan prpvides,welﬁar‘e ber}eﬁts, enter the ap"plicabﬂle welfare feature codes from the List of Plan Characteristics Codes in the instructions:
S /- / ’ /
4A 4B 4D 4E 4F 4H 4L 4Q

9a Plan funding arrangement}kréck all that apply) 9b Plan benefit arrangement (checli_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 e (3) Trust ,~
(4) General assets of the sponsor / (4) General assets of the sponsor el

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) D R (Retirement Plan Information) (1) D H (Financial Information) /
2 I (Financial Information — Small Plan
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money ) D ( ) 10 /
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) — Number Attached _~~
BcHuAry (4) C (Service Provider Information)

(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5)
Information) - signed by the plan actuary
(4) D DCG (Individual Plan Information) — Number Attached (6)

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

D (DFE/Participating Plan Information)

I I S

G (Financial Transaction Schedules)

4Q = Accidental Death and Dismemberment



Form 5500 (2024) Page 3

| Partlll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to theiﬁcsﬁ:n M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) weovrerveessnenncnneneneeeens L] 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 [] 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 Farm 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 Insurance Information
OMB No. 1210-0110
(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).
D t of Lab:
Employee B:::&;ngr;czrltyaAg:nlnlstration P File as an attachment to Form 5500.
i This F is O to Publi
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information s orw‘;s;)e;?:n o Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421
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

Cigna Health and Life Insurance Company

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)

b) EIN T M d at end of

(®) code identification number pegiﬁg; g?gi;etragt ;}:aro (f) From (g) To
59-1031071 67369 3333216 144 05/01/2024 04/30/2025

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 /
12,9407 134,147

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
McGriff Insurance Services Inc
P O Box 896620

Charlotte NC 28289

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

commissions paid (c) Amount (d) Purpose (e) Organization code
Benefit Advisor Payments

; Service/General Agent Payments
12,940/ 134,147 |/ 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

(b} Amount of sales and base
commissions paid (c) Amount {d) Purpose

()
Organization
code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid (c¢) Amount {d) Purpose

{e)
Organization
code

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

Fees and other commissions paid

(b} Amount of sales and base

(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)
{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 QOrganization
commissions paid (c) Amount {d) Purpose code
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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 ..........c.coovceeecrmroemsnsnrosees 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........cocovereeeireeiioseriersienes 5

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

D Premiums Paid 10 CAITIET ......coovivviviecisceeeetcecae e ter s ss et eass bbbt s et bbb s s s ansnensaen s esemrenons 6b

C  Premiums due but unpaid at the end of the YEar ..........ccccivrn e s 6¢c

d I the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter aMOUNL. ..o 6d
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: ()] D deposit administration ) D immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the end OF the PIEVIOUS YBAI .............c.cce.evvereveremeererieieerenisesvaresivsssssssvassssiessessrsassserarsiessassssessssssrones | 7b
C Additions: (1) Contributions deposited during the Year ............ccuevenninnns 7¢(1)
(2) Dividends and credits.............. e 1 7¢(2)
(3) Interest credited QUIING the YEaT.........ccccuv oo seesesesssaresee e 7¢(3)
(4) Transferred from SEParate aCCOUN ..........ceeviveerriversceeneesetensessneesesensne 7c(4)
(5) Oher (SPECHY BBIOW) .....vuveceerieieieeerieeve s et esret st erenvesessesvens 7¢(5)
>
(BYTOLE! OAHIONS 1vvvvrovevrvsreersernesnesesssensessssrasasesosessimiessesserassssesrassss s ssRE e R eR ek s bbb st e 7¢(6)
d Total of balance and additions (2dd ines 7B and TC{B)). ..cvovvrveeirrinueirierenierrrisee st esssssessssrsrsmsessisens | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge Made DY CarTIEr...........vcecrieveeeerssosesesenses s sseeenss 7e(2)
(3) Transferred to separate account . 7e(3)
(4) Other (SPECITY DEIOW) .....cvcvivereiveriececieres e eis e sssserassssss e snssssneas 7e(4)
»
(5) TOAE AEAUCHONS ..vvevveevseveeetseee v osictess e as e sesssssesasssssssesessstassssanssssseessessssesenssssnsesssbensassasarasesssastssnsses 7e(5)
f Balance at the end of the current year (subtract ine 7e(5) from ine 7d)............c.covvervevvevnienivesrcsresrrisirseeses | 7f
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Part lll | 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 @ Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i D Stop loss (large deductible) j D HMO contract k D PPO contract

m D Other (specify) »

d D Life insurance
h D Prescription drug

| @ Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET w...vivererirerisieeereissesesesseseseseresesesseseses s 9a(1)
(2) Increase (decrease) in amount due but unpaid ........ 9a(2)
(3) Increase (decrease) in unearned premium reServe .........cccoeeveeevenee. 9a(3)
(4) EAMEA (1) + (2) - (3)) +.evereeerrorveeesesermssesesssssseesessessesesssesesseesees st ses e ssssss e ssss st esssssssssss st ssseess | 9a(4)
b Benefit charges (1) Claims Paid........c.cocouverveeieeviiecsieeeeseesesesess e 9b(1)
(2) Increase (decrease) in Claim rESEIVES........ocuvveiiereninriresvesessereesneannes 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) ClAIMS CHAIGEA .. ..eviieieiresieitiseesteisre s creeseseestestesbess e et s eeeseenesssessens s s es e ss s esseneeraessassessensessenseneeseanessenssarens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS 1.vvvevcranreeseenecessecreesssrsseessesressessssnessesseesassessserssanens 9c(1)(A)
(B) Administrative service or other fEeS .........cocvvviveveeeeeeerniie i 9¢(1)(B)
(C) Other Specific aCQUISHION COSES ..........vvveeeeerreseesceescereeneessenesees 9¢(1)(C)
(D) OthEr EXPENSES .....o.vveieiriieiseesiessessesssissessrss s s s ensesanes 9¢(1)(D)
(E) TaXes...mscisussssmusssssmmsiy sessss s meaniisimgsis o | 9c(1)(E)
(F) Charges for risks or other contingencies ..........cccocoiivivieniiinnnnne. 9c(1)(F)
(G) Other retention Charges.:::ssssswsssssssssmsssssmssssssssmess sy 9c(1)(G)
(H) TOtAI FEEENEION. ....euveueiirietiietcvetett st eestss s se et asee et aa e s e ae s e s e b e sae ek s e beer s b s e s esemeeee st encossn e e enene 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......ceennns 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClalImyr@SOIVES «vessvuyssnssussvsssnvsssvisvesssmssiss vissusess sves s 5w 5398543 83 ar HT0 S SRINES RV ERS B0 IR ST O F o LSRR PV eRRE s s 9d(2)
(B) OUNET FESEIVES .....vviveiieteieisisirs e sas et b et s eres s s s st st bbbt e bt 4ot n et se et ab et r e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArmIEr........cvviiioviiveiiiree e e 10a 3,424,444
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. ............c.c.ooeeeee 10b

Specify nature of costs.

‘ Part IV I Provision of Information

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

D Yes

No

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




Cigna Health and Life Insurance Company A
A Cigna company bhyed 4
Hartford, CT 06152 :)(w CIgﬁﬂ*

Schedule A Insurance Information
Information Required for Completion of Form 5500 Schedule A by Plan Sponsor or Administrator

A. Plan Name PIEDMONT OFFICE REALTY TRUST B. Three-Digit Plan #(PN) Plan will Provide

C. Plan Sponsor's Name: Plan will Provide D. Company Identification Number: Plan will Provide

Partl Information Concerning Insurance Contract Coverage, Fees and Commissions (Summary of All Insurance Contracts Included in Part 1IT)
1. Coverage Information (a) Name of Insurance Carrier;Cigna Health and Life Insurance Company and affiliates (“Cigna”)
(©) EIN (©) NAIC Code |(@ Contractor (e) Approx.no.of persons covered . Policy/Contract Year T
53.1031071 67369 Identification Number at end of policy or contract year (f) From {g) To
i 3333216 144 Employees 05/01/2024  —  04/30/2025
2. Insurance fees and commissions information. Enter total fees and commissions paid
(a) Total Amount of commissions paid $12,940 | (b) Total Amount of fees paid $134,148

3. Persons receiving commissions and fees. Fees and commissions paid

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

(b) Amount of sales and
base commissions
paid

(¢) Amount* (d) Purpose” (e) Organization code

*Refer to footnotes for incentive $$ amounts and
purpose as applicable

7

Non Experience - Rated

MCGRIFF INSURANCE SERVICES LLC,

/ .
PO BOX 896620 CHARLOTTE,NG.28280 30 $2,’436 Service/General Agent Payments grggr" ance Agent or
MCGRIFF INSURANCE SERVICES LLC, 7 e
PO BOX 896620,CHARLOTTE,NC, $12,940 - $131,711 Benefit Advisor Payments
282896620 ’ .
Part il Invesiment and Annuity Contract Information This section not applicable to this Plan

Outstanding Monies Due > $0 contract number of identification > same as 1d

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 organization(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.

(a) M Health (Other than dental or vision)

(e} O Temporary Disability (accident and
sickness)

(i) [ Stop Loss (Large deductible)

(m) J Other (Prepaid Dental)

(b) ] Dental
(H O Long- Term disability
() O HMO contract

{¢) O Vision
(g) 11 Supplemental Unemply
(k) &1 PPO Contract

(d) 0 Life Insurance

8. Benefit and
IContract information

(h) O Prescription drug
() B Indemnity contract

9. Experience-Rated Contracts This section not applicable for this Plan

(a) Total premiums or subscriptions charges paid to carrier $3,424,444

. Premium Due as of 06/18/2025 $0

10. Nonexperience- 15y i the carrier, service or other orgamization incurred any Specific costs in connection with the
rated contracts acquisition or retention of the contract or policy, other than reported in Part |, item 2 above, report
amount
Specify nature of costs

PART IV Provision of Information
11. Did the insurance company fail to provide any information necessary to complete Schedule A? [IYes No

12. If the answer to line 11 is "Yes", specify the information not provided. > Answer "Not Applicable”

Comments

THE INFORMATION REFLECTED IN THIS REPORT IS ACCURATE AND COMPLETE BASED UPON INFORMATION AVAILABLE TO CIGNA COMPANIES
AT THE TIME THIS REPORT IS PREPARED AND IS CERTIFIED AS BEING COMPLETE AND ACCURATE,

NOTE TO POLICYHOLDERS: You may have responsibilities under law to determine whether the information contained in this report could be used to identify
individuals either when combined with other information that you have or in any other manner and, if so, to take appropriate protective steps.

"Cigna" is a registered service mark and the "Tree of Life" logo is a service mark of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its

operating subsidiaries. All products and services are provided by such operating subsidiaries and not Cigna Corporation. Such operating subsidiaries inciude
Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, and HMO or service company subsidiaries of Cigna Health Corporation

and Cigna Dental Health, Inc.
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Cigna Health and Life Insurance Company b, .
A Cigna company it 4
Hartford, CT 06152 )( ) Clgnan

Schedule A Insurance Information - Footnotes
Information Required for Completion of Form 5500 Schedule A by Plan Sponsor or Administrator

A. Plan Name PIEDMONT OFFICE REALTY TRUST B. Three-Digit Plan #(PN) Plan will Provide
C. Plan Sponsor's Name: Plan will Provide D. Company Identification Number: Plan will Provide
Part| Information Concerning Insurance Contract Coverage, Fees and Commissions (Summary of All Insurance Contracts Included in Part I1l)
1. Coverage Information (a) Name of Insurance Carrier:Cigna Health and Life Insurance Company and affiliates ("Cigna”)
Policy/Contract Year
() EIN (©) NAIC Code (d) Contract or (e) Approx.no.qf persons covered ® From @ To
Identification Number at end of policy or contract year
59-1031071 67369
3333216 144 Employees 05/01/2024 - 04/30/2025

Part |, line 1a: "Name of Insurance Carrier”, (b) "EIN", (c) "NAIC Code" - The plan to which this report applies may be funded by contracts issued by more than one
Cigna company each of which is an "insurance carrier." The issuance of multiple insurance carrier contracts is necessary to cover individuals who participate in the same
plan but reside in different geographic locations. As the Cigna companies whose contracts fund the plan are grouped as a single unit by Cigna for purposes of
underwriting the plan, combining the information with respect to these individual contracts in this report will provide more meaningful insurance information for the
Schedule A. The individual contracts of the Cigna companies are grouped as a unit for purposes of this report. To reference individual contracts please refer to the
Schedule A Appendix pages contained within this reporting package, if applicable.

Part |, line 2a, 2b: The following/amounts were paid to your broker(s) / consultant(s) during the contract year:

Commissions:  $12,940 General Agent Fees: $0 Benefit Advisor Fees: $131.711 - /’

Part |, line 3c: Incentive compensation payments based upon persons/members in your plan and/or lump sum amount: $2,436 (Broker and General Agents combined)
attributable to your plan for the 2024 calendar year. These amounts are funded from Cigna companies general overhead.
Contact your broker/consultant for further details.

In addition to the Commissions/Benefit Advisor Fees reported, Cigna enters into compensation programs under which certain agents and brokers provide our companies
with market intelligence produce and service feedback, and other services that enable us to conduct our business more effectively. Qualification for payments and the
amount of those payments may be based on new business and persistency results. Unless otherwise noted, this compensation is not allocated to specific policies, is
funded form our general overhead, and is not required to be reported on Schedule A. Your agent or broker may also have participated at our expense, in events we
sponsor to inform them on our products and services. Contact your agent/broker for specific information about their participation.

The contract holder is not entitled to a return of any premium or other payment made to Cigna company unless the Cigna company agrees otherwise in writing. The
Cigna companies may use payments received for any purpose in its sole discretion.

If the contract holder is a Public Entity located in California, you are asked to forward this report to the governing board.

Part 1, line 2a, 2b, 3b and/or 3c: Represents the amount of Commissions/Benefit Advisor Fees paid during the contract year. This amount is reflective of payments made
during the contract year that may be attributable to multiple contract years.

Part 1, line 3b and/or ¢: May include prior year Commissions/Benefit Advisor Fees not previously reported.

Part 1, line 3b and/or c. There may be adjustments made to Commissions and/or Benefit Advisor Fee payments outside the policy period that are not reflected on this
form.

Line 10a: May reflect amounts paid for surcharges on provider charges or other assessments imposed under applicable state law.

Line 10a: Includes payments by State Continuants of $Qadministered by Cigna and applicable to your account.

o |f applicable and provided with this reporting, the Appendix fo Schedule A entities' allocation is based on averaged premium, Commissions/Benefit Advisor Fees and
available lives.

e If applicable and provided with this reporting, the Appendix to Schedule A entities' allocation for broker/general agent Commission/Benefit Advisor Fee amounts do not
include Platinum/Supplemental bonus payments as they are paid lump sum to brokers/general agents and are included on the Schedule A summary page reporting.

o If applicable and provided with this reporting, the Appendix to Schedule A entities' reports the number of employees covered rather than employees and dependents.
Subscriber and membership information is available for your contract policy year on the employer portal at www.cignaaccess.com, report titled, Subscriber and
Membership Reporting.

e The premium reported does not reflect the rebates, if any, under the Patient Protection and Affordable Care Act that may have been paid for any prior plan year.

e Premium also includes taxes, fees and assessments imposed under the Patient Protection and Affordable Care Act.

Page 2



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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration b File as an attachment to Form 5500.
This F isO to Publi
Penslon Benefit Guaranty Corporation » Insurance companies are required to provide the information - orrlr:‘;spe&ie:n B Filbite
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Nameof plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421
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

Vision Service Plan

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)
) EN code identification number persons conarad:al and of (f) From (g) To
policy or contract year
36-3560825 32395 30003092 144 05/01/2024 04/30/2025

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
~2,0061 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
McGriff Seibels and Williams GA
P O Box 896620

Charlotte NC 28289
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
L437/ 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Marsh and McLennan Agency LLC
7701 Airport Center Drive

Greensboro NC 27409
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
S/
/
569 V| 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 (¢) 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
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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 .....o.cocoovrvornrcnnmonirsinncenonens 4
5 Current value of plan's interest under this contract in separate accounts at year end..........cooviionninns 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
B Premiums Pait t0 CAITIEN ...ivvrieiiiiseisceieeeecsseae e esssbs et s st sas st et be s a0 e s ensan s s sesens s regrnbessntanbontas 6b
€ Premiums due but unpaid at the end of the Year ... 6¢
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, 8nter @aMOUNL. ......cee v eecicee e e
Specify nature of costs P
e 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 »
b Balance at the end 0f the PIrEVIOUS YBAI ............covvvvveererrivieesessseseessseesosonssonssssessesestmssastesssesssassrsssssssssarssseses | 7b
C  Additions: (1) Contributions deposited during the year ...........c.ceeevrvveeevenn. 7¢(1)
(2) Dividends and credits............. o | 7e(2)
(3) Interest credited dUring the Year.........c.coevvvereerevnmensee s ensaseens 7¢(3)
(4) Transferred from s8parate aCCOUNT ... ..o ereeemremrssnrnsessssnsnrsesssnens 7c{4)
(5) Other (SPECITY DEIOW) ....vuvrereereeriirierisesessesesasiesenssssssesessssssssessnsassnes 7¢(5)
>
(BYTOLA! AAUIIONS .v.vvveveeesceeeeceeeereseeesnsseneeeseeecenessers et e se e sr b renes e me st b b 7¢(6)
d Total of balance and additions (add ines 7b @nd TC(B)). ....v..ecvervrverrrreereres e ces st sr s sesrirerensans | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge Made DY CAITIET .........cc.ivrverrerrereerreresreseesssreenrennes 7e(2)
(3) Transferred to separate account e | 7e(3)
(4) Other (SPECITY DEIOW) ...vueeeeeriesicres it issscberetesaemterasenessessnsesanns 7e(4)
>
(5) TOAl ABAUCHONS ....v.vvvse e s eres e sesessseenesesnssesscessesess sssessassosessensanssssssansansssesssassnsssssssssanessrsnsesesssssassssessees 7e(5)
f Balance at the end of the current year (subtract [ine 7e(5) from N Td).........crvevierereereecirereirrinieicireesrsniaseane l 7f
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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 D Health (other than dental or vision)
e [___] Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m D Other (specify) P

b D Dental
f D Long-term disability
j D HMO contract

Cc @ Vision

k D PPO contract

g D Supplemental unemployment

d D Life insurance

h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMOUNt r€CEIVEM .....c.uvviriirerirrireineerire s essesesienesseerennes 9a(1)
(2) Increase (decrease) in amount due but unpaid . 9a(2)
(3) Increase (decrease) in unearned premium rESEIVe .......c.ccvevververecvennns 9a(3)
(4) EANEd ((1) # (2) = (3)) cververrerririierriremieesiisesersesssesessesssasseesessssessasessessssshessaas s shsssesnsreshessesensansrnssenessabsansrnnnes 9a(4)
b Benefit charges (1) Claims Paid......c.ccco.eeeeererrrivercreiieeie e 9b(1)
(2) Increase (decrease) in Claim reSEIVES.........oouvevevireeieireseereesaeesee e 9b(2)
(3) Incurred claims (23dd (1) @M (2)) .. iveeereeirrireir e erre e ee e e e srerassesseers e be e saesaeersssensseeesesresseerssen 9b(3)
(4) ClaiMS CRAIGE.......eiveetieieretaeeerrertereeresse e e st e ssestessereeabesaesbes s aesesasessesssabesesessesssssassesbesssesesbassesrensernenseranns 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A\) COMMISSIONS 111vveveeeseereeere s sereatesesese e sses st srnnssseaesesese e sesessanecns 9c(1)(A)
(B) Administrative service or other fees ........ccoevveeeveiiivicirciiie e 9¢(1)(B)
(C) Other specific acquisition COSES........ccviirrrieiiiiiinienie e 9¢(1)(C)
(D) OthEr EXPENSES .....v.vveeeieirveerseseseseseses s resestessosseeessssseraes s 9¢(1)(D)
(E) TAXES..vrrvvairivererreriiessssssnisssssssmsssesanenes 9c(1)(E)
(F) Charges for risks or other contingencies ..........cccevvniiiininiieenin 9c(1)(F)
(G) Other retention charges........uiswsmwsiimmmivsessyiseisisses s 9¢(1)(G)
(H) TOtAI TBEENEION. ...ttt ettt ebe e e b et s bt ab bbb e eb e R st e e bbb e e shabeet b en et amenn et 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)........oceennenn. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES 1..vuvivviieeitereesectotirisssseseesess st iaeasesesesbab et e sesse s s eneeaeebestesesbereesesbbeatsesatnas s s ebeeerees bt ssebesbesenen 9d(2)
(B) OtNEE FESEIVES ....ovvitisieeiiteieie sttt ere e bse bbb se bt s b et e st e e sbese e eseseesesaes e e bes e sa b Re s e enereee e e ebessenes s e s e ebe e aten 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAMIEI.........cccieeriveecie e eeeerte st e ere e seseesreesesree b e e areanes 10a 34,125
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. .........ccocviviinen. 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

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P
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%@%ﬁg Schedule A Form (5500) Insurance Information
ViSiOn Care

If Schedule A information is required to file a complete Form 5500 or Form 5500 C/R, information from this form must be transcribed
onto IRS Schedule A (Form 5500) Insurance Information form (Cat. No. 135051} as required by federal regulation.

IF YOU HAVE QUESTIONS REGARDING THE TRANSPOSITION OF INFORMATION CONTAINED IN THIS REPORT, CONTACT YOUR
INTERNAL COMPLIANCE OFFICE.

PIEDMONT OFFICE REALTY TRUST

NOEL WEEKS Group ID: 30003092
5565 GLENRIDGE CONNECTOR STE 4 Insurance Carrier: Vision Service Plan
ATLANTA GA 30342-4788 Insurance Carrier NAIC Code: 32395

Insurance Carrier FEIN: 363560825

Benefit Type: Vision Care

Policy or Contract Year: 05/01/2024 - 04/30/2025
Group Legal Name and Address:

PIEDMONT OFFICE REALTY TRUST
5565 Glenridge Connector Ste 4
Atlanta GA 30342-4788

Approximate Number of Persons Covered at the End of Policy or Contract Year: 144
Payments: ‘
Total Payments Made to Carrier: $34,12531 7

Insurance Fees and Commissions Paid to Agents and Brokers:

Commissions/Fees
Paid for Policy
Agent or Broker or Contract Year

McGriff Insurance Services, In $1,437.03 “

c.
PO BOX 896620
CHARLOTTE NC 28289

Marsh & McLennan Agency LLC $569.30 /

7701 Airport Center Drive, Ste
Greenshboro NC 27409

Vision Service Plan hereby certifies that this statement furnished pursuant to 29 CFR 2520.103-5(c) is
complete and accurate as of 10/01/2025 .

EXDM5500/ U-3909 / 30003092 / 1/ 20251001



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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor i
Employee Benefits Security Administration P File as an attachment to Form 5500.
Pension Benefit GuarantyCorpartion » Insurance companies are required to provide the information This Forrlr:‘lsspeocpﬁe:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Nameof plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421
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

Life Insurance Company of North America

(e) Approximate number of Paolicy or contract year
b) EIN (c) NAIC . (d) ‘Co_ntract or d at end of
(b) code identification number pe;zﬁgj grO\éZ;ﬁrait ;‘Qaro (f) From (g) To
23-1503749 65498 SGM607973 144 01/01/2024 12/31/2024

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
7,352 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

McGriff Seibels and Williams
3400 Overton Park Drive

Suite 300
Atlanta GA 30339
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
/
7,352/ 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 (¢) 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

(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




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 .........coorvseicninmononons 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 »
D Premiums Paid t0 CAITIET .........cvovvierivreeseeceeeeserssesstiansss s esssetesssssessetassssesassseasesntamseamssasansetasssesssssssantassessnins 6b
€ Premiums due but unpaid at the end of the year 6¢c
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 aMOUNL. ... s
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 Typeofcontract: (1) [] deposit administration (2) [ ] immediate participation guarantee
(3) D guaranteed investment 4) D other »
b Balance at the end of the Previous Year ...............occcovecreveverreren. et eeevenorerseroteneernonnsansenreranseneherrasestetesatasras | 7b
C  Additions: (1) Contributions deposited during the year .... | Te(1)
(2) DIVIAENAS ANG CIEAIS......evveerrrers s cieiesiesessssesm s asssesssseerssssssesesseens 7c¢(2)
(3) Interest credited dUring the YEar...........coweveveereiiereeise s ssressesserenennes 7¢(3)
(4) Transferred from SEPArate CCOUNt.........ccovvrrevrereeeesesernesaeresesrssseneas 7c(4)
(B) OthEr (SPECITY BBIOW) cv.vvvveerrevvrerrirceciensiiesesssessssetsastssesensesssenssssnsesssees 7¢(5)
»
(BYTOLA! BAGIIONS ¢111vvvsvveseeresressoesssssnrsssserssssessssassss sensssses s ssssatseessse0s2saes e nersasasssessssasssanssssenssineessseenssserssoncsssos 7¢(6)
d Total of balance and additions (8dd iNes 7b @nd TE(B)). ..vvveererereirrinriernicreecnrr st serssressraes | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)

(2) Administration charge made by carrier 7e(2)

(3) Transferred t0 SEPArAte ACCOUNE .........ccververieiersrerres e sese s esteterseesesenens 7e(3)

(4) Other (SPECIfY DRIOW)......vovvvesecveietersrieieesseeere et isencssb s snsseenssennenas 7e(4)

»

(5) TOA HBAUCHONS ...ttt s e st s e e e r s e e be e asb et sabs s bR e e b e s s n e s an e eraeensbe e eRnsonn

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




Schedule A (Form 5500) 2024 Page 4

Part lll | 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 D Health (other than dental or vision) b D Dental (o D Vision d @ Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) | [:| HMO contract k D PPO contract | D Indemnity contract

m@ Other (specify) PBasic Life Supplemental Life
Dependent Life

9 Experience-rated contracts:

A Premiums: (1) AMOUNt FECEIVEM ..vvvvevirrrieieiivieiinsrriseesesisesserssresaesesseseesnene 9a(1)
(2) Increase (decrease) in amount due but UNPaid ..........cceeeeeereveennireencans 9a(2)
(3) Increase (decrease) in unearned Premium FESEIVE .......cocvvrrvriverrernens 9a(3)
(4) EBMEA (1) + (2) = (3)) vvereereeersresereesseseessesssssssessssssessssesssess s ssesses e e st s eeeet s sereet st eeeecsros | 9a(4)
b Benefit charges (1) Claims paid...........co.evvrrivivernreierenieersss e eseeeienne 9b(1)
(2) Increase (decrease) in claim reserves.. 9b(2)
(3) Incurred claims (BAd (1) @NGA (2)) e.viveeriririreiriereiteiior i eessssestessebesse s s e sbessssasaeasasssressesesssessssensesanens 9b(3)
T T e oo PO —— 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS 5u5isesssvssverssssisvamsimenions ssiasonmsiasiiassassssissmsssiseraismss 9c(1)(A)
(B) Administrative service or other fees .. .. | 9c(1)(B)
(C) Other specific aCqUISIION COSES.........ovvevveerreicesiseeneeieesssessenens 9¢(1)(C)
(D) OhEr BXPENSES ..o eeeeveersee et st eesssseessseesssssessessiars s 9¢(1)(D)
(B TaXES vresnoswumvnssvsmsnsppnenyasvyvinssysnses vt isinsassss ivis sog iss syvesava s sissnis 9c(1)(E)
(F) Charges for risks or other contingencies ........c.ccccoovvviniininnicenn. 8c(1)(F)
(G) Other retention Charges.........cccvvvieiiiei e seee e e 9c(1)(G)
(H) Tl FEEENLION. ...t cveeieiteteeeiert et eeesesbsser e ie e sbeeaesbesbsessessesbeebessbe st aRaeseetsabens s e e enseseeren e eneseenaesserensess 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D (o1 To [1 =T 1) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).....ccccoveviiiiiiiiienns 9e
10 Nonexperience-rated contracts: ‘
a Total premiums or subscription charges Paid t0 CAMIEI.........c.vcoiieieeeiie it sre ettt ene st enes 10a 73,520

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. ..........cccccveiiineas 10b
Specify nature of costs.

[ Part IV l Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

12 |If the answer to line 11 is “Yes," specify the information not provided. »




New York Life Group Benefit Solutions
P.O.Box 20643
Lehigh Valley, PA 18002-0643

Piedmont Office Realty Trust, Inc.
5565 Glenridge Connector

Suite 450

ATLANTA, GA 30342

Anniversary
Annual Policy Information Report

S

GROUP BENEFIT
SOLUTIONS

Date Prepared: January 9, 2025

Name of Insurance Carrier
Life insurance Company of North America

Policy or Benefit Type

BTL Fully nsured Basic Group
[VTL Fully Insured Voluntary Group

EIN 23-1503749
NAIC Code 65498
Contract/Policy Number SGMO0607973)
Contract/Policy Year From: 01/01/2024
Contract/Policy Year To: 12/31/2024

Approximate Number of persons covered at the end of the policy
year:™

*Please refer to your census reports or billing statement for this
information.

remiums, Commissions and Fees are as paid during the policy year. This may include payments made during the policy year which may be
ttributable to prior policy years. It may also include premium payments made by terminated employees. If overrides are shown, the amount
eflects the allocation made with respect to the policy year.

ITotal premiums paid to Insurance Company during the policy year: $ 73,520.05

See below for total commissions and fees paid by Insurance Company during the policy year.

Agent Name and Address of Each Recipient of Amount of Amount of Purpose for
Number Fees and/or Commissions Commissions Paid _Eees Paid Which Paid
¢ GI-00019pMcGriff Insurance Services LL.C $7,352.01}/ $ 0.00{ Standard Commissions
3400 OVERTON PARK DR SE
STE 300
ATLANTA GA 30339
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $

If you have any questions regarding the information being provided on this Annual Policy Information Report, please feel free to

contact a Revenue Management representative at 800.243.7445,

New York Life Group Benefit Solutions products and services are provided by Life insurance Company of North America, New York Life Insurance and Annuity Corporation, and New York
Life Group Insurance Company of NY, subsidiaries of New York Life Insurance Company.

APIR-STAN



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).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A‘ Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501

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

Piedmont Office Realty Trust

58-2328421

D Employer Identification Number (EIN)

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier

Life Insurance Company of North America

(e) Approximate number of Policy or contract year
b) EIN (c) NAIC . (d) ‘Coptract or At and-of
() code identification number pegzﬁgj gszgrrﬁrait ;:aro (f) From (g) To
23-1503749 65498 SHD500350 144 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

(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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page 2 -

(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 () 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 (¢} 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)
mount of sales and base rganization

{b} A t of sal d b O izati
commissions paid (c) Amount (d) Purpose 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 .......c...cccoormiiieeronnesnorreens 4
§ Current value of plan's interest under this contract in separate accounts at Year 8NG...........c..c.coceieveerereereresssseneronns 5

6 Contracts With Allocated Funds:
@  State the basis of premium rates »

D Premiums Pait t0 CAITIBI .......c..cvveeeeeceicer et eass et es ettt ebe et et a b era e s s eiass s s s e s e s eesaesenassarasantnes 6b

Premiums due but unpaid at the end 0f the YEAI ... nas e es 6¢

c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, 8Nter BMOUNL. ... e e srars e seesemneis 6d
Specify nature of costs  »
e 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 > D
7 Contracts With Unallocated Funds (Do not include portions of these confracts 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
D Balance at the end Of the PreVIOUS YEAI ......ouvuireveeiiveeiieeterisisetssreeiresscaessoscsnsscssssassssissesssantsasasenssseressssees [ 7b
C  Additions: (1) Contributions deposited during the year. e 1 Te(1)
(2) DIVIGENGAS BT CIEGHS....vevrvovesssns s mssssssrssrssssss s ssasssssssssnssssnsasnenss 7¢(2)
(3) Interest credited AUNNG the YBAT........ccoccevriricereisireessseseessensssenseennnes 7¢(3)
(4) Transferred from separate account v | 7Tc(4)
(5) Other (SPECHY BRIOW) ... cecvver et e eneesesresseviaessssees s eraeevnn 7c(5)
>
(B)TOUAI BAGIIONS ..o e ieeeereesseeeeeereeseemmeseeeseraseeseessseseesesessereaesesesaseseseesatanssesseeseesaesssanesseessresesessessemsessenerones 7¢(6)
d Total of balance and additions (2dd iN@S 7b aNd 7C(B)). ........veeereruerrsercrseeiescreeeeesessessresesseseesesssnrsessrsssasnsensas | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred t0 SEPArate ACCOUNT...........ovciirvrsreiess i e aesessereersreenresesees 7e(3)
(4) Other (SPECHY DEIOW) ... .cv.veieceeceeeicsertes st v e st iens st eereseeea 7e(4)
»
(5) TOAl EAUCHIONS ..v.vevuivesieererieiesieiaesesaree s e s seass st ssesesasss s sa e s eeass st easmmtes st eessseaessseanessasaesasbesstestessrensones 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from liNe 7d)...........ccccorrereviornriscsrossoesenissireesesnsenns ] 7f




Schedule A (Form 5500) 2024 Page 4

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

m D Other (specify) »

d D Life insurance

h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

3,214/

a Premiums: (1) Amount received i :mae e sssmwsesmmsmssses s ssssiismiv 9a(1)
(2) Increase (decrease) in amount due but UNpaid ............ccocvvreveivieiinnas 9a(2)
(3) Increase (decrease) in unearned premium reSEIVE ..........cocvervarrinnens 9a(3)
(4) EBIME (1) + (2) - (3)) +rvvreerereesmeeesmmeaseeesesssesssessessesesessssss e seeesseses e sesets et ees et e ses et s nesseseres | 9a(4)
b Benefit charges (1) Claims Paid.......c..ccoveviiiiriirires e 9b(1)
(2) Increase (decrease) in Claim reServes..........ccccvvueerevireeeereeeerenneeiie e 9b(2)
(8) Incuired claims (Bdd (1) BRI {RY ssumssumsnssmomsssssissmissasrassrss s seiim s s s e s s ssssa s sssTsavevs 9b(3)
(4) ClAIMS CRAIGEA ..ueuviviieiriereriitisies e seveese et ia s sess b e e sbesaebe s ert e st er s st st ebe st ereesesbsaeaesr e sereabesessabentetensarensensaes 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ....cveiviirrrietsiriireerierereesesre s st r e s sbesae s erbeessennes 9c(1)(A)
(B) Administrative service or other fees ...........ccoevveiieeieiriisnsiinns 9¢(1)(B)
(C) Other specific acquisition COStS ... i 9¢(1)(C)
(D) Other EXPENSES ........cccviiiierererine it 9¢(1)(D)
(E) TXES.vueieeeeereeeeeeseeeesstoeses et eeeeses et ens e enesesensssnseesesennneeneene 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES .........ov.evererrrrreeereninnns 9c¢(1)(F)
(G) Other retention charges... 9¢c(1)(G)
(B T Otal O OO 00735 50750 55w i i T i s A SRR S e AT AR 00 08 7% ¥ T A BN RS TSR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....coovriiennn, 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 ....vueiiiieruesirsietesteeeesess et e st ete e s e bessees e easebe a0 5 es e s e b e s b e s e se s b e ae e e bt e s en s et sn e et na s 9d(2)
(B) OFNEE FESEIVES ....vivveveeveiteiiseessesseseeeseeasesesssesesbesessesseesesbesaeseaesseessersesseseesbessaseen e eseesessenea e e nennsansensannenn 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccocooivniiiiiiinne 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier.........ccuviiviiiiiviiii 10a
b Ifthe 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.c.cceiveeene 10b

Specify nature of costs.

l Part IV ! Provision of Information

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

D Yes

No

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




New York Life Group Benefit Solutions
P.O. Box 20643
Lehigh Valiey, PA 18002-0643

Piedmont Office Realty Trust, Inc.
5565 Glenridge Connector

Suite 450

ATLANTA, GA 30342

'}ﬁ% GROUP BENEFIT
K SOLUTIONS

Date Prepared: January 9, 2025

Anniversary
Annual Policy information Report

Name of Insurance Carrier

Policy or Benefit Type

Life Insurance Company of North America STD ASQ Basic Group
EIN 23-1503749
INAIC Code 65498 [Approximate Number of persons covered at the end of the policy
Contract/Policy Number SHD0500350  [year*

licy Year F : .
(C::::::z:;l’:l:z Y::: T;c:m g;;gigg;: *Please refer to your census reports or billing statement for this

information.

IPremiums, Commissions and Fees are as paid during the policy year. This may include payments made during the policy year which may.be
lattributable to prior policy years. It may also include premium payments made by terminated employees Ifoverrides are shown, the amount
reflects the allocation made with respect to the policy year.

Total premiums paid to Insurance Company during the policy year: $3,214.36

See below for total commissions and fees paid by Insurance Company during the policy year,

Agent Name and Address of Each Recipient of Amount of Amount of Purpose for
Number Fees and/or Commissions Commissions Paid Fees Paid Which Paid
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
If you have any questions regarding the information being provided on this Annua! Policy Information Report, please feel free to

contact a Revenue Management representative at 800.243.7445.

New York Life Group Benefit Solutions products and services are provided by Life Insurance Company of North America, New York Life insurance and Annuity Corporation, and New York
Life Group Insurance Company of NY, subsidlaries of New York Life Insurance Company.

APIR-STAN



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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration P File as an attachment to Form 5500.
; ) Thi is O Publi
Pension Benefit Guaranty Corparation » Insurance companies are required to provide the information his Forr::‘;spegie:nto ublic
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421
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

Life Insurance Company of North America

(e) Approximate number of Policy or contract year
b) EIN (c) NAIC . (d) _Coptract or d at end of
(b) code identification number pegzﬁgj gl?\clz:ﬁragt ;Saro (f) From ' (g) To
23-1503749 65498 SGD0608467 144 01/01/2024 12/31/2024

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
4,280 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

McGriff Seibels and Williams GA
3400 Overton Park Drive

Suite 300
Atlanta GA 30339
(b) Amount of sales and base Fees and other commissions paid
commissions paid / (c) Amount (d) Purpose (e) Organization code
4,280 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



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

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 () 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 () 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 (¢} 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

Partl | 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 ... e 4
5 Current value of plan’s interest under this contract in separate accounts at Year 8Nd............ececreeevseririsrecisserssens 5

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

D Premitims DAt 10 CAITIEE ..ouc.ovieeee et creert st et entes e er st s v e st s ene st esssesseeesesaseas e ssnssssass st et saatsnesessssnsenans 6b

Premiums due but unpaid at the end 0F the YBaI ... e r s esreesrre e rraesrmeeaseernenae 6¢c

c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the conlract or policy, enter @mount. ... s 6d
Specify nature of costs P
e 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 of the PreVIOUS YBBI ......iu e i ettt ottt see s e ses s s seserssesassrs s | 7b
C  Additions: (1) Contributions deposited during the year ..............ccccevvvverenee. 7c(1)
(2) Dividends and credits........ccovceeriieniricnveninnininne
(3) Interest credited during the year
{4) Transferred from SEPArate ACCOUNE .......vvverereieerieeersisrsiiensesessnsereseesnns 7c{4)
(5) Other (SPECITY DEIOW) c...vvvuveereerireseeiss e rerssesasssesssssssssseesssessssssssossens 7¢(5)
»
(BYTOLA! AUGIIONS 1vv.vevovreecrrsenssnessressessaesesesseseossessesesssssrsssasssssseassssessesssessessanssessessassnsssesssssssasensssnsssesssasssssssssness 7¢(6)
d Total of balance and additions (add iNes 7b and 7C(B)). ......cevereviererrrrmeerrreanssrrsasssessssrsssssssrrsssesssassssserssssssass | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carier........cvveeererveeenoreee e 7e(2)
(3) Transferred t0 SEPArate BCCOUNT .........ivvrivecvricseeresmrses e ssesssssereseserssoss 7e(3)
(4) Other (SPECITY BEIOW) .......cvrvrreveeecrveeeeeveseisseervesssessessssesessnsssssenssensas 7e(4)
>
(B) TOLAl AEAUGHONS ....eveoeecvereres ettt ess et et saetsesenees vt s ess s s est s s s st sss s est et assea st s ans et essanseetsbenser s sansersastsss s 7e(5)
f Balance at the end of the current year (subtract fine 7e(5) from liNe 7d).........c.o.ocuvvereeereriverererevecnreererersreesresrenee i 7f




Schedule A (Form 5500) 2024

Page 4

Part lll | 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 D Health (other than dental or vision) b D
fK
il

e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m D Other (specify) P

Cc D Vision
g D Supplemental unemployment
k [] PPO contract

Dental
Long-term disability
HMO contract

d D Life insurance

h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ......cccoccveieeiriniineniiiieinne
(2) Increase (decrease) in amount due but unpaid ........
(3) Increase (decrease) in unearned premium reserve ..

(4) Earned ((1) + (2) - (3)) c.occvvnnn
b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES.......ccocccvvvveiireiisieinsieseresieeniens 9b(2)
(3) Incurred claims (add (1) and (2)) ..o iy maitsies s 9b(3)
L T o1l Yo eT =T o T=Y OO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(1SR 151114 11557 (o] - O U S T— 9c(1)(A)
(B) Administrative service or other fees ............ccevvvviiieiiiereirneninns 9¢(1)(B)
(C) Other Specific ACQUISIION COSES ..........ccveerrsiseeesesese st ereneesesnens 9c(1)(C)
(D) OthEr EXPENSES .....cuveevierieriiireereesrieetesieeeseesiessseassbesaeeseesaesseens 9¢c(1)(D)
(E) TAXES..ciiurreeereeiriiiittreeareessesaseesseeessseesae e ssseebeessaesesreesrssennanesenares 9c(1)(E)
(F) Charges for risks or other contingencies .......c.ccueceneriecvieenienenns 9c(1)(F)
(G) Other retention charges... 9c(1)(G)
(H ) T Ol FOUBIION, 1oy 55 smmsns smssamsmsnssssnssrsanmnmsassnssmssanssnssss s amenessamansnsssenEansanhs asntnsamendos S smess sy us i st i FH TS 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)......cccoennnene 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 ...vvvteneriereseresserssretesesesasssassssaresoasasessesestssasssasasessesessasensssesesessssessssssnsesenessesetesesesaesssessass 9d(2)
(B) OUNBE TESBIVES - iviisitinssmssiisnifoiissnsnsiings b bissse ssssesianisnnontsssiingsnesntsssaiond ¥4 55t s Hehin i Banss A0TSR TR ea s H AR R 48 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccovvviiiiiiniinnnes 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMIET ... ... wureiviiiriiiiiinrent it re s 10a 42,803
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. .........cccccvviineens 10b

Specify nature of costs.

I Part IV | Provision of Information

11 Did the insurance company fail to provide any information

D Yes

necessary to complete Schedule A7 .............

No

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

s



New York Life Group Benefit Solutions
P.O.Box 20643
Lehigh Valiey, PA 18002-0643

Piedmont Office Realty Trust, Inc.
5565 Glenridge Connector

Suite 450

ATLANTA, GA 30342

Anniversary
Annual Policy Information Report

S

GROUP BENEFIT
SOLUTIONS

Date Prepared: January 9, 2025

Name of Insurance Carrier Policy or Benefit Type
Life Insurance Company of North America LTD Fully Insured Basic Group
EIN 23-1503749
NAIC Code 65498 Approximate Number of persons covered at the end of the policy
Contract/Policy Number SGD0608467]  lyear*
Poli :
(Contract/Policy Year From 01/01/2024 *Please refer to your census reports or billing statement for this
IContract/Policy Year To: 12/31/2024 nformation

remiumns, Commissions and Fees are as paid during the policy year. This may include payments made during the policy year which may be
ttributable to prior policy years. It may also include premium payments made by terminated employees. If cverrides are shown, the amount
eflects the allocation made with respect to the policy year.

[Total premiums paid to Insurance Company during the policy year: $ 42,803.33

See below for total commissions and fees paid by Insurance Company during the policy year.

Agent Name and Address of Each Recipient of Amount of Amount of Purpose for
Number Fees and/or Commissions Commissions Paid Fees Paid Which Paid
¢ GI-00019QMcGriff Insurance Services LLC $4,280.32 $0.00| Standard Commissions
3400 OVERTON PARK DR SE
STE 300
ATLANTA GA 30339
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
$ $
3 3

If you have any questions regarding the information being provided on this Annual Policy Information Report, please feel free to

contact a Revenue Management representative at 800.243.7445.

New York Life Group Benefit Solutions products and services are provided by Life Insurance Company of North America, New York Life Insurance and Annuity Corporation, and New York
Life Group Insurance Company of NY, subsidiaries of New York Life Insurance Company.

APIR-STAN



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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits Security Administration P File as an attachment to Form 5500.
This F isO to Publi
Pensioh Benefit Guarality: Corporaton » Insurance companies are required to provide the information e orrlr:‘usspegt?:n o Puplic
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Nameof plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421
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

New York Life Group Insurance Company of New York

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (o)
fby EIN code identification number persons coveredal end of (f) From (g) To
policy or contract year
13-2556568 64548 NYD0600548 144 07/01/2024 06/30/2025

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

(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

(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 Page 2 —

(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 QOrganization
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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Crganization
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 ........c..c.veorreeeionneminencens 4
5 Current value of plan’s interest under this contract in separate accounts at year end..........c.c.coeoeoverosisinnsesressesseseones 5

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

D Premiums DIt 0 CAITIET .....cvvivivereieeeee e ceis et sese st eese s sesesss e osasssssassasseseseteeeseserssbenssa b esbab st st besssassaeaesrse b nes 6b

Premiums due but unpaid atthe end of the Year ... 6¢c

c
d  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount

Specify nature of costs P

e Type of contract: (1) D individual policles 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 > D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: () D deposit administration (2) D immediate participation guarantee

(3) [:] guaranteed investment 4) D other »

b Balance at the end of the previous VBB 1. testsierecsessesestscsesess et et eeeehees e AR RSt s S b e e nrsnRt e te ek r et s | 7b

C  Additions: (1) Contributions deposited during the year ...............ccceevrvnee... 7c(1)
(2) Dividends and creditS........ceovvecervive et
(3) Interest credited during the year............c.ovmiiiiicicccn s
(4) Transferred from separate account ..
)

(5) Other (specify below)
»

(B)TOLAN AATIIONS ....veoe et oet et es e st e bt sstsis s ee et s e st ens e et aeans st e e ss s eR et s e s tass st e s ees s essssamanssaenaraees 7¢(6)

d Total of balance and additions (add @S 7h @nd TE(B)). ... ecrreveveervemrirererercressiirssssesssscrsressarssssrssssserassessesssess | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge made by CaITIer.........ccoeuiveeeveeeeereeeeeeeeeereneeereseeas 7e(2)
(3) Transferred to SEPArate ACCOUNE .........cceverveiveriveeericsiseressaeeesssesersnenrs 7e(3)
(4) Other (SPECITY BEIOW) .....uvvvveeeeecrrreresisseecrissensssesesiessssesrsssesssssnsssssssraessen 7e(4)
»

(5) TOAI ABAUCHIONS .....vvvvvoieieseeesisst ettt e st s b eaessees et ens e ees b aeteeeeeee et osae s st ebnssesassnss b asasanssensessbnsnsesrestens 7e(5)

f Balance at the end of the current year (subtract line 78(5) from liNe Td) .......c.ccveerveverrererecvienireserireseiesisrersrene ] 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 D Health (other than dental or vision) b D Dental [+ D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract
m @ Other (specify) PStatutory Disability
9 Experience-rated contracts:
a Premiums: (1) AMount reCeivVed ..........ccouvvirniineiiniisencn s 9a(1)
(2) Increase (decrease) in amount due but unpaid .........ccocvvviiveniniieinnen, 9a(2)
(3) Increase (decrease) in unearned premium reserve ...........cccovvveerinnee. 9a(3)

(4) Earned (1) + (2) - (3) oo
b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim reSErVeS..........oovvieviinrereeinseesesnesieeseeenees 9b(2)
(3) Incurred claims (A (1) N (2)).....veveiiririeeie et etere e bere s rere e eseess st eseaesaessetsee s ebebebebeaersnerassbaaes 9b(3)
(4) ClAIMS CRAIGEM. ....ecueitieuieeeeitiriere ettt iere e bt sae s b seasr s besaesae s a st e e b e esseaaesseseseaseasese s nseaseebeseeaaemassnasenaesnereennane 9b(4)

C Remainder of premium: (1) Retention charges (on an accrual basis) --

1,006 .~

(A) COMMISSIONS ...vvviivviiirs ittt sa bbb s b ss st 9c(1)(A)
(B) Administrative service or other fees ..........cvureerieevrnreiririeiininns 9c(1)(B)
(C) Other specific acquisition COSES.........covieeiiiiicniiirnire s 9¢(1)(C)
(D) Other BXPENSES ......cveeceieeieeeeici s eeessieressessssssess s seessaees 9¢(1)(D)
(E) TAXES...ciiiiiiiiiiii bbb s 9c(1)(E)
(F) Charges for risks or other contingencies ..........cccvvvrvereiiiiniennn, 9c(1)(F)
(G) Other retention charges... o | 9¢(1)(G)
(HY Total retention: s ms ms ro ey s e S o PR R e B R3S 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)..ocvevieieneennn 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. 9d(1)
(2) Clalm POSOIVES ivuruvrimsossersomvamssiins fosnisomioss (55557715 507 BETA075 VARNFLS 008 4SS SV3 5 F T PR RSOV SV F SR RS 9d(2)
e (T o= - L PR — 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccoivveiiiiininnn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier......cccveiiiiiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ceocovvinee 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

No

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




New York Life Group Benefit Solutions
P.O.Box 20643
Lehigh Valley, PA 18002-0643

Piedmont Office Realty Trust, Inc.
5565 Glenridge Connector

Suite 450

ATLANTA, GA 30342

GROUP BENEFIT
SOLUTIONS

oKk

Date Prepared: July 1, 2025

Anniversary
Annual Policy Information Report

Name of Insurance Carrier
New York Life Group Insurance Company of New York

EIN 13-2556568
NAIC Code 64548]
Contract/Policy Number NYD0600548]
Contract/Policy Year From: 07/01/2024
Contract/Policy Year To: 06/30/2025

Policy or Benefit Type

STD Fully Insured Basic NY Group
PL Fully insured Basic NY Group

IApproximate Number of persons covered at the end of the policy
lyear:*

*Please refer to your census reports or billing statement for this

information.

Premiums, Commissions and Fees are as paid during the policy year. This may include payments made during the policy year which may be
tiributable to prior policy years. It may also include premium payments made by terminated employees. If overrides are shown, the amount

eflects the allocation made with respect to the policy year.

Total premiums paid to Insurance Company during the policy year: $ 1,005.90

See below for total commissions and fees paid by insurance Company during the policy year.

Agent Name and Address of Each Recipient of Amount of Amount of Purpose for
Number Fees and/or Commissions Commissions Paid Fees Paid Which Paid
$ $
$ $
$ $
3 5
$ $
$ $
$ $
$ $
$ $
$ 3$
$ $
$ $
If you have any questions regarding the information being provided on this Annual Policy Information Report, please feel free to

contact a Revenue Management representative at 800.243.7445.

New York Life Group Benefit Solutions products and services are provided by Life Insurance Company of North America, New York Life Insurance and Annuity Corporation, and New York

Life Group Insurance Company of NY, subsidiarles of New York Life insurance Company.
APIR-STAN
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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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Depariment of Labor .
Employee Benefits Security Administration P File as an attachment to Form 5500.
_ This . Publi
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information his orr::];:;)c;:ie:nto hilie
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421

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 Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Life Insurance Company

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
13-5581829 65978 0130691 10 05/01/2024 04/30/2025

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 e (b) Total amount of fees paid
T
105 0

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

P O Box 70
West Point GA 31833
(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
USI Insurance Services LLC
4605 Columbus Street

48 \A

Virginia Beach VA 23462
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
37 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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Page 2 —

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

McGriff Insurance Services

P O Box 8396620

Charlotte

NC 28289

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

{d) Purpose

(e)
Organization
code

12

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

USI Insurance Services LLC

P O Box 66119

Virginia Beach

VA 23466

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

(e)
Organization
code

8

(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)
(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
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 1l 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 ... 4
5 Current value of plan’s interest under this contract in separate accounts at year eNd........c...eoervciiiiireriininieniiennes 5

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

B Promiums Daith 10 GAION ..ovesiorinssinssssnsinmnsesnisssissmnsassssehssissiasesss ¥se s e85 evesnss s osshisn soaessaassss sssssasiessunsossionsoss 6b

Premiums due but unpaid at the end of the YEar ... e 6¢c

Cc
d |Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount.

6d

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 > 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 Of the PrEVIOUS YEAT ...........c..cvveieerrieeieresirsesnesseeseerinseessresserssenersreesssestrssesesssssssassesessseserss l 7b

C  Additions: (1) Contributions deposited during the year ...........c.ccvevvevrvnnens 7¢c(1)
(2) Dividends and creditS i wisasisrminss sssssivnsssassrpsenmmmsssss i ssasssn
(3) Interest credited during the Year............cccivinnennin,
(4) Transferred from separate account..
)

(5) Other (specify below)
»

(B)TOLAI @ATIIONS v..vvvovveeeecvesreereesesteeressesessessens e sasssen et s ensenss e asss s eemse b s e s e an s s s a st s st 7¢(6)

d Total of balance and additions (add 1ines 7b and 7€(6)). ......o.owevvereriiereriiniseiiee i | 7d

e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 78ﬂ)
(2) Administration charge made DY CaITier...........c..vreceeriveecieresrseeessesenes 7e(2)
(3) Transferred to separate aCCOUNt ........c....ovivverisrererenissirisiseseesesenessenns 7e(3)
(4) Other (SPECIY DEIOW) .....cveriitirecieieeisiererire ettt se b sraneresenes 7e(4)
»

(5) Total dedUCHONS «xvissws srasssrussuissuramurssmsomsisssssssiatassis i vesinsasssses S5l soVE § oI TOAENE PSR INETVERED U BTV S EVTsROTERT oTavutvrwssn 7¢(5)

f Balance at the end of the current year (subtract line 7e(5) from iNe 7d)............c.eoeviriierininiireeisiessieeeensneas I 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 D Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

i D Stop loss (large deductible) i D HMO contract
m@ Other (specify) PDisability Income

f D Long-term disability

c[] vision
g D Supplemental unemployment
k D PPO contract

d [:] Life insurance
h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

6,207 #

a Premiums: (1) AMOUNt FECEIVET .....eouvevirvererirersieeerrareresesseseeresessesassessene 9a(1)
(2) Increase (decrease) in amount due but unpaid ........ 9a(2)
(3) Increase (decrease) in unearned premium reserve ..........ccveniicnennns 9a(3)
(4) EAINEA ((1) F (2) = (B)) +erveerrrreeruererririaieneesieressesseessesaesssssessesreassesesss s s e st er s sr st e st ser et st sas st s b J 9a(4)
b Benefit charges (1) Claims Paid.........ccccrererenirrererirnremenresseereneesienes 9b(1)
(2) Increase (decrease) in Claim reSEIVES..........vvevvevvereereervereriieeneesnsenees 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3)
(4) ClAIMS CRAIGEA.......cueuiiiviriieteseterere sttt ass s ese e s st s esssesse b ssaesaes e e e sbeb bbb eseses e s e s e s e ereee e sbes e b b ens e e sbenn 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ..vevevvereereeeesesssecesessesseseesaesteereeseressaesseersessssessseeseas 9c(1)(A)
(B) Administrative service or other fees ..........ccoovvvvvrnenniciniviiennnns 9c¢(1)(B)
(C) Other specific acquisition COStS..........covevriviinieniieen s 9¢(1)(C)
(D)Other BXPENSES usmissmmmnimss v R 9¢(1)(D)
(B} TaxXeSswusursssaassssssvsissvsssivssis siinvsniisn 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES .......v.vecvivrvriireireresirnns 9c(1)(F)
(G) Other retention ChATGES............cvvwreeeeeesieseerssseessessessseseseeenss 9¢(1)(G)
(H) TOAI FEEENTION. c.cveveveveseievieeretiseets s etes st s as b s e eh bbb s e b sb s e s et s b et sh e ebeaes e bencnenee 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.).....coveirninene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
A O T == LT RS- 9d(2)
(B) OFNEI FESEBIVES .ouvcvievesuiiireessitesuetastseesseseeseenaeassaseesaeseassssssaessasneasnassesssehesaessessen b es e inenssemeneraesas et sbernent en 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier...........ciiviiiiiom i e e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .........cccoceecenvnee. 10b
Specify nature of costs.
| PartlV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »
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Official Use Only

SCHEDULE A

(Form 5500) Insurance Information

OMB No. 1210-0110

Department of the ;'ea?ury This schedule is required to be filed under section 104 of the
TeMmE Revenue Sonee Employee Retirement Income Security Act of 1974. 2024
Department of Labor
Employee Benefits Security Administration » File as an attachment to Form 5500
» Insurance companies are required to provide this information This Form is Open to
Pension Benefit Guaranty Corporation pursuant to ERISA section 103(3)(2)_ Public Inspection.

For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 , and ending 04/30/2025

A Name of plan B Three digit
plan number »

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

PIEDMONT OFFICE REALTY TRUST, INC.

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 can be reported
on a single Schedule A

1 Coverage:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(e) Approximate number of persons Policy or contract year
(c) NAIC (d) Contract or ;
(b) EIN code identification number covered at end ;/)3; ;)rohcy or contract & From oo
13-5581829 | 65978 0130691 10 05/01/2024 | 04/30/2025

2 Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total commissions below and
list agents, brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in
Part 1.

Totals *

Total amount of commissions paid Total Fees Paid / amount

7

105 ' 0

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. V7.2 Schedule A (Form 5500) 2024
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Schedule A (Form 5500) 2024

Page 2 |

Official Use Only

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: MARSH & MCLENNAN AGENCY LLC
Address: PO BOX 70

City: WEST POINT ST: GA ZIP: 31833-0070

Commissions Paid Fees Paid Organization
Coverage Amount | Purpose Coverage Amount | Purpose code
1DI 48 Base Commissions 3

48 7

Sub-total

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Sub-total

Name: USI INSURANCE SERVICES LLC

) City: VIRGINIA ; )
Address: PO BOX 62819 BEACH ST:VA ZIP: 23466-2819
Commissions Paid Fees Paid Organization
Coverage Amount | Purpose Coverage Amount | Purpose code
D1 37 Base Commissions 3

37

Sub-total

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Sub-total

Address: PO BOX 896620

Name: MCGRIFF INSURANCE SERVICES

City: CHARLOTTE ST:NC ZIP: 28289-6620

Commissions Paid Fees Paid Organization
Coverage Amount | Purpose Coverage Amount | Purpose code
DI 12 Base Commissions 3

Sub-total

.

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Sub-total

Name: US! INSURANCE SERVICES LLC

City: VIRGINIA
Address: PO BOX 66119 BEi\CH ST: VA ZIP:23466-6119
Commissions Paid Fees Paid Organization
Coverage Amount | Purpose Coverage Amount | Purpose code
n]] 8 Base Commissions 3
Sub-total Sub-total
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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 organization(s), the information may be combined for reporting purposes if such contracts are
experience-rated as a unit, 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.

8  Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b Dental c Vision d Life Insurance
Temporary disability (accident & g o Supplemental Prescription
€ sickness) f Long-term disability 9 unemployment drug
. ) . Indemnity
I Stop Loss (large deductible) } HMO contract k PPO contract I contract
m | X | Other (specify) ® Disability Income
9  Experience-rated contracts N/A
10 Nonexperience-rated contracts Coverage Amount
1DI 6,207
a  Total premiums or subscription charges paid to carrier 6,207

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 |, item 2 above. report amount

Specify nature of costs below »

Footnote(s)

If the plan named in ltem A on the first page of Schedule A (the "Plan") retains the services of a broker, consultant, agent or
third-party administrator (each an "Intermediary”) for the Plan, MetLife may in addition to paying base commission provide
additional compensation to the Intermediary under various preferred broker and other compensation programs and expense
reimbursement. Under such programs, an Intermediary may qualify for additional compensation that may or may not be directly
charged to the Plan. Such compensation may not be included in the amount listed in Item 2 on the first page of Schedule A.
Please contact MetLife if you would like additional information or details.




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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor
Employee Benefits Security Administration

P File as an attachment to Form 5500.

This Form is Open to Public

Pens|on Benefit Guaranty Corporaticn » Insurance companies are required to provide the information nspeotion
pursuant to ERISA section 103(a)(2).

For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Nameof plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust

58-2328421

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 Iil can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Unum Life Insurance Company of America

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)
(] EIN code identification number persons covered:at enc af (f) From (g) To
policy or contract year
01-0278678 62235 068727-0001 152 //‘ 01/01/2024 12/31/2024

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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
9,468 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
McGriff Insurance Services Inc

EB Commission
P O Box 896620

Charlotte NC 28289
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
r"}‘
9,4687 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

Schedule A (Form 5500) 2024

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

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

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

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

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

Fees and other commissions paid (e)
{b) Amount of sales and base QOrganization
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 (¢} 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 ............o.ocvcerrnrseissecrssrsinsioenes 4
5 Current value of plan’s interest under this contract in separate accounts at year 8nd. ... 5

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

D Premiums Paid 10 CAITIBI ......ccoicriiriee ittt seseesceeaesesieas s s es et as s eeesstaseesesiessesaseresasseassareemnsnarsenes 6b

€ Premiums due but unpaid at the end of the Year ........cc.ccci i 6¢c

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. ...

Specify nature of costs P

e Type of contract: (1) D individual policies (2} D group deferred annuity
(3) D other (specify) P

f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include porticns 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 »
b Balance at the eNd Of the PreVIOUS YBEBI .........ovierriceisierissieseissrsssssietss sttt ios st essaressrstsssss st sesssnsssessnsesssssnssssecss | 7b
C Additions: (1) Contributions deposited during the year ..........cccceceveverrnuenn.n, 7c(1)
(2) Dividends and CreditS........ccovvreerrreersiinrcresseisesessssesssessssssssssessnsnsees 7¢(2)
(3) Interest credited during the YEar..........ccceiiveriveeecisevenne e ensessecene s 7¢(3)
(4) Transferred from separate account .. .| Tc(4)
(5) Other (SPECHY BBIOW) .....cevviereiererceee st eesenssetesesseaene e esse bt nsseees 7¢(5)
>
(B)TOLAI BUGIIONS ...vrvvvieeviveisisseeest e rates st st st st snt s e b ae st s e s b as s ehes et s ses et arate s sesatsesneasens daven s srmsscaanaebens 7¢(6)
d Total of balance and additions (add liNes 7B and TC(B)). ...v..veereceireereeerrecresesresss e assrrsseaceseeessrenavsssensssesnssans | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge made DY CaIMEr.......cviveeeieveierereenreeeeere e sireenas 7e(2)
(3) Transferred to SEPArate BCCOUNT ........c.cveeeeveveesesiesre s s sere e 7e(3)
(4) Other (SPECITY DEIOW) .....cveiriveeiieeerererireinsesese e se s ess s sressraas 7e(4)
>
(B) TOMA! ABUUGHONS ....o.vorevcerieeeee e e sese st eesesonsseses s s sesseseseaessesssesseoeeestseroessesesasesesessaseseesaentesasnisssesensastnaes 7e(5)

f Balance at the end of the current year (subtract line 7e(5) from NG 7d)............ccc.coeeerreeerirerinvemeorsresierenrereeenees | Tf




Schedule A (Form 5500) 2024

Page 4

Part lll

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 D Health (other than dental or vision)

e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m@ Other (specify) PGroup Long Term Care

b [I Dental
f D Long-term disability
i D HMO contract

c[] vision

k D PPO contract

g D Supplemental unemployment

d D Life insurance

h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVED ......vvrivieriiieire st e 9a(1)
(2) Increase (decrease) in amount due but unpaid . 9a(2)
(3) Increase (decrease) in unearned premium reServe ............cooveeveerenns 9a(3)
(4) EQMEA ((1) # (2) = (3)) cvevererereremiieiieiriseesisetesssetsseeseeesesesssssesesessessssseses st saescasseseheb et e e e b er et ens st ebeaasenesesenss 9a(4)
b Benefit charges (1) Claims Paid.......ccoueereveniuvereireesss i ssssesesrsenens 9b(1)
(2) Increase (decrease) in Claim reServes. ..........oovvivviveeeevieserseiesseeneenes 9b(2)
(3) Incurred claims (Add (1) NA (2))....veveveeveeeeerererirerereteee e s s eee s se e s sessesesesesesssebesssesasesenseessesssesesesesans 9b(3)
(4) ClalimMS CAIGET......iiunmeresiorssrssssssssiansssasserssss smonssnisesnssssnesass srassssrensssssgarsssomes o s penerrssassnunssnsresisssnssssssansbionsnts 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUISSIONS w1s553svsvwmssvrissssnssnessvams s5a i avam eV as ramesRhranns 18 20 nsnvans ioess 9c(1)(A)
(B) Administrative service or other fEes ........couvvvvivivsiinniviriesincsennes 9¢(1)(B)
(C) Other specific acquisition COStS........ccvrveririrriirierriiecnenreesieninnees 9¢(1)(C)
(D) OhBr BXPENSES ......ovovecveceretrissreeesssesisreesressseeseseesisssessesessessees 9¢(1)(D)
(E) Taxes.....ccoeene. ; ; ; 9c(1)(E)
(F) Charges for risks or other Contingencies ..............c.coeveverrervenrons, 9¢c(1)(F)
(G) Other retention Charges...........coveveeriereressrereesiesese e ee s e 9¢c(1)(G)
(H) TOAI FEIBNTION. ... euveu ittt cei ettt et b et s eb e es b es e s e ese b e resbesaebeeheneebeebeb e b e e b eeesarenesbnsnan e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited. Juviuoisiiniens 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClalM TESBIVES ...viivereesreriesieeiiestatissesseseesaesea e sste e sreestesses e sb e ssereestet b e b e et e aneesasess e nn e e besae e saesessaenbeneernaneens 9d(2)
L) I a = 8 £TT=T 4= POTTTOPRN 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)... 9e
10 Nonexperience-rated contracts: 4
a Total premiums or subscription charges paid t0 CaMMIEr......uicieeririe i rre s e serer s ereenne 10a 47,340 /
b Ifthe 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. ........c.cccooovvveenne 10b

Specify nature of costs.

| Part IV I Provision of Information

11 Did the insurance company fail to provide any information

necessary to complete Schedule A?..............

D Yes

No

12 If the answer to line 11 is “Yes,” specify the information not provided. P
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PIEDMONT OFFICE REALTY TRUST

HUMAN RESOURCES DEPARTMENT - OFFICIAL ERISA NOTIFICATION
5565 GLENRIDGE CONNECTOR

SUITE 450

ATLANTA GA 30342

00068727-0001
K2\DM

INSURANCE DATA FOR SCHEDULE A (FORM 5500)
AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF
1974. ADDITIONAL COMPENSATION DATA IS PROVIDED ON THE SUPPLEMENTAL COMPENSATION
FORM. THIS IS INTENDED TO COMPLY WITH VARIOUS REGULATORS' REPORTING AND
DISCLOSURE REQUIREMENTS, INCLUDING THE DEPARTMENT OF LABOR.

PREPARED FOR: PIEDMONT OFFICE REALTY TRUST

1. NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
Unum Life Insurance Company of America
TAX ID: 010278678 NAIC: 62235
2. CONTRACT NUMBER: 068727 0001
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: SECTION 6

4. DATE FOR PERIOD: FROM 01-01-2024 TO 01-01-2025

NAME AND ADDRESS OF SALES ADDITIONAL

EACH SOLICITING AGENT COMMISSION FEES COMPENSATION
OR BROKER RECEIVING PAID PAID PAID
COMPENSATION:

McGriff, a Marsh & McLennan Ag 1) 9,467.90 .00 .00
Attn: Accounting

Suite 1800

7701 Airport Center Drive
Greensboro NC 27409

6. COVERAGE/BENEFITS PROVIDED LIVES PREMIUM DUE & UNPAID
1) GROUP LONG TERM CARE 152 & 47,339.50 $ 4,482.74

7. NON-PARTICIPATING CONTRACTS (PREMIUMS) :

(A) TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
PO CARBIER .« wiio o ot ot 0105 00 i0: 010001 0101 w1 0 0 03 w0 5wt 5wt i o 0 o 8 0 i 0 1 $ 47,339.50

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN
YE AR . ittt i e e e e e e e e e $ 4,482.74

(C) IF THE CARRIER, SERVICE OR OTHER ORGANIZATION
INCURRED SPECIFIC COSTS IN CONNECTION WITH
THE ACQUISITION OR RETENTION OF THE CONTRACT
OR POLICY, OTHER THAN REPORTED IN NO. 5 ABOVE,
REPORT AMOUNT G v s s s wwion s ams s smsessossssenesss $ .00
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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 2024
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor

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

This Form is Open to Public

Penslon Banefit Guaranty, Carporation » 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 05/01/2024 and ending 04/30/2025
A_ Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust

58-2328421

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 Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CorpCare Associates Inc

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)
() EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
58-1961695 00000 Piedmont 144 05/01/2024 04/30/2025

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
7 7
0 0

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

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

(b) Amount of sales and base
commissions paid (c) Amount

(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

Schedule A (Form 5500) 2024

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

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

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

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

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

Fees and other commissions paid (e)
(b} Amount of sales and base Qrganization
commiissions 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
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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 ...........ccceccrorerrersicorsuiosseees 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 P
D Premiums Pait t0 CAITIET .......ciev ettt cove e ne s aene s esas sttt e vesss s e b s b e e b s b st et ss e et bbb aren e 6b
€ Premiums due but unpaid at the end 0f the YEar ... e 6¢c
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 8MOUNL. .......ccoii i e
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) »
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) D deposit administration (2} D immediate participation guarantee
(3) D guaranteed investment (4) D other »
b Balance at the end of the PIEVIOUS YEAF ... o iovuiiirniiieisi e rsevcrerstrrsssseesssrssschsessasstsarssrssicssisssssmsssscsnesssssecs [ 7b
C  Additions: (1) Contributions deposited during the Year ...........c..ceueiniieens 7c(1)
(2) Dividends and creditS... ... e
(3) Interest credited during the year............ccccovieinnincncicn e,
(4) Transferred from separate account ..
(5) Other (specify below) ...
»
(B)TOLEE BAGHIONS 1..ovvviveritessseeeeeteireee v e st ees b e s s s et s s avsse s e st b eesbesssans st sesssstessnssresesssnsansbnserssnensarbesssaesanares 7¢c(6)
d Total of balance and additions (dd liNes 7H 8Nd TC(B)). ..e.... rerrerrreersreremerrrresnremesrmircssissirt e sesensscsesansessnssssns | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made BY CaITIET..........vvereevesecereeevereerserenseseconene 7e(2)
(3) Transferred to SEParate @CCOUNE........cvvvivverreresionsersressressseesreassensesenaes 7e(3)
(4) Other (SPECIFY DEIOW) ....cvvevereeieeeeieectterieeeseeseseses e ssssseseste e sscsnneseans Te(4)
»
(5) TOAl AEAUCHONS .....ccuvvivveeesiaemeaeeeoeseeseseeeesseeeansseseststae e e e oot e taeeesssessseasnessaseseessssssesessravssenesssnssesessasassssners 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from Hine 7d) .......c.v.voveveevrcrevverreerereeerecensrerneerensins I Tf
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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 D Health (other than dental or vision) b D Dental (o D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f ]___] Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i [[ HMO contract k D PPO contract i D Indemnity contract

m@ Other (specify) PEmployee Assistance Program

4,328 ~

9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVEM ..ot 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........cccccvereevniveenenens 9a(2)
(3) Increase (decrease) in unearned Premium reSEerVe .........cvceeeviuveeesenes 9a(3)
(4) Earned ((1) + (2) = (3)) scvsseroresmsvmnssisisssssssunsssssssssne
b Benefit charges (1) Claims paid
(2) Increase (decrease) in ClaiM rESEIVES........c..cvcovvvieeiieiresriers e 9b(2)
(3) Incurred claims (Ad (1) @NA (2))..cvceeeiiririe ettt b e st et s e e bt e sr st se bt saa e st as 9b(3)
(G O] =TTy g T ol g E=T (o= OO PR SRR RTPR 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...vvvverieniireieeietee st sb et ss e e r e nennes 9c(1)(A)
(B) Administrative service or other fEes .........cccoeevvvveine e 9c(1)(B)
(C) Other specific acquisition COSES.......cciviuieeiiiiierrir e e 9¢(1)(C)
(D) OthEr EXPENSES ....vveerreveeeerreeerereseesrsnsesesseeesesseessesessse s reeeseees 9¢(1)(D)
(E) TAXES .. ovoeeeereeees e es e seseseessteses e sese e ee s es e eseenesenos 9c(1)(E)
(F) Charges for risks or other contingencies .........c.ccccvveeeniiniiiiiernnne 9c(1)(F)
(G) Other retention charges.......... 9c(1)(G)
(H) T otal retONtION. e viivssummssnimivensnss v amiess s su S s o H A o30SR S Y O RS R A SR TR R 63 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)........coovene 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. 9d(1)
(2 ClaITUTOEOIVES i5:rv5v0556snmio s s sabossssds s nnmi i s od #6785 m s F580he k03H 45T 99 5 575 00 EO VRS VYo PR So VRS 9d(2)
(BY OtV TOSOIVES viiuarisisvssmisnsssssss sssyssssss sy oris s s¥ e shrss s s 645303 150494455 66480740 506003 ¥ 07 EE 0 VS AT RR S S IR R 00 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...cccccoviiiiiniininnn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier...........ccvvviiiiiiiiiini e 10a
b Ifthe 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. .........c.occeeerivnenne 10b
Specify nature of costs.
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes No

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




October 15, 2025
Piedmont Operating Partnership, LLC
To Whom It May Concern:

Below are the figures that you requested for filing Form 5500 for January 1, 2024 through
December 30, 2024.

Number of Employees Covered at 144
Period’s End

Monthly Per Cap Rate $3.25
Total Premiums Paid $4328.40
Total Premiums Due & Unpaid at $ 0.00
Period’s End

Administrative and Other Charges $ 0.00
Dollar Total $4328.40
Broker / Broker Address None
Commission Paid $ 0.00

CorpCare Associates, Inc.; Tax ID#: 58-1961695; NAIC #: None
Please send future correspondence to:
CorpCare Associates, Inc.
1050 Crowne Pointe Parkway, Ste. 500
Atlanta, GA 30338
If you have questions regarding this information, please call me at (770) 200-8085.

Sincerely,

George Martin

Y

0y

S

=



SCHEDULE A i
Insurance Information OME No. 12100110
(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).
Department of Labor
Employee Benefits Security Administration P File as an attachment to Form 5500.
- Thi : bli
Rension Bensfit Guarafity Corporation » Insurance companies are required to provide the information his Forrlrs‘lsspeo‘;pt?:nto Public
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust
58-2328421
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 |l and |l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Provident Life and Accident Insurance Company

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
() EIN code identification number persons coversd at end of (f) From (g) To
policy or contract year
62-0331200 68195 0008529782 17 01/01/2024 12/31/2024

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

349 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
Marsh and McLennan Agency LLC
11330 Lakefield Drive

Suite 100
Johns Creek GA 30097
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
s
278 ,/ 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
USI Insurance Services LLC
6100 Fairview Road

Suite 800
Charlotte NC 28210
(b) Amount of sales and base . Fees and other commissions paid
commissions paid / (c) Amount (d) Purpose (e) Organization code
28 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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Page 2 —

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

USI Insurance Services LLC

2502 N Rocky Point Dr
Suite 400
Tampa

FL 33607

(b) Amount of sales and base

Fees and other commissions paid

(e)

Organization
commissions paid (c) Amount {d) Purpose code
;ij
43 «é’f 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(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
Fees and other commissions paid {e)
{b) Amount of sales and base Qrganization
{c) Amount

commissions paid

(d) Purpose

code
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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 vaiue of plan’s interest under this contract in the general account at year end ........oocoeriorresroioecr oo 4

5 Current value of plan's interest under this contract in separate accounts at year end.........vcorierscvinnismsemmcrs 5

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

D PrEmiUMS PAIA 10 CBITIEE ...vvevevieeveeeeseseses et etetsseaeeeseesetaesessesssetesateseesasaaaneer e sr st s e amss et eeasasatrestsnssesassstns 6b

Premiums due but unpaid at the end of the Year ... 6¢c

Cc
d  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter amount

Specify nature of costs P

e Type of contract: (1) D individual policies (2} D group deferred annuity
(3) [] otner (specify) ¥

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: W) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P

b Balance at the end Of the PrEVIOUS YEAF .......c.c.ivsiuerivcsiirereresreserersisnssssesesresssesssssssrasssressessessssessesessissassarssssssans | 7b

C Additions: (1) Contributions deposited during the year .............ccccccerevinnae 7¢(1)
(2) Dividends and CreditS.......cccorvvrriinen i e e sns s rsrescnne
(3) Interest credited during the Year.............ccevr e ricneniecemr i verienens
(4) Transferred from separate account..
(5) Other {specify below)
»

(BYTORAI BAGIHIONS 1..ovvvevsseissesseeetes et ess s sessessasssassss et et as e aes e ere et e st e ss sttt eb e st s e snt s s s sseremn b s b estapnbensassres 7¢(6)

d Total of balance and additions (add lines 7b @nd TC(B)). ........ewvevrmrrrrureremrreererisereees et srscorenssasssesosesasonses | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e{1)
(2) Administration charge made by Carrier...........ceceveerevveesrnvencssiesseeeneas 7e(2)
(3) Transferred 10 SEPArate BCCOUME ....vivverviirserriesensrrierrecrssesenassrsssssasases 7e(3)
(4) Other (SPECITY DEIOW) ......v.vcrvrieeesveeesiesssv s esssssesesisesse s enses e ai s ensonss 7e(4)
»

(5) TOAI AEAUCHONS ....e.ooveeeeieieeieeeee b ess s emees s ceasessns s ses e s b eseseeans s ssbea e sarasasses st sesetssansssranesbemyesansssren 7e(5)

f Balance at the end of the current year (subtract ing 7e(5) from line 7d)............c..ccocevrviveererenieiesesreesssrsessnees ] 7f
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Part lll | 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 D Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract | D Indemnity contract

m@ Other (specify) PCritical Illness

9 Experience-rated contracts:
a Premiums: (1) AMOouUnt received ...u..uowsmwssassssmssisssrsssisssssms sssassssioisss 9a(1)
(2) Increase (decrease) in amount due but Unpaid .........cceceeevviineeriieinenne. 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE .........cccvverervvrnennes 9a(3)
(4) Earned ((1) + (2) - (3)) ... Iy J 9a(4)
b Benefit charges (1) Claims Paid.........cceiveereiirieeeiincereie e eisesnienas 9b(1)
(2) Increase (decrease) in Claim reSErVES. ........ccouevveeieiiririesrveeeresiessinnes 9b(2)
(3) Incurred claims (8dd (1) @NA (2))...eriiveierie it s e e ere st eststese s e e eassbase e eebs e sssse st esnse st ensersnnenns 9h(3)
LG IO E=1 10 oot =T o T-Yo OO 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS 1.vviviiiiirierrereceerisreereesest e e b s e e b srebeeras s saeeeeesenas 9c(1)(A)
(B) Administrative service or other fees .......c.ccovcevvviirviecieiriniie s 9¢(1)(B)
(C) Other Specific aCQUISIION COSS..........vivveesreeeeseesrsrec s evereesnions 9¢(1)(C)
(D) Other EXPENSES .....vevevriieceeiereeise e ctne e s esre e sseesaessasaeesnens 9¢c(1)(D)
(E) TAXES..vvrereeeeersseeeeseies s sessisasssesensssen s ssssensesasss s sereseenes 9c(1)(E)
(F) Charges for risks or other contingencies ............ccccvvevreereesinrenenns 9¢(1)(F)
(G) Other retention charges..........ccouveveerieine s 9¢c(1)(G)
L IR Y I =S (=Y o oY o OO OSSOSO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)....ccreinisinae 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .eiitiieeeeiiieiireeeeeseeseeestessesaeasessbtseessteessstseassssasseessessseabaeasees s s eatsenbeessbenseesssessentseasesresasaensee 9d(2)
(B) OUNGT FESEIVES v:iiisssisssnisnisiirasnnsnsissitenssrssssiossssnensassseassses sesneessssasssttsoasemssensessns sresnons sssmenes sens sassessssisasesansnos 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)...cccovriviiiniiianiinn 9e
10 Nonexperience-rated contracts: y
a Total premiums or subscription charges paid t0 CAMMIEr.........ccciiiiiiiiieiicie i ee e s sressreaeraens 10a 7,302 /
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. ...........cccceverennes 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 No

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




INSURANCE DATA FOR SCHEDULE A (FORM 5500)

AS REQUIRED BY SECTION 104 OF THE EMPLOYEE RETIREMENT INCOME SECURITY ACT OF
1974. THIS IS INTENDED TO COMPLY WITH VARIOUS REGULATORS' REPORTING AND
DISCLOSURE REQUIREMENTS, INCLUDING THE DEPARTMENT OF LABOR.

PREPARED FOR: PIEDMONT OFFICE REALITY TRUST
1. NAME OF CARRIER, SERVICE OR OTHER ORGANIZATION:
PROVIDENT LIFE AND ACCIDENT INSURANCE COMPANY
TAX ID: 62-0331200 NAIC: 68195
2. CONTRACT NUMBER: 0008529782
3. APPROXIMATE NUMBER OF PERSONS COVERED AT END OF POLICY YEAR: 17

4. DATE RANGE FOR PERIOD: 01/01/2024 TO 01/01/2025

NAME AND ADDRESS OF SALES FEES ADDITIONAL
EACH SOLICITING AGENT COMMISSION PAID COMPENSATION
OR BROKER RECEIVING PAID PAID
COMPENSATION:

WARD, JAMES W $ 0.00 $ 0.00 $ 5.82
4500 FT JACKSON BLVD ,

3RD FLOOR J

COLUMBIA, SC 29209

MARSH & MCLENNAN AGENCY WP ET3 $ 0.00 $ 0.00
LLC

11330 LAKEFIELD DR STE 100

JOHNS CREEK, GA 30097

USI INSURANCE SERVICES LLC $ 42.60 $ 0.00 $ 0.00
2502 N ROCKY POINT DR STE

400

TAMPA, FL 33607

KING, VALERIE A $ 0.00 $ 0.00 $ 0.00
406 BIG WOODS CIR
BELTON, SC 29627

USI INSURANCE SERVICES LLC $ 27.66j/ $ 0.00 $ 0.00
6100 FAIRVIEW RD STE 800
CHARLOTTE, NC 28210

—



6. COVERAGE/BENEFITS PROVIDED: CRITILLNES
7. NON~PARTICIPATING CONTRACTS (PREMIUMS):

(A} TOTAL PREMIUM OR SUBSCRIPTION CHARGES PAID
TO CARRIER. .t ittt ittt i s vt e e $ 7,301.90

(B) PREMIUMS DUE AND UNPAID AT END OF THE PLAN

(C) IF THE CARRIER, SERVICE OR OTHER ORGANIZATION
INCURRED SPECIFIC COSTS IN CONNECTION WITH
THE ACQUISITION OR RETENTION OF THE CONTRACT
OR POLICY, OTHER THAN REPORTED IN NO. 5 ABOVE,
REPORT AMOUNT . . . ittt ittt ettt i ettt s e e 5 .00



SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500) 2024
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab This Form is Open to Public
Employee B:r?:ﬁtrsngrécgrityaAZ:ninistration » File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2024 or fiscal plan year beginning 05/01/2024 and ending 04/30/2025
A Name of plan B Three-digit
Piedmont Office Realty Trust Welfare Plan plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Piedmont Office Realty Trust 58-2328421

I Partl { 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 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 5502)4523:
V.
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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



















SERVICE PROVIDER INFORMATION APPLICABLE TO:
Cigna Health and Life Insurance Company (“Cigna”)

PIEDMONT OFFICE REALTY TRUST
5565 GLENRIDGE CONNECTOR
SUITE 450

ATLANTA , GA 30342

Account Number : 3333216

For plan year beginning 05/01/2024 and ending 04/30/2025

Part | Service Provider information

1. Information on Persons receiving Only Eligible Indirect Compensation:
(8) Check "No"
(b) Not applicable

2. Information on Other Service Providers Receiving Direct or Indirect Compensation:

(a) Cigna Health and Life Insurance Company (“Cigna”)
Contract Identification Number: 59-1031071
NAIC Code: 673689

(b) Service Code(s):

12 Claims Processing 38 Participant communications 50 Direct payments from the Plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO Agreement) 62 Float Revenue
(c) Cigna provides claim administration and related Services Pursuant to an Administrative Services Agreement.
(d) Direct compensation paid by the plan: Amount Paid //
Medical Fees $3,575 I

{e) Check "Yes." Cigna received Indirect compensation.

(fy Check "Yes", see appendix for eligible indirect compensation calculation.
{g) See Appendix for indirect compensation calculation.

(hy Check "Yes." See Appendix included with this reporting.

3. For information regarding each source of indirect compensation (a) of $1,000 or more and (b) each source of indirect
compensation for which Cigna provided a formula refer to:

(a) Reference Appendix for information on eligible indirect compensation including formulas
(b) Reference Appendix for information on indirect compensation including formulas

Part Il Service Providers Who Fail or Refuse to Provide Information

4. Do not identify Cigna in this section as information for completion of Schedule C as provided in this documentation.

THE INFORMATION REFLECTED IN THIS REPORT IS ACCURATE AND COMPLETE BASED UPON INFORMATION AVAILABLE TO CIGNA COMPANIES AT THE
TIME THIS REPORT IS PREPARED AND IS CERTIFIED AS BEING COMPLETE AND ACCURATE.

NOTE TO POLICYHOLDERS: if you have elected not to receive identifiable health information, this report complies with your election. Nevertheless, please note that you
may have responsibilities under law 1o determine whether the information contained in this report could be used to identify individuals either when combined with other
information that you have or in any other manner and, if so, to take appropriate protective steps.

“Cigna" is a registered service mark and the "Tree of Life" logo is a service mark of Cigna Intellectual Property, Inc., licensed for use by Cigna
Corporation and its operating subsidiaries. Al products and services are provided by such operating subsidiaries and not Cigna Corporation. Such
operating subsidiaries include Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, and HMO or service
company subsidiaries of Cigna Health Corporation and Cigna Dental Healih, Inc.

Page: 1 Cigna Health and Life Insurance Company (“Cigna”)



SERVICE PROVIDER INFORMATION APPLICABLE TO:
Cigna Health and Life Insurance Company (“Cigna”™)
FOOTNOTE DOCUMENT

PIEDMONT OFFICE REALTY TRUST
5565 GLENRIDGE CONNECTOR
SUITE 450

ATLANTA , GA 30342

Account Number : 3333216
For plan year beginning 05/01/2024 and ending 04/30/2025

Part 1, line 2d: Amount reflects payments at the time this report is prepared. Other direct compensation may be due, but not yet
paid,

Part 1, line 2d; May include prior year commissions not previously reported.

Part 1, line 2d: Direct compensation reported may include compensation for administrative services provided to individuals not
covered under the group health plan administered by Cigna.

« If you have a Cigna administered HRA and/or HSA, the Administrative Service Fees include fees charged by the bank vendor.

Direct compensation amount does not include the following compensation received, if any, by affiliated companies:
» Plan benefit payments, if any, made to eviCore

« Utilization management fees paid to eviCore

» Plan benefit payment made to Evernorth Care Solutions, Inc. or Evernorth Behavioral Health, Inc.

« Plan benefit payments made to Cigna HealthCare of Arizona, Inc.(Cigna Medicai Group)

The amount of such compensation, if any, with respect to your plan is available upon request.

Direct compensation amount does not include compensation received by Express Scripts, inc. for pharmacy benefit management and
related services under direct contracts with you. Express Scripts, Inc. separately repoits this information to you for Schedule C
reporting.

Indirect compensation reported does not include any plan participant cost-sharing payments made to the following affiliated
companies:

» eviCore

« Evernorth Care Solutions, Inc.

» Evernorth Behavioral Health, inc.

« Cigna HealthCare of Arizona, inc.(Cigna Medical Group)
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APPENDIX FOR SERVICE PROVIDER INFORMATION REGARDING SOURCES OF INDIRECT
COMPENSATION EXCLUDING ELIGIBLE INDIRECT COMPENSATION TO BE REPORTED ON
SCHEDULE C PART |, LINE 3

(a) Service provider name:

Cigna

(b) Service codes:
12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(cy Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Castlight Health, 121 Spear St 3rd floor, San Francisco, CA 94105  EIN - 261989091

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Indirect compensation received by Cigna from this vendor (i} to defray Cigna's cost for the infrastructure changes required to

facilitate implementation of this vendor's customer transparency and engagement services; (ii) as reimbursement for annually
providing the vendor Cigna derived Center of Excellence (COE) and Cigna Designation (CCD) Information; (iii} as reimbursement
for making available customer access to cost estimate information, and (iv) as reimbursed for access to client paid claim files.

Indirect Compensation Formula/Estimate:
For calendar year 2024, Cigna received indirect
compensation from this vendor of approximately $3.24 per participant. (Determined by dividing total
compensation received by the number of participants as of July 1, 2024 in all plans that utilized this vendor.
{excluding Shared Administration Repricing "SAR")

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:

Cigna

(b) Service codes:
12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Omada Health, Inc., 500 Sansome $t.,, #200, $an Francisco, CA 84111 EIN - 45-2355015

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Digital Diabetes Preventive Care Services Provider - Indirect compensation received by Cigna from this provider for services
including:
(i) explaining the Omada services to existing and prospective clients; (ii} encouraging at-risk individuals who may benefit from the
Omada services to utilize Omada's preventive care services, and (iii) facilitating the enroliment of at-risk individuals
in the Omada program.

Indirect Compensation Formula/Estimate:
For calendar year 2024, Cigna received indirect
compensation from this vendor of approximately $1.23 per participant. {Determined by dividing total compensation
received by the number of participants as of July 1, 2024 in all plans that utilized this vendor
(excluding Shared Administration Repricing "SAR"))

Effective Date: 01/01/2024 Cancel Date:01/01/9999
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(a) Service provider name:
Cigna

(b) Service codes:

12 Ciaims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(¢) Amount of indirect compensation;
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Vision Service Plan "VSP", 333 Quality Drive, Rancho Cordova, CA 96670, EIN - 061227840

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
NOTE: The following is not applicable to your plan if your Cigna administered plan did not
include benefits for vision services through VSP.

Vendor for Vision Services - Indirect compensation received by Cigna from this vendor
for Cigna’s expenses associated with administering plans with vision benefits.

indirect Compensation Formula/Estimate:
For calendar year 2024, Cigna received indirect
compensation from this vendor of approximately $0.867 per participant. (Determined by dividing total
compensation received by the number of Vision Service Plan participants in participating plans
insured/administered by Cigna. The amount attributable specifically to your plan depends upon
the amount of plan benefits paid.) (excluding Shared Administration Repricing plans)

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formulal/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Refer to Sagamore Network Hospital listing below *

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Network hospitals listed below have contracted with Sagamore Health Network (an affiliate of
Cigna) to pay network administration fees.

Indirect Compensation Formula/Estimate:
For calendar year 2024, Cigna received indirect compensation
from these hospitals of approximately $0.06 per participant. (Determined by dividing total indirect
compensation received by the number of participants in all plans, including Shared Administration Repricing
plans insured/administered by Cigna. The amount attributable specifically to your plan depends upon the
amount of plan benefits paid to these hospitals.)

Hospital name
* Bloomington Hospital, P. O. Box 1149, Bloomington, IN 47402, TIN = 351720796
Bloomington Hospital of Orange County, 642 W. Hospital Road, Paoli, IN 47454, TiN = 3562090919
Clark Memorial Hospital, 1220 Missouri Avenue, Jeffersonville, IN 47130, TIN = 360944638
Daviess Community Hospital, P. O. Box 32, Washington, IN 47501, TIN = 356001322
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Deaconess Gibson Hospital, 1808 Sherman Drive, Princeton, IN 47670, TIN = 350877575

Good Samaritan Hospital, 520 S. Seventh Street, Vincennes, IN 47591-1098, TIN = 356001532

Goshen General Hospital, P. O. Box 139, Goshen, IN 46527-0139, TIN = 356001540

Greene County General Hospital, RR#1, Box 1000, Linton, IN 47441.9457, TIN = 356001492

Franciscan Health Lafayette, P. O. Box 310, Mishawaka, IN 46546-0310, TIN = 352056396

Franciscan Healthcare Rensselaer (Jasper County Hospital), 1104 E. Grace Street, Rennselaer, iN 47978, TIN = 3561404051
Margaret Mary Community Hospital, P. O. Box 226, Batesviile, IN 47006-8953, TIN = 356067048

Meadows Hospital, 3600 N. Prow Road, Bloomington, IN 47404, TIN = 351858510

Monroe Hospital, 4011 S. Monroe Medical Park Bivd., Bloomington, IN 47403, TIN = 202069733

Oaklawn Psychiatric Center, P. O. Box 809, Goshen, IN 46527, TIN 351070041

Starke Memorial Hospital (Principal Knox LLC), P. O. Box 339, Knox, IN 46534-0339, TIN = 621763056
Pulaski Memorial Hospital, P, O, Box 279, Winamac, IN 46996, TiN = 351097674

§t. Joseph Regional Medical Center -Plymouth, P. O. Box 1935, South Bend, IN 46634, TIN = 351142669
St. Joseph Regional Medical Center -South Bend, P. O. Box 1935, South Bend, IN 46634, TIN = 350868157
St. Mary’s Medical Center, 3700 Washington Ave, Evansville, IN 47750, TIN = 350869065

St. Mary's Warrick Hospital, P.O. Box 2408, Indianapolis, IN 46206, TIN = 351343019

White County Memorial Hospital, 720 South 6th St., Monticello, IN 47960, TiIN = 351140233

Woodlawn Hospital, 1400 E. 9th St., Rochester, IN 46975, TIN = 361171815

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b} Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

{c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Bank of America (Lockbox), 540 West Madison Street, Chicago, IL 60661 EIN# 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits associated with bank accounts utilized by Cigna in the administration of claim overpayment recoveries.

Applicable to all self-funded plans administered by Cigna.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2024, $0.37 per participant with the average annual

rate of the earnings credit at 4.00%.

Effective Date: 01/01/2024 Cancel Date:01/01/9989

(a) Service provider name:

Cigna

(b) Service codes:
12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services §6 Non-monetary compensation
31 Named fiduciary - {if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Citibank NA, One Penns Way, New Castle, DE 19720 EIN# §9-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
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Earnings credits on daily fund balances associated with bank accounts utilized in the claim administration by Cigna,
Applicable to all seif-funded plans utilizing Citibank services.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2024, $1.97 per participant with the average annual
rate of the earnings credit at 3.66%.

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation;
$0 (see formulalestimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Citibank NA (Omnibus), One Penns Way, New Castle, DE 19720 EIN # §9-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits on daily fund balances associated with bank accounts utilized in the claim administration by Cigna.
Applicable to all self-funded plans for Evernorth Behavioral Health, Inc. or Evernorth Care Solutions, Inc.

Eligible indirect Compensation Formula/Estimate:
For calendar year 2024, $0.01 per participant with the average annuai
rate of the earnings credit at 3.66%.

Effective Date: 01/01/2024 Cancel Date;01/01/9999

(a) Service provider name:
Cigna

{(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formulal/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Deutsche Bank, 60 Wall St., New York, NY 10005-2836 EIN# 5§9-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits associated with bank accounts utilized by Cigna in the administration of disbursing claim refunds.
Applicable to all self-funded plans administered by Cigna.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2024, $0.00 per participant with the average annual
rate of the earnings credit at 0.50%.

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:
Cigna
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(b) Service codes:

12 Ciaims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduclary - {if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formulafestimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
JPMorgan Chase, 3 Chase Metro Tech Center, §th Floor, Brooklyn, NY 11245 EIN# 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits on daily fund balances associated with bank accounts utilized in claim administration by Cigna.
Applicable to all self-funded plans utilizing JPMorgan Chase services.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2024, $4.38 per participant with the average annual
rate of the earnings credit at 3.54%.

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(¢) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(dy Name and EIN (address) of source of indirect compensation:
Cigna Healthy Rewards Vendors

Amplifon Hearing Healthcare Fifth Street Towers 150 South 5th St., Suite 2300 Minneapolis, MN 55402 EIN# 85-0437037
Fitbit 199 Fremont Street San Francisco, CA 94105 EIN# 20-8520744

LCA-Vision inc. 7840 Montgomery Road, Cincinnati, OH 45236 EIN# 11-2882328

American Specialty Healith Incorporated 10221 Wateridge Circle, San Diego, CA 92121 EIN# 330883241

(e) Description of indirect compensation, including any formula used to determine eligibility or amount;
Volume based marketing fees paid by vendors participating in the Cigna Healthy Rewards program which offers plan participants
discounts on various services. Applicable to your plan if your plan participants have a Cigna 1D card and access to
myCigna.com or other authorized portals.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2024, $0.00 PMPY (this formula is based upon total
compensation received from Healthy Reward Vendors across Cigna companies' entire insured and self-insured book of business.)

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 48 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formulal/estimate provided below)
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(d) Name and EIN (address) of source of indirect compensation:
CHLIC - COR Deposits, PNC Bank, 1600 Market St., 19th Fl, Philadeiphia, PA 1910 EIN #59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits associated with bank accounts utilized by Cigna in the administration of disbursing claim refunds.
Applicable to ail self-funded plans administered by Cigna.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2024, $1.02 per participant with the average annual
rate of the earnings credit at 3.25%.

Effective Date: 01/01/2024 Cancel Date:01/01/9999

(a) Service provider name;
Cigna

(b} Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(dy Name and EIN (address) of source of indirect compensation:
Omada Complete, 500 Sansome St., #200, San Francisco, CA 94111 EIN - 45-2355015

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Omada Diabetes and Hypertension Cigna 1 indirect compensation received by Cigna from this provider for services including:
Services, and facilitate enroliment of Screened Participants in the Omada Covered Servies.

For calendar year 2024, Cigna received indirect

Eligible Indirect Compensation Formula/Estimate:
compensation from this vendor of approximately $0.17 per participant. (Determined by dividing total
compensation received by the number of participants as of July 1, 2024 in all plans that utilized this vendor
(excluding Shared Administration Repricing "SAR")
(i) explain the availability of Omada Covered Services to CHLIC existing clients and CHLIC prospective clients; and (i} encourage the
use of Omada Covered Services by Screened Participants that CHLIC has identified as potentially benefitting from the Omada Covered

Effective Date: 01/01/2024 Cancel Date:01/01/9999
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