Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2024

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 09/01/2024

and ending  08/31/2025

A This return/report is for:

D a multiemployer plan

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

a single-employer plan

B This return/report is: D the first return/report

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

D Check box if filing under:

D an amended return/report

[ ] Form 5558

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

D automatic extension

D special extension (enter description)

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan
PGCCS INSURED WELFARE PLAN

1b Three-digit plan

number (PN) » 502

1c Effective date of plan

09/01/1994

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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

PINAL GILA COMMUNITY CHILD SERVICES

1183 E

COTTONWOOD LN STE 2

CASA GRANDE, AZ 85122-2970

2b  Employer Identification
Number (EIN)

86-0292421

2C Plan Sponsor’s telephone
number

520-723-5321

1183 E COTTONWOOD LN STE 2
CASA GRANDE, AZ 85122-2970

2d Business code (see
instructions)

611000

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. 12/12/2025 CHARITY RUSSELL
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 12/12/2025 CHARITY RUSSELL
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 151
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) 151
a(2) Total number of active participants at the end of the plan year ... 63_(2) 149
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 149
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 149
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 4F 4H 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __3
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
PGCCS INSURED WELFARE PLAN plan number (PN) » 502

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

PINAL GILA COMMUNITY CHILD SERVICES

86-0292421

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

BLUE CROSS B

LUE SHIELD OF ARIZONA

(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
86-0004538 53589 100026 149 09/01/2024 08/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

4392

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

GARRY L JOHNSON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

49392

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1203951
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 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
PGCCS INSURED WELFARE PLAN plan number (PN) » 502
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PINAL GILA COMMUNITY CHILD SERVICES 86-0292421
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

PRINCIPAL 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
42-0127290 61271 1114672 233 09/01/2024 08/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

5762

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

GARRY L JOHNSON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

5762

3

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c @ Vision
e B Temporary disability (accident and sickness) B] Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k B 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 81143
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

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

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 09/01/2024 and ending  08/31/2025
A Name of plan B Three-digit
PGCCS INSURED WELFARE PLAN plan number (PN) » 502

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

PINAL GILA COMMUNITY CHILD SERVICES

86-0292421

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
EQUITABLE FINANCIAL LIFE

(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
86-0222062 78077 005722 158 09/01/2024 08/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1015

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

BLUE CROSS BLUE SHIELD OF AZ

8220 N 23RD AVE
PHOENX, AZ 85201

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1015 | BONUS

3

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

GARRY L JOHNSON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3047

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 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 [X 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 20682
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




Departmenit of the Treasury
Internal Revenue Service

Form 5500

Employee Benefits Security

Oepariment of Labor

Adminlstration

Penslor: Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form s required fo be filed for employee benefit plans under sections 104
and 4065 of the Employee Retlrement Income Security Act of 1874 (ERISA) and
sections 6057{b) and 6058(a) of the Internal Revenue Code (the Code).

OMB Nos. 1210-0110
121¢-0089

2024

» Complete all entrles In accordance with
the instructions to the Form 5500,

This Form s Open to Public
Inspection

[ Part | |Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 06/01/2024

and ending  08/31/2025

A This reiurnfreport Is for:

B This return/report is:

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

D Form 5558

D Check

a single-smployer plan
[] the first returnireport

D an amended return/report

box if filing under:

I:l a multlemployer plan

D a multiple-smployer plan (Filers checking thls box must provide participating
employer information In accordanse with tha form Instructions.)

D a DFE (specify)
D the final refurn/report
D a shert plan year return/report (less than 12 months)

D automatic extension

[] special extensian (enter description)
E Ifthis is & retroactively adopted plan permitted by SECURE Act section 201, checkhere. . .........oovtvrineininnnn » |:|

Part Il

Basic Plan Information—enter all requested information

1a Name of plan
PGCCS INSURED WELFARE PLAN

1b  Three-digit plan

number {PN) » 502

1¢ Effective date of plan
09/01/1994

2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification

Mailing address (include room, apt., sulte no. and strest, or PO, Box)
City or town, state or province, country, and ZIP or foreign postal code (If foreign, sea instructions)

Number (EIN})
86-0292421

PINAL GI

LA COMMURNITY CHILD SERVICES

1183 E COTTONWOQOD LN STE 2
CASA GRANDE, AZ 85122-2970

2c Pian Sponsar's telephone
number
520-723-5321

1183 E COTTONWOOD LN STE 2 2d Business code (506
CASA GRANDE, AZ 85122-2070 instructions)
611000

Cautlon: 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 farth in the instructions, | declare that | have examined this returnfreport, 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 complste.

SIGN | (s Ruseedt 12/12/2025 Charity Russell

HERE
. | Signature of plan administrator Date Enter name of individual signing as plan administrator

HERE

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan spensor
' SIGN
HERE
: Signature of DFE Date Enter name of individual signing as DFE
For Paperwark Reduction Act Nofice, see the Instructions for Form 5500. Form 5500 {2024}

v. 240311



Form 5500 (2024) Page 2

3a Pian administrator's name and address [X| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 If the name andor EIN of the plan sponsor or the plan name has changed since the last return/repert filad 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 Sponsot's name 4d PN
¢ Plan Name
5 Total number of participants at the beginning of the plan year 5 l 151
6  Number of participants as of the end of the plan year unless ctherwise stated (welfare plans complete cnly lines Ba(1),
Ga(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the plan Year ... ga(1) 151
a(2) Total number of aciive participants at the end of the plan year 6a(2) 149
b Retired or separated participants receiving benefits........ccoeu...e. 6b
c Cther retired or separated participants entitied to future DENEFIS ... 6c
d  Subtotal. Add lines BA(2), BB, AN BC...........ecrerrrrrrerin e esrae e e sene e bbb sttt sae b b 6d 148
e Deceased participants whose beneficiaries are receiving or are entitled to receive banefils. ..o ciiceeeees Ge
f Total. Add lines 6 AN Be......i. it e e assersrerererermssmrnsaninrenens | OF 149
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6all
9 COMPIELE this TEBIMY ..ot ettt et e e e AR St AT SRR R e 9(1)
2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
gl GOMPIELE ThIS IEEBIMY 11itiiiirieecnniiniii e e e it ea e e a1 e d e nae e s £ese e seese e ee s sanante s oa b nra s ae e pmeassnnnsassennsabens _6_9(2}
h Numbar of participants who terminatad employment durmg the plan year with accruad benefits that were
loss than 100% vested... i wnee | Bh
7 Enter the total number of employers obllgated to contrlbute to the plan (only multlemployer plans complete thls |tem} ........ 7

8a If the plan provides pension bansfits, 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 appficable welfare feature cades fram the List of Plan Characteristics Codes in the instructions:

4A 48 AR 4AF 4H

4B

9a Plan funding arrangement (check al! that apply) 9b Plan benefit arrangement (check all that apply)
m Insurance 1 Insurance
(2) Code section 412(e)(3) insurance contracts 2) Coda section 412{e)(3} insurance confracts
(3) Trust 3) Trust
4 General assets of the sponser 4) General assels of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

b General Schedules

1 |:| R (Retirement Plan Information) {1 D H (Financial Information)
2 ’ ial —
@ [] MB (Muttiemployer Defined Benefit Plan and Certain Money @[] 1 (Finencial Informetion ~ Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) E A (Insurange Information) -- Number Attached _ 3
actuary (4) |:| € (Service Provider Information)
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 |:| DCG (Individual Plan Informaticn) — Number Attached (6) D G (Financial Transaction Schedules)
(5) |:| MEP (Multiple-Employer Retirement Plar Information)



Form 5500 (2024) Page 3

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

11a If the plan provides welfars bensfits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2620,101-2.) corvvvvenssreseeesressseseceesenrnens [l Yes [ No

If “Yes" is checked, complete lines $1b and 11¢.

11b Is the plan currently in compliance with the Form M-1 filing requiraments? (See instructions and 28 CFR 2520,101-2.) ........... [1Yes [] No

11¢ Enter the Recelpt Confirmation Code for the 2024 Form M-1 annual report, If the plan was net required to file the 2024 Form M-1 annual report, enter tha
Racaipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requiremants. {Failure to enter a valid
Recaipt Confirmation Code will subject the Ferm 5500 filing to rejection as incomplete.)

Receipt Confirmation Cods




SCHEDULE A
{Form 5500}

Doepartment of the Traasury
Internal Ravenus Service

Departinant of Labor
Employea Benefits Security Administration

Penslon Benefit

Guaranly 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 Ne. i210-0110

2024

This Form is Open to Public

pursuant fo ERISA section 103{a)(2}. Inspection
For calendar plan year 2024 or flscal plan ysar beginning  08/01/2024 and ending  08/31/2025
A, Name of plan B Thres-digit
PGCCS INSURED WELFARE PLAN plan number (PN) b 502

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

PINAL GILA CQ

MMUNITY CHILD SERVICES

86-0292421

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 confracts grouped as a unit in Parts Il and Il can be reparted on a single Schadule A.

1 Goverage Information:

(a} Name of insurance carrier
BLUE CROSS BLUE SHIELD OF ARIZONA

Approximate number of Policy or contract year
¢) NAIC (d} Contract or e}
(b) EIN { b parsons covered at end of
code identification number policy or contract year (f) From (@) To
86-0004538 53589 100026 149 09/01/2024 08/31/2025

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

{a) Total amount of commissions paid

{b) Total amount of fees paid

4392

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

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

GARRY L JOHNSON & ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c} Amount

{d} Purpose

{e} Organization code

49392

2

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

{b) Amount of sales and base
commissions paid

Fees and other commisslons paid

{c) Amount

{d) Purpose

{e) Crganization code

For Papetwork Reduction Act Notice, see the Instructions for Form 5500,

Schedule A {Form 5500} 2024
v. 240311



Schedule A (Form 5500) 2024 Page 2 =} 1

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

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

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

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

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

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

{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 fo whom commissions or fees were paid

Fees and other commissicns paid (e}
{b) Amount of sales and base Organization
commissions pald {¢) Amount {d) Purpose code




Schedule A {Form 5500) 2024 Page 3

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire greup 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 ..........ccooveeeeeceveecrocvecriennen. 4

5 Current value of plan’s interest Under this contract in separate accounts at Year end.............ceeeevvevieeceeerveeeesrirennsnns 5

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

D Pramitums Pait (0 CAITIET ..........ceeeeeeteveeesteesieesteessesnesasseesssessarsensssbssebss sttt bre s ees e amanesemnsaeearnsee s st s e nenentoensens 6h

Pramiums due but unpaid at the end of the YEaE ... e e e e 6¢

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

retention of the contract or policy, BNter AMOUNL. ......c...cccrr e am e e s vaes 6d
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) [] other {specify) P
f  If contract purchased, in whole or in part, to disiribute bensfits 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) |:| deposit administration (2} |:| immediate participation guarantes
{3) |:| guaranteed investment 4} |:| other P
b Balance at the end of the PrevIOUS YEAE .....uirmiirescssssssssssssssss s seasssssassssssssseasssssessssssssssasssssessessssassensiesasons | b
¢ Additions: {1) Contributions deposited during the Year ... Tc{1}
{2) Dividends and credits........cceeeereviecveeeeeneeesessnns v | TE(2)
{3) Interest credited during the year.......... S I £+ )]
{4) Transferred from ssparate account..... S I + (]
{5} OEr (SPECIFY BBIOWY ..., ceeeees oo sries s eeerse o rsvsrssessssssssssessesss e raratsnas 7¢(5)

»

LN Lo =TI U e 1T - U O RS

d Total of balance and additions (add lines 7b and 7¢{8)}. ..........

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

(2) Administration chargs mads BY CAFHBE ... vens Te(2)
(3) Transferred to S2PArate ACCOUNM ... veeieesecreesrsensensceestessennsissrvsensensss |7 8(3)
(4) Other (SPEEIFY DEIOW)....c.cormmmrommeaseercersmnssnssissssssmssnesssssssessemssssrssensenssanss |1 ELH)
»

(6) Total deductions ...

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




Schedule A {Form 5500) 2024 ' Page 4

Part Il | Welfare Benefif Contract Information

If more than one contract covers the same group of employees of the same employer{s) or members of the same employese 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 Indlvidual 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 (ather than dental or vision}) b D Dental c D Vislon d D Life insurance
e |:| Temporary disability {accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prascription drug
|:| Stop loss (large deductible) i |:| HMO contract k D PPO contract ID Indemnity contract

m |:| Cther (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received .. 9a(1)
(2) Increase (decrease) In amount due but unpald 9a(2)
(3) Increasa (decrease) In ungarned Pramium rassrve ..o e vesenes 9a(3)
() EBMNEA {{1) + (2) = (3]} servrersrevreeereessessessssseessssseassssssssssses essssossses pigsssesssissss s ssssssssgssess ot | _9a(4)
b Benefit charges (1} ClAIMS PaId......ccorveeevreervirsnsrenencsessmrissensinsnsenes | 9B{1)
(2) Increasa (decrease) In claim reSerVes.... e sereeeseses s e 9b{2)
(3) Incurred claims {Bdd (1) BN {2)) . et e s e e bbb e b en 9h(3})
(4) Claims chargad.... i err it s rrnns 9b(4)
¢ Remainder of premlum (1) Retentlon charges (on an accruai basts) -
(A) CommissIons .....ceeeueun reeeeeerensereeresenenvesnemensenreseens | SCEIHA)
B) Admlnislratlve service or other feas SR I -+ §1 (=) ]
(C} Other specific acquisition costs....... - | 8c(1}C)
(D} Other @XpPeNSES .vwwmaeerriormsmenrns gc{1)(D)
(E) Taxes... gc{1){E}
(F Charges Ior rlsks or other conﬂngenmes crnsersereemnnneennen | SE(1)F)
{G) Other 1etention CHAIGES ........cees s ssssssissesssessnseesesessses 9c(1{G)
(1} TOLAI FEEBNHION. .. -eeeeree e itees ettt e srra e e et be bbb re bbb e rmE bR vaeres e E e s Sc{1){(H)
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)....coveeerenne 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 8d(1)
{20 ClBIM FESBIVES .ovv.evvveereeessssessssssseeesssessssssssssssasssssssosss s sress senessssoessbisenssessteseesessmsaressosresesrassseterasessessoossons 9d(2)
(3] OFNBE FBEOIVEE ..e..vr e eeecararaseocteearne s a et acases e r b st rana b sea s eeaer e s s s ve e e ae s e s ee e e e e bt bt emte e resaarare et enasserenens gd(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).3.....ccoemerviiiceiiinninns e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid tO CAITIETN ... i eeemee e e e e 10a 1203951
by Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or palicy, other than reported in Part |, line Z above, report amount. .....veeeeeveereeenres 10k

Specify nature of costs.

| PartIV | Provision of Information

11 Did the insurance company fail to provide any Information necessary to compiete Scheduls A? ............ |:| Yes B‘ No

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




SCHEDULE A
(Form 5500)

Depariment of the Treasury
Internal Revenue Service

Departmant of Labor
Employee Benalits Sacurity Admin|stration

Penslon Benofit Guaranly Corporalion

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

b Insurance companies are required to provide the information

Insurance Information

» Flle as an attachment to Form 5500,

pursuant fo ERISA section 103(a)(2}.

OMB No. 1210-0110

2024

This Form is Open to Public

Inspection
For calendar plan year 2024 or fiscal plan year bagihning  09/01/2024 and ending  08/31/2025
A Name of plan i B Three-digit
PGCCS INSURED WELFARE PLAN 502

plan number (PN)

)

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

PINAL GILA COMMUNITY CHILD SERVICES

D Employer Identification Number {EIN}

86-0292421

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 en a single Schedule A.

1_Coverage Information:

(a} Name of insurance carrier
EQUITABLE FINANCIAL LIFE

Approximate number of Policy or cantract year
() NAIC (d} Contractor fe)
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
86-0222062 78077 005722 158 09/01/2024 08/31/2025

2 Insurance fee and commission infermation, Enter the tolal 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 amcunt of fees paid

1018

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

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

BLUE CROSS BLUE SHIELD OF AZ

8220 N 23RD AVE
PHOENX, AZ 85201

(k) Amount of sales and base

Fees and other ccmmissions

paid

commissions paid - (¢) Amount {d) Purpose {e} Organization code

0 1015 [BONUS 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
GARRY L JOHNSON & ASSOCIATES INC 3860 E BASELINE R
MESA, AZ 85206
(b) Amount of sales and base Fees and other commissions paid

commissions palid {c) Amount (d} Purpose {e) Organizaticn code

3047 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, bralkear, or other persen to whom commisslons or fees wera paid

Fees and other commissions paid ()
(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

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

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

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

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

Fees and other commissions pald (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
Whars individual contracts are provided, the entire group of such individual contracts with each carrler may be treated as a unit for purposes of

this report.
4 Current valua 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 8NG...........eeeeeveieevesriresrensrensisssisons )
6 Contracts With Allocated Funds:
a  State the basis of pramium rates »
B Premitums DI 10 GAITIEN ..o e e ress s s bssssss e et et s srse e seass sesssrs bt s s s bbb bbb s ab e s b e rsnbebne 6b
¢ Premiums due but unpaid at the end of the year ... 6c
d  Ifthe carrier, service, or other organization incurred any specific costs In connection with the acqulsition or 6d
retention of the contract or pelicy, enfer amMOUNt. ... O
Specify nature of costs P
e Type of contract: (1) D individual pelicies (2) I_—_I group defarred annulty
(3) [] other (specify) P
f If contract purchasad, in whole or in part, to distribute benefits from a terminating plan, chack hera 4 D
7 Cenfracts With Unallocated Funds (Do not include porticns of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration 2 I:l immediate participation guarantee
(3) [] guaranteed investment @) [] other P
b Balance at the end of the PIEVIOUS VBT ..uuuriwwwsomiiemssisssssisiasssssssssssesesessassessseesissessssenssssesess s coeeeeeeeceee | 1D
C  Additions: (1) Contributions deposited during the year .......ecneciiiiioes | 16(1)
(2) Dividends and GreditS......uerrccrierrersierrsreserieesaresssesessressssessasessinsssssssens 7c(2)
(3) Interest credited during 1he YEaN.... e eeeses s e sa s ssssess 7c(3)
(4) Transferred from separate aCCOUNT ... e cersses e 70(4)
(B) Other (SPECHY DEIOW) .vvviusisisisinsarssssrinsscssssssmesssssnss e siesrsesnssssssssssaises 7c(5)
4
(B)TOE] BAUIEONS ... rvvee e eeeeoseseeeeereeseees e seeesees s eeseeesee s e e seeemseeee s eeee e sreesemeesesemessesseremmanes s onresens 7ci6)
d Total of balance and additions {(add iN@s 7h aNd 7E(B)}. ...eciveereererireerrreenrrrsrnres s s eseres bbb srassss s | 7d
€ Deductions:
{1) Disbursed from fund tc pay benafits or purchase annuities during year 7e(1)
{2) Administration charge mBde bY CAITIBN .........ceceeriiiveeeceeraes e seenanns 7e{2)
{3) Transferred (0 SEPATALE ACCOUN .....ecerereerereereres s canesse e ssessassesssens 7e(3)
{4) Othier (specify below) Te(4)
4
{5) TOMA! GEAUGHONS 1vuvvvviseesisessesssersessiseseriessransess 1iausessssserasmes ot ssesssssssssass ressrasese s ansssssssssssessnss s snsssnasieasassasrnsnssasss 7¢(5)
f Balance atthe end of the current year (subtract line 7e{5) fram N Td)........c.cceevrereerereeieer e cerveer vt eeas | 7f




Schedule A {Form 550C) 2024

Page 4

Part 11l

Welfare Benefit Contract Information
If more than one contrast covers the same group of employees of the same employar{s) or members of the same employee organizations{s),
the information may be combined for reporting purposas If such contracts are experience-rated as a unit, Where contracts cover Individual
employees, the antira group of such Individual contracts with each carrier may be treated as a unit for purposas of this report,

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

e |:| Temporary disability (accident and sickness)
i D Stop loss (large deductible}
m |:| Cther (spacify) P

b[] Dentat
f [ ] Long-term disability
j [] HMO contract

c D Visicn

k D PPO contract

d [X Life insurance

q |:| Supplemental unemployment  h D Prescription drug

| D Indemnlity contract

9 Experience-rated contracts:

a Premiums: (1) AMoUNt raCRIVEd .....cococerreoeerireeeeere i seeeee e 9a(1)
{2) Increase (decrease) in amount dus but unpaid 9a(2)
(3) Increase {decraase) In unsarnad Pramium rESEIVE ... v e 9a{3)
(Y Earnad {{1} + (2) - £3)) tcririiiimmiiim i bbb sa s e 9a(4)
b Benefit charges (1} ClAIMS PBIG.....ccrirrreresrrerrersessermesressessesasensssessssesseens 9b(1)
(2) Increase {decraase) in Claim reserves...... e 9b(2)
(3) Incurred ¢lalms {dd (1) AN (2] 1iriirer i ese s rsssre et essss e sssessssasssssss ettt etessoseseseseesmeesinae 9b(3}
{4) CIRIMS GHAFGEU. 011 vvversseressseesssminsierens isassesses ssinssssssesss sessas e ssssssessssessssessssessssensssssn tebsbssbsb s ats s st shasissarans 9b(4)
Remainder of premium: (1) Retention charges {on an accrual basis) -
() COMMUSBIONS ... coreeeeeereseene e sees e e ssase e sesmsnas e vania s saanes Ac(1)(A)
(B) Administrative service or other faes ..........ccceeveene. 9c(1)(B)
(C) Other specific acquisition costs....... 9c(1)(C)
(D) OLNEE BXPENSES 11.1vuesceseesesennssssssevsssneascassssssssmsssasesssssssarssssessossssens 9c(1)}(B})
(E) TAXES. 1iiuiererinemeniisnnne s misr s e ssss st b bean s s st st et s e e e e 9c(1)(E)
{F} Charges for risks or othar cantingentias ... 9c(1)(F)
(B) Other retention Charges ... o, 9¢(1)(G)
L e L = oo o OO OO Sc(1){H)
{2) Dividends or retroactive rate refunds. (These amounts were D pald in cash, or |:| credited.)e i 9¢(2)
d  Status of policyholder reserves at end of year: {1) Amount held to provide benefits after retirement ... 9d(1)
{2) ClAIM FBEBIVES 11evtitiiistircreseirt e iass e a1 s e beensae s 160 saes 4 s be e sE e b s e eE e R e e sE S Re e s ha et ea e ebbbe st dnba 1 b e abob bbb 0n 9d(2)
{B) OB TBSIVES 11vvtivviseresrerrreressmsersirsesinesseersaesererranrassts seraeserbesesessenesessesesesbe e o081 et ha e sdsis s bbeded e erenninens 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in ling 96{2).}...coccerrisnniinerrirnnes 98
10 Nonexpetience-rated contracts:
a Total premiums or subscription charges Paid 10 GAMIEI .........cccceeeeeeeee et re e asn b renes remsen s esresresnannens 10a 20682
b Ifthe carier, service, or other organization incurred any specific costs in connaction with the acquisition or
retantion of the contract or policy, other than reported in Part 1, ling 2 above, report amount. .......cveevveerieneene 10b

Specify nature of costs,

| PartlV | Provision of Information

11 Did the insurance company fail to provide any information

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

[] ves

K No

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




SCHEDULE A
(Form 5500)

Dapartment of the Treasury
Internal Revenue Service

Depariment of Labar
Employse Banalils Securlty Administration

Penslon Baneflt Guaranty Corporation

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). 2024

P Flle as an attachment to Form 5500,

P Insurance companles are required to provide the Information

This Form is Open to Public
pursuant o ERISA section 1¢3(a)(2).

Inspection
For calendar plan year 2024 or fiscal plan year beginning  09/01/2024 and ending  08/31/2026
A Name of plan B Three-digit
PGCCS INSURED WELFARE PLAN plan number (PN) b 502

C Plan sponsar's name as shown on line 2a of Form 5500
PINAL GILA COMMUNITY CHILD SERVICES

D Employer I¢entification Numbar (EIN)

86-0292421
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 Parls |l and |1l can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

PRINCIPAL LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
¢) NAIC (d) Contract or fe)
{b) EIN { S i persons covered at end of
code identification number palicy or confract year (f) From (9} To
42-0127290 61271 1114672 233 09/01/2024 08/31/2025

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

descending order of the amount paid.

{a) Total amount of commissions paid

{b}) Total amaunt of fees paid

5762

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

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

GARRY L JOHNSON 8 ASSOCIATES INC

3850 E BASELINE RD
MESA, AZ 85206

(b) Amount of sales and base

Fees and other commissions paid

commissicns paid

{c¢) Amount (d} Purpose (e) Organization code

5762

3

{a} Nama and address of the agent, broker, or other person to whom commissions or fees ware paid

{b) Amaount of sales and base

Fees and other commisslons pald

commissions paid

{e) 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 8500) 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 {s}
(b) Amount of sales and hase 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 (o)
(b} Amount of sales and base Organization
commissions paid {c) Amount {d) Pupose codo

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

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

(a) Name and address of the agent, braker, or ather parson to whom cemmissions or fess were paid

Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissions paid (c} Amount {dl} Purpose Pode

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

Fees and other commissions paid : )]
{b) Amount of sales and base Organization
commissions pald (¢) Amount {d) Purpose codo




Schedule A {Form 5500) 2024 Page 3

Part 1 | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such Individual centracts with each carrier may be treated as a unit for purposes of

this report,
4 Curent value of plan's interest under this coniract in the genaral 8cCoUNt 3t YA 8N ......c.covvevvvreeevesesscesseesseeesenesnn 4
5 Current value of plan's interest under this gonfrast in separate accounts at year end................ s 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
B Promiums Pait 10 CAIET ..o seeeereeeesess ittt e ss s ss st s sesescesears s s s e et bet st bt mee e 6bh
C  Premiums due but unpaid at the end of the year .. 6¢c
d Ifihe carrler, service, or other organization Incurred any speclﬁc costs in connection with the acquisition or 6d
retention of the contract of Policy, ENIET AMOUNL oo sere st ssn b g st e e e eeeeeeteeesen
Specify nalure of costs P
e Type of contract: (1) D individual pallcias ) D greup deferred annulty
(3) [] other specify) ¥
f  If contract purchased, in whole ar in pari, to distribute benefits from a terminating plan, check hare ) |:|
7 Contracts With Unallosated Funds (Do not include portions of these cantracts maintained in separate accounts)
a Type of contract: m |:| deposit administration {2) |:| immediate participation guarantee
(3) D guaranteed investment {4) |:| other P
b Balance ai the end of the previous year .. | 7b
¢ Additions: (1} Contributions deposited dunng the year .. e |_TG{1)
(2) Dividends and credlts 7c(2)
(3} Interest credited during the YBaI....wier e e s e 7c(3)
(4} Transferred from separate aCCOUNT ..o e e 7c{4)
{5} Other (SPBCITY BBIOW) . vuvriteietie i eessssssssensssesensesssssassaranss 7¢(5)
>
{BITOMA BAGIIONS ......coeoceecrecrccer et sevr s s rss s sene s bbb s sttt mase et se e e sssee et mrmen s eee st enren 7¢{6)
d Total of balance and additions (add lines 7h and 7c{8}). 7d
e Deduclions:
(1} Disbursed from fund to pay benefits or purchase annuities during year Te(1)
{2) Administration charge made by GaITIET ... eessssissesssss s eseeeseens 7e{2)
{3) Transferred to separate account..
{4) Othar (Spacify BBIOW) .o e
>
(5) TOMAI BBUUCHONS 1v.veneeceesneasincrseereessesss st st test e eeeseeseearanssbess e saasesinss e s e st ssbenenasess et s s st s st es et senesenrens 7e(5)
f  Balance at the end of the current year (subtract N 7e(5} From INE 7d).........ccooveeververireeeesissreeeeesssessesserssssees | 7T




Schedule A {Form 550C) 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 organlzations(s),
the Information may be combined for reporting purposes if sich contracts are experience-rated as a unit. Where contracts cover individuat
employees, the entire group of such Individual contracts with each carrler 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)

e Temporary disability (accident and sickness)
[] Stop loss (large deduictible)

m D Other (specify} P

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

¢ [X| Vision

k X] PPO contract

d D Life insurance
g |:| Supplemental tnemployment  h |:| Prescription drug
| I:] Indemnlty contract

9 Experience-rated contracts:

a Premiums: {1) AMOUNt receivad ... ierrs e sesn s erasnsssrnens 9a(1)
{2} Increase (decrease} in amount due but unpaid .......... 9a(2)
(3) Increase (decrease) in unearned premium reserve .... 9a(3)
(4) Eamed ((1) + {2) - (3)} ......... Crrerereriinseraeiim e nre s 9a(d)
b Benefit charges {1) Claims paic g9b{1)
(2} Increase (decrease} iN Claim rESBIVES.....cuiier e siveriver e cssrenserannes 8b(2)
(3 Incurred claims {(Bdd (1} And {2)) ... e s e s e eese e bbb bbb bbb bbb a 9h(3)
(4} Claims charged... e s 9b(4}
€ Remainder of premium: (1) Retentlon charges (on an accrual basns) e
() COMIMUSSIONS 1....cvvreeriree e iesarnssser st sssesrtaressressssssss s rasassssrons Sc(1A}
(B) Administrative sarvice or othar fEes ... iveevnnnren e nrreecrme i 9c{1)(B}
(C) Other specific acquisition costs 9c{1)(C)
(D) Oher EXPENSES v rieresrvserssreeserns 9c(1)(D)
(E) TAXES...coeeveeeeceeee e e sessrise et svsesaesests v beties 9c{1)(E)
(F) Charges for risks or other contingencies ... 9c(1)(F)
(G3) Other retentian charges 9¢(1)(G)
(H) Total retention.., RS - e | _SG(1{H)
(2) Dividends or retroactive rate refunds {These amounts were |:| pald in cash or I:l credlted ) 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benafits after retirement............... 9d{1)
(2) Claim reserves... 9d{2)
(3) Other reserves 9d(3)
e Dividends or retrcactive rate refunds due. (Do notinclude amount entered in line 9e{2))...........c.ccceeeeee. Ye
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CaMIET.......c...cce e e st raresne s e s 10a 81143
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retentian of the contract or palicy, other than reported in Part [, line 2 above, report amount. ......ee e 10b

Specify nature of cosls,

| Part IV [ Provision of Information

11 Did the insurance company fail to provide any information

necessary to complete Schedule A? ...

12 ifthe answer to line 11 is "Yes,” specify the infermation not provided. P




