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 08/01/2024 and ending  07/31/2025
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.)

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: D Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
OSM WORLDWIDE HEALTH & WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
08/01/2020

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) 38-3691560

ONE STOP MAILING, LLC

601 REGENCY DRIVE
GLENDALE HEIGHTS, IL 60139

2C Plan Sponsor’s telephone
number
630-622-8696

2d Business code (see
instructions)
812990

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. 12/23/2025 ERIC HERMONSON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 399
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) 399
a(2) Total number of active participants at the end of the plan year ... 63_(2) 298
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 298
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
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __4
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

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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
OSM WORLDWIDE HEALTH & WELFARE PLAN plan number (PN) » 501

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

ONE STOP MAILING, LLC

38-3691560

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

BLUECROSS BLUESHEILD OF ILLINOIS

(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
36-1236610 70670 228819 336 08/01/2024 07/31/2025

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

86533

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

INNOVATIVE BENEFIT SOLUTIONS INC

77 W. WACKER DRIVE
SUITE 4500
CHICAGO, IL 60601

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

86533

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
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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




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) ] HMO contract k B PPO contract

m |:| Other (specify) P

d D Life insurance

h @ 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 2160434
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




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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
OSM WORLDWIDE HEALTH & WELFARE PLAN plan number (PN) » 501

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

ONE STOP MAILING, LLC

38-3691560

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
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 KM05396775 356 08/01/2024 07/31/2025

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

35124

3075

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

INNOVATIVE BENEFIT SOLUTIONS INC

200 W. MADISON ST.
SUITE 2200
CHICAGO, IL 60606

(b) Amount of sales and base

commi

Fees and other commissions paid

ssions paid

(c) Amount

(d) Purpose

(e) Organization code

21068

3

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

GIS BENEFITS

422 WAUPONSEE ST.
MORRIS, IL 60450

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

14056

3075

SUPPLEMENTAL COMPENSATION

3

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b 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 D PPO contract

m B Other (specify) » ADD

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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 337836
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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
OSM WORLDWIDE HEALTH & WELFARE PLAN plan number (PN) » 501

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

ONE STOP MAILING, LLC

38-3691560

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
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 0261591 29 08/01/2024 07/31/2025

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

594

47

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

INNOVATIVE BENEFIT SOLUTIONS INC

200 W. MADISON ST.
SUITE 2200
CHICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

475

3

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

GIS BENEFITS INC

422 WAUPONSEE ST.
MORRIS, IL 60450

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

119

47

SUPPLEMENTAL COMPENSATION

3

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 |:| 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 3533
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 08/01/2024 and ending  07/31/2025
A Name of plan B Three-digit
OSM WORLDWIDE HEALTH & WELFARE PLAN plan number (PN) » 501

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

ONE STOP MAILING, LLC

38-3691560

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
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 0261593 14 08/01/2024 07/31/2025

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

617

49

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

INNOVATIVE BENEFIT SOLUTIONS INC

200 W. MADISON ST.
SUITE 2200
CHICAGO, IL 60606

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

494

3

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

GIS BENEFITS INC

422 WAUPONSEE ST.
MORRIS, IL 60450

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

123

49

SUPPLEMENTAL COMPENSATION

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 D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 3669
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




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

1210-0083
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
f »
D.ﬁ?;ﬁ’;i;“;ﬁ;’;i;’;ﬁf‘;w sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor » Complete all entries in accordance with

o ? :
o o sy the instructions to the Form 5500.

Pension Benefit Guaranty Corporaticn This Form is Open to Public
Inspection
[ Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 08/01/2024 and ending 07/31/2025
A This return/report is for: I:I a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide paricipating
’ 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 returnfreport
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, Chack HBFE. . . ... o e et e e » |:|
D Check box if filing under: D Form 5558 D automatic extension l:l the DFVC program
D special extension {enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. ............ ... ... ...... 4 [I
I Part i I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
0SM Worldwide Health & Welfare Plan number (PN) » 501
1¢c Effective date of plan
08/01/2020
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 28-3691560
One Stop Mailing, LLC 2C Plan Sponsor's telephone
number

630-622-8696

2d Business code (see
instructions)
812990

601 Regency Drive

Glendale Heights IL 601389

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 returnfreport, including accompanying schedules,
staternents 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 6_,1.. IZ{ s l,?»l'.l‘éj 125 |ERIC HERMONSON
HERE v
Signature of p(an administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311



Form 5500 (2024) Page 2

3a Plan administrator’s name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4  Ifthe name and/or EIN of the plan spansor 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
€ Plan Name
§  Total number of participants at the beginning of the plan vear 5 | 39¢
6 Number of participants as of the end of the plan year unless otherwise stated (welfare pians complete oniy 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) 399
a(2) Total number of active participants at the end of the plam year ... 6a(2) 298
b Retired or separated participants recaiving Benefils ... 6b 0
c Other refired or separated participants entitled to future benefits ... 6¢c 0
d Subtotal. Add INes BA(2), B, AN BC. ..o et eee e e v e s v re s be s et e r e e e et taaanbe s anaates ad 298
e Deceased participants whose beneficiaries are receiving or are entifled to receive banefits. .............ccoov e, 6e
f Total. Add lINES B AN B, ... bt 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6a(1
g COMPIEtE RIS TEBITI) ..o v et s e e b e e A n S e bbb a bbb s b e bt an e g(1)
2) MNurnber of partlcrpants with account balances as of the end of the plan year (only defined contribution plans
g complete this item) ... 60(2)
h Number of parﬂmpants who termlnated employment durmg the pIan year W|th accrued benef ts that were
1258 than T00% VESIEA . oot oot ee et eetemes sttt smen e seasesseeeeeseneseeesesasseessceenrasaseasen 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 ptan 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 41

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) Insurance
{2) Code section 412(e)(3) insurance contracts {2) Code section 412(e)(3) insurance contracts
(3) Trust {3) Trust
{4) General assets of the sponsor {4) General assets of the sponser
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 [] ™B (Muliemployer Defined Benefit Plan and Certain Money @ [] t (Financial Information — Srall Plar)
Purchase Plan Actuarial Information) - signed by the plan 3) @ A (Insurance Information) — Number Attached _% __
actuary (4) [T ¢ (Service Provider Information)

(3} l] SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

(5) [] D (DFEParticipating Plan Information)

{4) |:| DCG (Individual Plan Information) — Number Attached (6) |:| G (Financial Transaction Schedules)

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



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 the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2) cvvvveeremerirssnereec e |} YeS No

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

11b Is the pian currently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2.) .......... [ves [] No

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

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 .
Employes Benefits Security Administration P File as an attachment to Form 5500.
Ransion{BeneiiGusranfl] CorRSiEion » 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 08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit

0SM Worldwide Health & Welfare Plan plan number (PN) [3 501

C Plan spensor’s name as shown on fine 2a of Form 5500

D Empioyer [dentification Number (EIN}

Cne Stop Mailing, TLLC 38-36915690
Part | Information Concerning Insurance Contract Coverage, Fees, and Commigsions Provide information for each contract

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

1 Coverage Information:

(a} Name of insurance carrier

BLUECRCSS BLUESHEILD OF ILLINOIS

(¢} NAIC (d) Contract or {e} Approximate number of Policy or contract year
(b} EIN code identification number Roole Cepred St of f) From {g) To
policy or contract year
36-1236610 70670 228819 336 08/01/2024 07/31/2025

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

descending arder of the amount paid.

{a} Total amount of commissions paid

(b} Total amount of fees paid

86,533 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 paig
INNOVATIVE BENEFIT SOLUTICNS INC
77 W. WACKER DRIVE
SUITE 4500
CHICAGC IL 60601
{b) Amount of sales and base Fees and other commissiens paid
commissions paid {¢) Amount (d) Purpose (e) Organization code
86,533 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 addrass 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 commissiens paid {e)
{b) Amount of sales and base Organization
commissions paid {c} Amount {d) Purpose code

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

Fees and other commissions paid (e)

{b} Amount of sales and base Organization
commissions paid {c) 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 yearend ..o 4

& Current value of plan’s interest under this contract in separate accounts at yearend..........cocceeeiiiiiiianiiiniinn 5

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

D Premiums Paid 10 GAIE ... ..ot eeee oot eeee e oo eee oo em e es s ba s bt s 6b

€ Premiums due but unpaid at the end 6f thE Y AL, ... e e e 6c

d fthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @Nter @MOUNL. ... e

Specify nature of costs b

€ 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 portions of these contracts maintained in separate accounts)

a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investrnent (4 D other »

b Balance at the end of the PreVIDUS YEA ... ..o iiiiiiriess e rsaseeessim s sasessseeearmesersestosestases e seet st ebenssoccarnsces | 7b
¢ Additions: (1) Contributions deposited during the year ........cccocevvevveerenee | 16{1)

{2) Dividends and Credits.........co..oo.ceeeverieesrin s s 7c(2)

(3) Interest credited dUTNG the YO c.....ooov e e 7¢(3)

(4} Transferred from separate aCCOUMt.........oo.ocueirciiciecee e, 7c(4)

(8) Other (specify below) 7c(5)

>

(BITOTAI AUIIONS .ovevcvrvvetvest s sestoesemrsenserseseess e ssee s oot esnae s see s ses s e 48t et 8wt b et 7¢(6)
d Total of balance and additions (2dd INES 7B AN TEIB)). <o orvimeeeer et | 7d

€ Deductions:

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

{2) Administration charge made BY CAITIBT ...........cc.cievmeeeivereeciereaeceeeenen 7e{2)

(3) Transferred to separate aCCOUNT...........ccoioriiii et e 7e(3)

{4) OHher (SPECITY DEIOW) .....coevrsrreruerssrrrsscrrsrcesrreseiessecome it esse s cesssseeennseneese 7e(d)

»

(5) Total deductions................... B TSRO OT OO OO { - ()

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 @ Health {other than dental or vision) b D Dental c D Vision d D Life insurance
e D Tempeorary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h @ Prescription drug
i D Stop loss (large deductible) j EI HMO contract k EI PPO contract l@ Indemnity contract

m [ ] Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCeIVEd .....covrieviee st 9a(1)
(2) Increase (decrease) in amount due but unpaid.. 9a(2)
(3) Increase {decrease) in unearned premium reserve ................ccoeeev..... 9a(3)
(4) EBINEA ({1) 5 (2] = (3] ettt et st seesesmeeaesee et e eeeeeeeeessseseessessessees 9a(4) 0
b Benefit charges (1) ClaIMS PEI.......oooee oo eereseeeoeeoeeoeesoan 9b(1)
(2) Increase (decrease) in Claim reServVes .......oc.cevivieceee oo 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4} Claims ChAGE ..ot ettt eeees e 9b({4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —
(A) COMMISSIONS .....ooeecevrerereaietntr e eeeeee e en e veneen 9c(1)(A)
(B) Administrative service or other fees ..o ovvveeeeee e, 9c(1¥{B)
(C) Other specific acquiSIon oSS .........co.ovveeeeeeceeecee e, 9c{1}C)
(D) Other eXpenses .......co..oooeveeeereeerieeeeesvssssssseeses e | 9C{1){D}
AT U I - {5}
{F) Charges for risks or other contingencies. .........o..oovreerrreovvroennn., 9c(1KF)
{G) Other retention Charges . .........ocovveeeroeeeeeeeeeeeeeeeeeeeeeeesee oo, 9c(1}G)
CHY Tota] TREBNIION ...ttt ettt ettt e eem s e et seeeee et et eeee et ereesesaat et et 9c(1){H) 0
{2) Dividends or refroactive rate refunds, (These amounts were D paid in cash, or[] credited.) 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirerment ............... 9d(1)
{2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered int line 9¢{2).) ..., 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid £0 CAITIET ...........ovvviir it oo e eeesor st 10a 2,160,434
b Ifthe carrier, service, or other organization incurred any specific costs in connectien with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount...........cocoeeeveeee.., 10b
Specify nature of costs.
|_PartIv | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. I:I Yes @ No

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




SCHEDULE A Insurance Information OME No. 12100110

(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024

Department of Labor

Employee Benefits Security Administration P File as an attachment to Form 55060.

Pensicn Bgnegt Guaranty[Gorpgraicn » 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  08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit
0SM Worldwide Health & Welfare Plan plan number (PN) 3 501
C Plan sponsor's name as shown on fine 2a of Form 5500 D Employer Identification Number {EIN)
Cne Stop Mailing, ILILC 38-3691560

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 1l can be reported on a single Scheduls 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 . . persons covered at end of
code identification number policy of contract year (f) From {g) To
13-5581829 65978 KMQ5396775 356 g8/01/2024 07/31/2025

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
25,124 2,075

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

INNOVATIVE BENEFIT SOLUTIONS INC
200 W. MADISON 5T.

SUITE 2200
CHICAGO IL 60606
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organizaticn code
21,068 3

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

GIS BENEFITS
£22 WAUPONSEE ST.

MORRIS II. 60450

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

14,056 3,075 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 QOrganization
carmmissions 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 g7

(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 QOrganization
g
commissions paid (c) Amount (d) Purpose code

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

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




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 yearend ... 4
5 Current value of plan’s interest under this contract in separate accounts at yearend.....ocooviconinie e, 5

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

D Premiums PAIH 10 CAITIET ...vivueereereoresre e cmes e iesses et sttt sttt e e 6b
¢ Premiums due but unpaid at the 8nd 0f the YBE. ......coiiiiierssive e eees e eiea e bbb 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, nter AMOUNT. ... s e
Specify nature of costs ¥
e Type of contract: (1) D individual policies 2) |:| group deferred annuity
{3) D other (specify) P
f If contract purchased, in whole or in part, fo 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 Typeofcontractt (1) |:] deposit administration 2 |:| immediate participation guarantee
(3} D guaranteed investment 4 D other P
b Balance at the end of the previous year... | 7b
C  Additions: (1) Contributions deposited durmg the Y= | U 7¢{1)
(2) DIVIdENds And GrETIS . ......ovioeeeeceeeeeeeeeeees et e ssr st Tc(2)
(3) Interest credited during the YEAr .......c.o....vsriceereceereriesssnsmseserrsennene | G}
(4) Transferred from $eparate 8CCOUNL. ..o errcerr e eere e 7c(4)
(5) Other (specify below) 7¢(5)
»
(B)TOLAl AHAHIONS ....... oo oeeee e irssressessesasseress e s sees e oot . 1¢{6)
d Total of balance and additions (2dd iNES Th AN TEB)). .vuvrevereroeeeeeeemeeemee e enme e es et srennsssee st | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2) Administration charge Made DY CAIMIET ... 7e(2)
(3) Transferred to SEParate aC0OUNL.......cccovvreerrecercrieercerer e aee s s rears 7e(3)
(4) OET (SPEGCITY BEIOW) .........ceo et seressss s ees e encaes 7e(4)
}
(5) Total deductions... .. 7e(5)
f Balance at the end of the current year (subtract Ilne 7e(5) from Ime Td) | 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 camrier 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 BI Dental c @ Vision

i |:| Stop loss (large deductible) j |:| HMO contract kD PPO contract
m [x] Other (specify) PADD

d E Life insurance

e E Temporary disability (accident and sickness) f E] Long-term disability d D Supplemental unemployment  h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) AMount received ..o e 9a(1)
(2} Increase (decrease)} in amount due but unpaid.............ocovievieieie e 9a(2)
(3} Increase (decrease) in unearned premium rESEIVe ...........oceeveveeeeeen. 9a(3)
(4) EAMNed (1) + (2} - (3D -eeemrrr oo eesees oo ..] 9a{4) 0
b Benefit charges (1) Claims Paid..............cooooeeeovie oot
{2) Increase (decrease) in claim reServes ............cooooeeceeeee e, 9h(2)
{3) Incurred claims {Bdd {1} @8N (2)}....cov e ettt ettt et ee e ee e tes 9b(3) 0
(4) Claims charged ... e Sb{4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS -..ocveecece e 9c(1)(A)
(B) Administrative service or other fees . | 9c(1)(B}
{C) Other specific ACQUISIION COSES ..........oov.. e reeerne 9c{1)(C)
(D} Other @XPENSES ....ocvoeeetieeie et et et ee e 9¢(1}D)
(E) TANES oot 9c(1)(E)
{F) Charges for risks or other contingengies. .........o..ovcoooveeevevvevrrerionn 9¢({1)(F)
(G) Other retention charges.................. 9c{1){G)
(H) TOAL TOIBMEION ....ocoe s it bt c e e ee e et sttt ettt eees et e eees e e se et ee s 9c(1H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ..o 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .............. gd{1)
(2) ClAIIM FESEIVES L.oiii ittt ettt et et e e me e eees e e st me st se e b e b e R b e 1eeeeaeen e e eeemteae e e et e e et et aee e ee e 9d(2)
(B) O NI FESEIVES ..ottt ettt st 4o e e eee e st eeeeans s et et e seee s et et e s em et e snte s rteee 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 CAIMIEI............oovi oot eees e 10a 337,836
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....oee........ 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 @ Neo

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




SCHEDULE A i
Insurance Information OV No. 1210.0110
(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Reveriuz Service Employee Retirement income Security Act of 1974 (ERISA). 2024
D t of Labol
Employes B:r?:fli-:smggcgrttya.ﬂd:‘ninislration P File as an attachment to Form 5500.
Pengian Beneit Susramy Carporsticg b 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 08/01/2024 and ending 07/31/2025
A Name of plan B Threedigit
0OSM Worldwide Health & Welfare Plan plan number (PN) 2 S01
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
One Stop Mailing, LLC 38-3691560
Partl 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 1l ¢an 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 g = persons covered at end of
code identification number policy or contract year (f) From (g) To
13-5581829 65978 0261591 29 08/01/2024 07/31/2025

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 {h) Total amount of fees paid
594 47

3 Persons receiving commissiens 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

INNOVATIVE BENEFIT SOLUTIONS INC
200 W. MADISON ST.

SUITE 2200
CHICAGO IL 60606
{b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount {d) Purpose {e)} Organization code
475 3

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

GIS BENEFITS INC
422 WAUPONSEE ST.

MORRIS IL 60450

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

119 47 3

For Paperwork Reduction Act Notice, see the Instructions for Form §500. Schedule A (Form 5§500) 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
®) (c) Amount {d) Purpose gcode

commissions paid

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

Fees and other commissions paid (2)
b) Amount of sales and base Organization
®) {c) Amount (d) Purpose gcode

commissions paid

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

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

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

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

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

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

commissions paid
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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 purpeses of
this report.

4 Current value of plan’s interest under this contract in the general account at yearend .....oocieeeeeoooeeeiieeee, 4

5 Current value of plan’s interest under this contract in separate accounts at YEAr BN ..o 5

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

D Premitms Paitl 10 CAITIEN .......... oot ettt oo ee oo s et oo 6b
€ Premiums due but unpaid atthe end of the Yeam.......... ettt s 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, @NtEr AMOUNL. ...t ee e
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 2 terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract; (1) |:| deposit administration ) |:| immediate participation guarantee
&) D guaranteed investment [EN] |:| other P
b Balance at the £nd of the PrEVIOUS YEBAI .........oieiveeoeooeeeoo oot eeeestteee e e seeeseesseee s ee e eeeees s st es s | 7b
C  Additions: (1) Contributions deposited during the Year ..., 7c({1)
(2) Dividends and Gredits ..o 7¢(2)
(3) Interest credited during 18 YEAr ......c.cceeeieeeeeeeeeeeereeeeer e e eeee e 7¢{3)
(4) Transferred from separate aCCOUN.......o..co.ooooomveereeeereeeeooeon, 7¢{4)
(8) Other (specify balow)
4
(BYTOTAI BATIIONS ... cvo et resb1 e eeeee ettt ee e eee e s s et bt en st em e e e e e eee e eees e 7¢{6)
d Total of balance and additions (2dd liNES 75 aNA TEIB)}. . ---——-—oovvovvveeeeeereeee oo | 7d

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

(2) Administration charge Made DY GAIMET ... vevseeeeeeeeseeeeeeeeeee e 7e(2)
(3) Transferred to separate aCCOUNL............ccovovveveere s e 7e(3)
(4) Other (SPECIfY BRIGW) ...o..vviue it et 7e(4)
»

{5) Total deductions.................. . SOOI -1 (]

f Balance at the end of the current year (subtract line 7e{5) from line 7d) ......coovvniei e, | 7f




Schedule A (Form 5500) 2024 Page 4

Part lIf | 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 cantracts 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 zll applicable boxes)

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

m I:I Other (specify) P

9 Experience-rated contracts:
a Premiums: {1) AMOUNt reCeIVEH .........ooviiiriiiii ittt 9a(1)
(2) Increase (decrease) in amount due but unpaid............co.ooooiiiiveeeenn. 9a(2)
(3) Increase (decrease) in unearned Premium rEServe ..........cocoveeeann, 9a(3)
(4) Earned (1) + (2) ~ (3)-eerrommmemrmreeeereeeeoeeseecrsoese s .| 9a(4) 0
b Benefit charges {1) Claims paid
(2) Increase (decrease) in Claim rESEIVES ...........oceeoeeeeeevesr s ee e reres 9b(2)
(3} Incurred claims (2 {1) 8N {2)) ..ottt ettt a et 9b(3) 0
(4) Claims CRATGEH ...t ettt ettt e e st ene ettt sttt ent e e e e enen e gb{4}
€ Remainder of premium: (1) Retention charges (on an acerual basis) —
(A) CommISSIoONSs ... 9c{1HA)
{B) Administrative seivice or other fees... 9c({1}(B)
{C) Other specific acquisition costs 9c(1)(C)
(D) OET BXPENSES ...ocevceoeeeee e eeeeevsrereses e etse s es s sene s 9c(1)(D)
(ED THXES cvvveeeeercereeeoem oo e ee oo 9¢(1)(E}
(F) Charges for risks or other Contingengies. ..........oovvvoe e, 9c(1}F)
(G) Other retention charges.... oo |_IC(1HG)
(H) Tota TEIENTION ... .o e s e bt ee e e et eeee et et eaerenoneerenneae Sc(1)}(H} 0
(2) Dividends or retroactive rate refunds. (These amounts were [l paid in cash, or D eredited.) oo 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... ad{1)
{2) ClAIM FBSBIVES ...t ettt et e e e e e et e e e et st a e st et es bt s et oot s s et eeeeeeeeeaen 8d{2)
{30 OENBI TBSBIVES ...coitvciice ittt et e et eat e ee e te e et st sm et st et et eas s et e e e e eeaeereeeesvrasasnas et et ereaset st et ss e teeseses 9d(3)
© Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) . 9e
10 Nonexperience-rated contracts:
@ Total premiums or subscription charges Paid t0 CAMTIBI .............cooveeiriveriit et e e 10a 3,533
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.........co....ov.oeoee... 10b
Specify nature of costs.
| PartlV | Provision of Information
11 Did the ingurance company fail to provide any information necessary to complete Schedule A7............ D Yes @ No

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




SCHEDULE A
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Department of the Treasury
Internal Revenus Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

Thig 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. 1210-0410

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 ~ 08/01/2024 and ending 07/31/2025
A Name of plan B Three-digit
08M Worldwide Health & Welfare Plan plan number (PN) ) 501

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

One Stop Mailing, LLC

D Employer identification Number (EIN)

38-3€21560

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 lil can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(¢) NAIC {d) Contract or (e} Approximate number of Policy or contract year
tb) EIN code identification number persons e e ol {f) From {g) To
policy or contract year
13-5581829 65978 0261533 14 08/01/2024 07/31/2025

2 |nsurance 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

617

49

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

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

INNOVATIVE BENEFIT SOLUTICNS INC
200 W. MADISON ST.
SUITE 2200
CHICAGO iL 60606
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose {e) Organization code

494

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

GIS BENEFITS INC
422 WAUPONSEE ST.

MORRIS 1. 604590
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
SUPPLEMENTAL COMPENSATICN
123 49 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5§500.

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

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

{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 cormmissions 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 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 codb
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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 ... 4
5 Current value of plan's interest under this contract in separate accounts atyearend.............cocoocoveiiieeeiiiiiri 5
6 Contracts With Allocated Funds:
A  State the basis of premium rates P
D Premiums Paid 10 CAITIEN ...\ .ot ee e e ee e e et ee oo s oo oo 6b
€ Premiums due but unpaid at the end of the year 6c
d  Ifthe carrier, service, or other organization incurrad any specific costs in connection with the acquisition or &d
retention of the contract or policy, @nter aMOUNL. ..o et e e
Specify nature of costs P
€ Type of contract: (1) |:| individual policies (2) D group deferred annuity
@) [] other (specityy 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 partions of these contracts maintained in separate accounts)
a Type of contract: N |:| deposit administration 2} D immediate participation guarantee
3 D guaranteed investment (4} D other P
b Balance at the end of the PrEVIOUS YBBI.........co.ov..vveree oo oo oeeeeeeee e eee et oo, | 7b
C  Additions: (1) Contributions deposited during the year ..o, 7c(1)
(2) DivIdends and Sradits....vve vt 7c(2)
(3) Interest credited during the YEaT .........cooviviviieeeeeeeeee et 7¢(3})
(4) Transferred from separate account 7c{4)
(5) Other (SPCify BEIOWY ....oovvii ettt ens e ens 7¢(5)
4
(B)TOMI AUGIMIONS .........oeoeneeecc st ttreib e oot ae e e e b v ene bt e e eeeees e s eee s eeem s 7c(6)
d Total of balance and additions (add fiNEs 7B AN TEIB)). vvvveevereer oo ee et ] 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e{1)
(2) Administration charge made by CAITIBr ..........cc..ceoviveevereeeeeesere s Te(2)
(3) Transferred to SEPATAtE BCCOUNL.......o..eevvrir oo ovevessveseseseesooeeeen 7¢(3)
(4) Other (SPecify BBIOW) ..........ccccoveeerivvcnnrrnreronreneeeenmenensesnesreoeeee oo | £€(4)
>
{5) TOtAl QBAUCHIONS. ....c... oottt e oo eee e eeeee 1ottt eeeee e ee et e st eeeeseesen s 7e{5)
f  Balance at the end of the current year (subtract line Te(5} from e 7€) ..o ceoveeeeoeeoeoeeeooooeeoooeon I 7f
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Part il | Weifare 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 d [l Life insurance
e D Temporary disability (accident and sickness) F D Long-term disability g D Supplemental unemployment h D Prescription drug
i I:I Stop loss {large deductible) i |:| HMO contract k D PPO contract | D Indemnity contract
m I:I Cther (specify} P
9 Experience-rated contracts:
a Premiums: (1) Amount received .......c...cceocvvvverreennn. Sa(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
{3) Increase (decrease) in unearned premium reserve ..........o.o.vooovvoeo 9a(3)
gt N DR v R ) O | 9a(4) 0
b Benefit charges (1) ClaIMs Paid..............ooovovereeeeoeeoooeooeeooooo 8b(1)
(2} Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (Add (1) AN (21 oo 9h(3) 0
(4) Claims CREMGEA ...t oottt et ee e ee et ee e et oo 9b{4)
€ Remainder of premium: (1) Retention charges (on an accryal hasis} ~-
(A) COMMIUSSIONS ..ot 9c{1){A)
(B) Administrative service or other fees..................... v | 9e(1HB)
(C) Other specific ACqUISTEION COSIS ......vvv.eeeeoeeeeeee oo 9¢(1)(C)
{D) OthEr BXDENSES ....o...oceveveeetteeee e ee e e Sc(1){D)
{E) TAXES et eiecetee ettt et e e 9c(1{E)
(F) Charges for risks or other ontingencies. ..., 9c{1)(F)
(G) Other retention charges..........oooooeoooereeveees . 9c{1)(G)
(H) ot TREENTON ..o e et ettt e et e eeeeeeee oo 9c(1){H) 0
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, orD credited.)................ 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount hetd to provide benefits after retirement ............... 9d(1)
(2) ClAIM FESBIVES ..ottt ettt e et e 9c(2)
(3) OENBI IBSEIVES ..o oottt et s e e es et es et 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2)) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carmier...........covvuvveeee... 10a 3,669
b Ifthe carrier, service, or other arganization incurred any specific costs in connection with the acquisition or
ietention of the contract or policy, other than reported in Part |, line 2 above, report amounit..........v............... 10b

Specify nature of costs.

| PartIV | 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 information not provided. P




