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 12/01/2024

and ending  05/31/2025

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

D a DFE (specify)
the final return/report

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

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN

1b

Three-digit plan
number (PN) » 502

1c

Effective date of plan
12/01/2016

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)

TANNER SERVICES, LLC

PO BOX 1434
EUNICE, LA 70535

2b

Employer Identification
Number (EIN)
51-0581042

2c

Plan Sponsor’s telephone
number
337-432-5416

2d

Business code (see
instructions)
237990

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 BRIAN TANNER
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 12/23/2025 BRIAN TANNER
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 188
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) 188
a(2) Total number of active participants at the end of the plan year ... 63_(2) 0
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 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 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 Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 12/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN plan number (PN) S 502

C Plan sponsor’s name as shown on line 2a of Form 5500
TANNER SERVICES, LLC

D Employer Identification Number (EIN)
51-0581042

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 BLUE SHIELD OF LOUISIANA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-7384555 81200 78N73ERC 166 12/01/2024 06/01/2025

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

4275 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
DANIEL MADDEN
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4275 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 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 42718
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 12/01/2024 and ending  05/31/2025
A Name of plan B Three-digit

TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN

plan number (PN) 4 502

C Plan sponsor’s name as shown on line 2a of Form 5500
TANNER SERVICES, LLC

D Employer Identification Number (EIN)
51-0581042

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 BLUE SHIELD OF LOUISIANA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-7384555 81200 78N73ERC 188 12/01/2024 06/01/2025

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

29639 35087
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
DANIEL MADDEN
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
29639 35087 | BONUS 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




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
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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 @ Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 846849
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) # (2) = (3)) +ervrereeeeeeeeeeeeeeeeeeeeeeeeeseeseeseeeeeeeeeeeeeeee e e e ee s sssestesteseeseaseassessessess s ssesssesessseeseens | 9a4) 846849
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 767431
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 218403
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 985834
(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 ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 105857
(C) Other specific acquisition costs .| 9c(1)(C)
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G) 29639
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 135496
(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 ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 218403
(B) OFNEI FESEIVES .......ceceeeeieeteiete ettt ettt ea ettt sttt a e s s e st et et s s s sa s e s et ettt e s s nenananas 9d(3) -274481
€ 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
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 12/01/2024 and ending  05/31/2025
A Name of plan B Three-digit
TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN plan number (PN) S 502

C Plan sponsor’s name as shown on line 2a of Form 5500
TANNER SERVICES, LLC

D Employer Identification Number (EIN)
51-0581042

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 BLUE SHIELD OF LOUISIANA

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
23-7384555 81200 78N73ERC 157 12/01/2024 06/01/2025

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

1025 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
DANIEL MADDEN
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1025 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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 10241
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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024
Emf’li"ZE’EEEL?.’IJEESLn-t » Complete all entries in accordance with
i yAdminis!ralion 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 12/01/2024 and ending 05/31/2025
A This returnireport is for: D a multiemployer plan |:| a multiple-employer plan (Filers checking this box must provide participating
’ employer information in accordance with the form instructions.)
i>__<] a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report E] the final return/report
D an amended return/report a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. .. ... i » D
D Check box if filing under: D Form 5558 D automatic extension |:| the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. . ........................ > |:|
| Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN number (PN) » 502
1c Effective date of plan
12/01/2016
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)
Cit¥:or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 51-0581042
TANNER SERVICES, LLC
2c Plan Sponsor's telephone
number
(337)432-5416
PO BOX 1434 2d Business code (see
instructions
EUNICE LA 70535 237990 )

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 ,L_B»-n- \ N o— g/ / ~—~BRIAN TANNER
HERE \ /e ERIER

Signature of plan administrator——~_ Date Enter name of individual signing as plan administrator

L =
1 \ el

SN /LB,--— \ —— /a/f'; ¢/ s “BRIAN TANNER

Signatur; of employer/plan sponsor \ Dlate 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 EI Same as Plan Sponsor

3b Administrator's EIN

3¢ Administrator's telephone

number
4  Ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:

a Sponsor's name 4d PN

C Plan Name
5 Total number of participants at the beginning of the plan year 5 | 188
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¢c, and 6d).

a(1) Total number of active participants at the beginning of the plan year 6a(1) 188

a(2) Total number of active participants at the end of the plan year OO PHO PR 6a(2) 0

b Retired or separated participants receiving benefits.................... trereereeeresaett et e e e e e st bsr e b s R R s R Rt s 6b 0

c Other retired or separated participants entitled to future benefits.........ccoviiinii 6¢c 0

d Subtotal. Add lines 6a(2), 6b, and 6c. 6d 0

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. 6e

f Total. Add lines 6d and 6. ..........ccocerririrerisiscncnerseeens . ettt sttt et et se e e e e e nata s eb s R s 6f

1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
g COMPIELE TNIS TBIM) ..eevecrenrersiiiiiitcce ettt b b b eSS b RS SRRt 9
(2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
GLL) complete this HEM).......ccereeerreseereereseererereeeneerine 6g(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1ESS ThaN 100% VESIEA .......o..e.oeeeeereeseeseesesssestosasemssests st sess sS4 seE A s S S0t st E b a2 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

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

4A 4D 4E
9a Pian funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(W) D R (Retirement Plan Information) 1) D H (Financial Information)
Financi fon — Small P
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D I (Finandial Information — Small Plan) 3
Purchase Plan Actuarial Information) - signed by the plian (3) EI A (Insurance Information) — Number Attached _~
actuary () [J © (service Provider Information)

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

() [] D (DFEParticipating Plan Information)

@ [] Dpce (ndividual Pian Information) — Number Attached 6) [] 6 (Financial Transaction Schedules)

(5) D MEP (Multiple-Employer Retirement Plan 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 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.) woovvevnrvereemeeeneereneveveniennes [ 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)) ........... Oves [0 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
(Form 5500)

Department of the Treasury
Intemal 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).

D File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 12/01/2024 and ending 05/31/2025
A Name of plan B Three-digi
git
TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN plan number (PN) > 502

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

TANNER SERVICES, LLC

51-0581042

D Employer Identification Number (EIN)

Parti

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS BLUE SHIELD OF LOUISIANA

(e) Approximate number of Policy or contract year
b) EIN (c) NAIC (d) Contract or
®) code identification number pe;z:g; gl? ‘ég:igai: 32;“ (f) From {g) To
23-7384555 81200 78N73ERC 166 12/01/2024 06/01/2025

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

4,275

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

DANIEL MADDEN

PO BOX 743
ARCADIA

LA 71001

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

{e) Organization code

4,275

{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
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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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end .. 4
5 Current value of plan's interest under this contract in separate accounts at year end..........cecvviiieiicininsnesisnenniennse 5

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

D PremiUums Pt 10 CAITIET ..........covvucreeeectesseresesstssiesssessssesesssssssssess st sesssessesssessssasesesssensssssessscmmnnsessssnssissssstsssnes 6b

C  Premiums due but unpaid at the €nd Of the YEAT ............eceeeeercereieireseeccrerereasesnessssessssesssssessssssssssssessssnesesans 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter @MOUNL. ..........cccvvruiiinirirtierrrr et nen i

Specify nature of costs P

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, 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 Typeofcontractt (1) D deposit administration (2 D immediate participation guarantee
(3) [ guaranteed investment @) [] other »

b Balance at the end Of the PreVIOUS YBAT .........eeuwsreessissssrerscessensiosessmssonsssistsossesssanstestissssssssssssssassassisnssssatsossussnsses [ 7b
C  Additions: (1) Contributions deposited during the year - | 7¢(1)

(2) Divdends @Nd CTEAIS.........evereenerrsecrmimncsimirsmnasniseessressesssssssass s isesssses 7¢(2)

(3) Interest credited during the year.............. . | 7¢(3)

(4) Transferred from separate account . | 7c(4)

(5) ONET (SPECITY DBIOW) ....vvevvverreerermrenessrasesensnennscssssssssssesssssssssssassesnns 7¢(5)

>

(BYTORAN AAGHIONS ........veovrvvvesesssissresessssseessssressssssseesssssessesssssse s e rsss RS RS0 00 7¢c(6)
d Total of balance and additions (add iNes 7D and 7C(B)). .....vevrreeermemvemiiiussiesiiisnsiisesrsris et cains [ 7d

€ Deductions:

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

(2) Administration charge Mmade DY CaITEN.........ouc.eenrimurenssensisassssssssesesens 7e(2)

(3) Transferred to SEPArate ACCOUNE ...........ovecurummreseernrstessenssensssesssssssserses 7e(3)

(8) Other (SPECIY DEIOW) .....ccurerveuricemnemmscrrecemssnissssrssrassssssssssssssssssssssssrases 7e(4)

4

(5) TOtal ABAUCHONS ....cveuivirivenriisereasiete sttt st bbbt s

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 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 El Dental c|:| Vision d |:| Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i [] Stop toss (large deductible) j [] HMO contract k[] PPO contract 1] indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVEA .........cocerececemrminiresietirirersesmemssesesssesnesns 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........c.ecevvnercnenncnne 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVE ......ceeevreriseuscenanns 9a(3)
(4) EBIMed (1) + (2) - (3)) eoverrrrreenensssssssssssssssiseesesssssssssessesssennns e | 9a(4)
b Benefit charges (1) ClaIMS PAId.......cc.cvveceereerimiemsiisiissnnisenissrssssssnes 9b(1)
(2) Increase (decrease) in Claim reServes..........cocorireenerirrssesnscisasinnases 9b(2)
(3) Incurred claims (add (1) and (2)).......cceuverrreermrmnienanans eeestereseaesreretstoreae st aeas s b et e s e et et eaesenenene 9b(3)
(4) ClAIMS CRAIGEU.......veeeeereeceaceeisees e tieessstss bbb rseas s bbb e s Ab R R R SRS b0 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) —~
(A) COMMISSIONS .....cucuerreeacremsnericccesasisissnsaerassaesssastasssesbassaseaseesss 9c(1)(A)
(B) Administrative service or other fees ..............cenuvueeernvcnnenrnneen. | 9C(1)B)
(C) Other Specific ACQUISIION COSES .......vvurrerseccrrmscreissasrasssssirsessssens 9¢(1)(C)
(D) OtNET EXPENSES ....cvvevoeeersrvesnsssssssssssssasesessssssesssssssenesecssssns ... | 9¢c(1)}(D)
(E) TAXES....oovvenrmerenemisesssssssssssssseessessssssesssscssssenssmesnesmssssssasins .. 1 9¢(1}(E)
(F) Charges for risks or other contingencies ................. 9c(1)(F)
(G) Other retention ChaIgeS ............owveeesreessesserersiasens ... | 9¢(1)}(G)
(H) TORA! TEEBNEON. ... cucunrireeersmeeereaeemiesit s sbss b as s bbb d bbb bbb bR Rt 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orD credited.)..... . 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES ....vvvvverrereeseeessassesssasessessesssessstuseestibsssss s et R eSS RS Rs eE e a0 9d(2)
(3) OUNEI TESEIVES .......cevcvrcuncrrsnrsseumeaessrasssisscrssns s treess e seasass bR eSS b b b b s bbb et 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in ling 8¢(2).)......cooccocovneecucucnnnnn e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAMIEN.......cccvueieurtreeerimi ettt e es 10a 42,718
b If the carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. ........c...ocecevniiaes 10b

Specify nature of costs.

[ Partiv | Provision of Information

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

[Tves K nNo

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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.

OMB No. 1210-0110

2024

This Form is Open to Public

Pension Benefit Guaranty Corporation } Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2024 or fiscal plan year beginning 12/01/2024 and ending 05/31/2025
A Name of plan B Three-digit
TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN plan number (PN) » 502

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

TANNER SERVICES, LLC

51-0581042

D Employer Identification Number (EIN)

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 Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS BLUE SHIELD OF LOUISIANA

Policy or contract year

Approximate number of
(€) NAIC (d) Contract or @)

(b) EIN code identification number pe;gﬁ(r:; gf :zlr:gazt ;a:grof (f) From {g) To
23-7384555 81200 78N73ERC 188 12/01/2024 06/01/2025

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 crder of the amount paid.

(a) Total amount of commissions paid

{b) Total amount of fees paid

29,639

35,087

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

DANIEL MADDEN

PO BOX 743
ARCADIA

LA 71001

(b) Amount of sales and base

Fees and other commissions paid

{e) Organization code

commissions paid {c) Amount (d) Purpose
29,639 35,087 |BONUS 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 §500.

Schedule A (Form 5§500) 2024
v. 240311
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Page 2 — | |

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

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

commissions paid




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end .........ooceiveiisiicsiicnniinnas 4
5 Current value of plan's interest under this contract in separate accounts at year end...........ocoeecervenrusencernsncnce. 5

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

D PremiUms Paid 10 CAITIEr ......cvviueereeeceerecteves s s ssssssesss s ssessessstseascesisessssasasstbstbsenecssssssssissstssbsssensssssnnensssassasss 6b

€ Premiums due but unpaid at the end Of thE YRAN ...........c.ccocreecsicecritritrininssteetsereesssse s sssss b sar s sssassssasssenes 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisiticn or 6d
retention of the contract or policy, enter amount......... eeashesusssasbsasaunsnasas nssaasnasssatsantastaassansarTsnsbssn

Specify nature of costs P

e Type of contract: (1) D individual policies 2) D group deferred annuity
@) [] other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |_-_|

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: n D deposit administration 2 D immediate participation guarantee
(3) [] guaranteed investment @) [] other »

b Balance at the end of the PrEVIOUS YT ..........ccu.rrsceressssssesesessiissessinssnizessnsisssss cossobsobasse st sasscsssass s sonass [ 7b
C  Additions: (1) Contributions deposited during the year ...........ccouueeerensecnece 7¢(1)

(2) DIVIdENdS @Rd CrEdilS........cccvvevmmrumrirnrrnrisinstsnsriesssssissnsssessserssmssssnnsnsins 7¢(2)

(3) Interest credited AUIING the YEaN.............cccceeesmmsrinrsssssssssessserassiisnenes 7¢c(3)

(8) Transferred from SEParate BCCOUNE ............wreenrisnssssssmssssseusseessesssasns 7c(4)

(5) Oher (SPECIY DEIOW) ..cccvvvrecerenncmmsisisssassmsrmssssssssssssssssssssssssseanessssssssanss 7¢(5)

| 4

(BYTOMAN BAGMIONS ....ccv.oeeseeerrrrerseuseseesssserreessssssssssasssssssssssssssssssss e LR RS 7¢(6)
d Total of balance and additions (add liNES 7b AN TC(B)). ......v.vvverereeeeeesessmssssssasnisssssssoserssssssssssssmsss s s enesse [ 7d

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

(2) Administration charge made by CArfier..........cc..coemwreseresssserssnseecmssssissanns 7e(2)

(3) Transferred to separate account 7e(3)

(4) Other (specify below).... 7e{4)

»

(5) TOA! EAUCHIONS .....covuvuiriacrrimeea s et tesescaee sttt b s L e

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




Schedule A (Form 5§500) 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 camier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a [X] Health (other than dental or vision)
e [] Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m D Other (specify) »

b[]
0
if

Dental ¢ [] vision
Long-tenm disability

HMO contract k D PPO contract

d [:I Life insurance

g |:| Supplemental unemployment  h E] Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM ........cuoveueeeeemrinieieietsssn s sisren s sssseescs 9a(1) 846,849
(2) Increase (decrease) in amount due but unpaid ..........ccoivernccciinnens 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) EAMED (1) #+ (2) - (3)) vvvvvrereeerrsssssesssssssnsesssseseecessssssssmssesssssssnnssssssssss szt s 9a(4) 846,849
b Benefit charges (1) Clalms Paid...........ccvururememniisiieiremiriresissinnassssnsecses 9b(1) 767,431
(2) Increase (decrease) in ClaM rESEIVES............cceeeuerensessenssresssceecarons 8h(2) 218,403
(3) Incurred claims (8dd (1) 8NG (2))......ovriviiririnenrnirinssesisss st s s s s s 8b(3) 985,834
(4) ClAIMS CRAIGRA. ... . eveeeceusceseressenseemacesssasssbsssssesssss s s sassssssasssecs s s RS ab S R R st s b  sab 00 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basns)
(A) COMMUSSIONS -....coceeceremenrcnnisrae s sersasesssssssssssnssnsisemersssssasssnss 9c(1}(A)
(B) Administrative service or other fees ...........oouveovevecisescieniiiines 9c{(1)}{B) 105,857
(C) Other SPeCific BCQUISIION COSES........cccunureerrrvssssssmmssssassssssssssses 9¢(1)(C)
(D) Other expenses .......... reereeeresenesnse st s aseaeneen 9¢(1)(D)
(E) TXES...ovnrrmnrsinsssssssnssrsresssesianeesssrassersesssnssissssessssasssssssssssssnes 9c(1XE)
(F) Charges for risks or other contingencies ................... 9c(1)(F)
(G) Other retention CHAIGES ........cseeerereeeesseeerseeressssssssssssssessssssasnesss 9c(1)(G) 29,639
(H) TOMAN TEBNION. ....cveeercvamseersovenesscnreaessssssssssssessssssess s sisasessesabsss s samss s mm s s s 00 9¢c(1)(H) 135,496
(2) Dividends or retroactive rate refunds. (These amounts were I:] paid in cash, orD credited.)... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 2d(1)
(2) Ciaim reserves 9d(2) 218,403
(3) Other reserves 9d(3) -274,481
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......coocoeneesviiiiiinenre.. 9e¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAITIET.........cceummiuiiiiimsisini st 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 10b

retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..........coccewrveenee

Specify nature of costs.

| PartIV | Provision of Information

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

K

No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Insurance Information

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

D File as an attachment to Form 5500.

OMB No. 1210-0110

2024

Pension Benefit Guaranty Corporation

This Form is Open to Public

» Insurance pc:rtsr:?::tl?os E:; é?::;cll olr? :)(l;g\(nac;t(azt)t'\e information Inspection
For calendar plan year 2024 or fiscal plan year beginning 12/01/2024 and ending 05/31/2025
A Name of plan B Three-digit
TANNER SERVICES, LLC EMPLOYEE GROUP HEALTH PLAN plan number (PN) 502

C Plan sponsor's name as shown on line 2a of Form 5500
TANNER SERVICES, LLC

D Employer Identification Number (EIN)

51-0581042

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

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

1 Coverage Information:

(a) Name of insurance carrier

BLUE CROSS BLUE SHIELD OF LOUISIANA

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

(b) EIN code identification number pe;(s)zgys g? g;ﬁ:‘aa sggrm (f) From (g) To
23-7384555 81200 78N73ERC 12/01/2024 06/01/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1,025

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

DANIEL MADDEN

PO BOX 743
ARCADIA

LA 71001

Fees and other commissions paid

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

(d) Purpose

(e) Organization code

1,025

(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) Organizaticn code

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

Schedule A (Form §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

(b) Amount of sal ib Fees and other commissions paid (e)
ount of sales and base Organization
commissions paid (c) Amount {d) Purpose 9 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 (o)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end ..........c....oceiveiiisssessisnssnssnnns 4
5 Cument value of plan's interest under this contract in separate accounts at year end.........cccoonvinniiineiniiniicsiinnne 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premilms Pait 10 GATIEr ......ovv..veceeeueeereerisetes s s sssssss s seascastaseaeessseset s ssss b s ssssenssans s sasass s et sonas s sass s sbasa b st 6b
C  Premiums due but unpaid at the end OF the YEA ..........c.ccccirvcrccerniieiissie s snssssseensaes 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @mMOUNL. ..........co i
Specify nature of costs P
e Type of contract: (1) D individual policies (2) [:| group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 1 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration (2 D immediate participaticn guarantee
3) D guaranteed investment 4) D other P
b Balance at the end Of the PreVIOUS YBAT .........ecueuuesserrsssmasssiesssesssonsasssessssns sttt st asesri st csssnasanncenses [ 7b
C Additions: (1) Contributions deposited during the year ....... .. | Te(1)
(2) DIVIdENAS ANG CTEUILS . -ce..ceveeecererrrecmaeeiessssssssssssesrmsssssss s ssasssessses 7c(2)
(3) Interest credited during the year.................. . rressesressereen 7¢(3)
(4) Transferred from separate 8CCOUNt ...........emmmeerisissmssssssisesissesennssissenes 7c(4)
(5) OtEr (SPECITY BEIOW) ....oveenvveereeeeeseeermseressemsssssssssessesssnsssassassssssssinsssess 7¢(5)
»
(6)T0tal AAAIIONS .......cvvererrreereesrenmscierrsnessesiisssnsesssesrasssaees . .. 1c(6)
d Total of balance and additions (add iNes 7B aNd TC(B)). .......ouecururrrremmssssisiieisssissensessase e sstsssiss st sness [ 7d

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

(2) Administration charge Made by Carfier...........cuimemsuusmsrissmmsersssssssssssss 7e(2)

(3) Transferred t0 SeParate @CCOUNE............ccueriversrnrssseemsssesssennsssecsssssrsesss 7¢(3)

(8) OUNET (SPECITY BEIOW) ..vvvvvvrvecreuecrcenrermenriasssnsssssesessssssssssssssssssssssssssissionss 7e(4)

1 4

(5) TOtAl AUCHONS .....orvcviriiiniririrenerie ettt ettt es

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[] pentat
e D Temporary disability (accident and sickness)  f D Long-term disability
i [] stop loss (large deductible) j [J HmO contract

m D Other (specify) »

c [ vision

k D PPO contract

d[] Life insurance
g D Supplemental unemployment  h D Prescription drug

] D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNL FECBIVET ........ccueveveriivennnisirescsisiiiresssssisinsesssanensens 9a(1)
(2) Increase (decrease) in amount due but uUnpaid ............coevveernnccecnncnes 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
(4) EBMEA (1) + (2) = ()] weverrereseerererressssssssseessessssssssesessssssesssssssssomsssss s pstssss s sosensssss s | _9a(4)
b Benefit charges (1) CIAIMS PaIG...........coumvurimreriecarisniresmsressriassessssssescnss 9h(1)
(2) Increase (decrease) in Claim reSEIVES.......coerereinmserssnisesnecsrasisaenes 8h(2)
(3) Incurred claims {add (1) and (2)) 9b(3)
(4) Claims charged................. Sb(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) —-
(A) COMMUSSIONS .....vocucercerreremseiiicassssessssssssenssssssssssssnsesreassssssaennss 9c(1)(A)
(B) Administrative service or Other fees .........ccucimrcrcmrcssinniscssinninns 9c(1)}(B)
(C) Other SPecific BCQUISIION COSLS .......c.oreerrrreecrmssirssreserssmesssssssnenss 9¢(1)(C)
(D) OtNEF EXPENSES w.vvvvcveveecerreeaeeessrseremsesmssssssissssssmmnenssssssssssssssssss 9¢(1)(D)
(E) TXES.cvvvumrererrvsesssssssssensesssseessssssessssasnesssisssssssssssssssssssssssssssssasass 9c(1)(E)
(F) Charges for risks of Other CONtNGENCIES ..........rvereeveeessermnrmssasseces 9c(1)(F)
(G) Other retention ChATGES .........ccc.cusuumeemrerermsssssssssssssssmasmssssssssss 9c(1)(G)
(H) Total retention.......c.c.cceceiitiininetinrerennssssssssseeeesisinsenns . rerereierereeenenretetene 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were | ] paid in cash, or[] credited)......... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 96(2).)...........oocooveeenerrreene 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CaMIEN ...ttt 10a 10,241
b If the camier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. .............covceeeeeee 10b
Specify nature of costs.
[ PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to comgplete Schedule A? e D Yes E] No

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




