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 07/01/2024 and ending  06/30/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: 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

CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
07/01/1996

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) 52-1842864

CENTER FOR SOCIAL CHANGE, INC.

6600 AMBERTON DR
ELKRIDGE, MD 21075

2C Plan Sponsor’s telephone
number
410-579-6789

2d Business code (see
instructions)
621399

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. 01/30/2026 NATALIYA TODOROVA
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 166
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) 166
a(2) Total number of active participants at the end of the plan year ... 63_(2) 199
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 199
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
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 __ 6
actuary 4) @ C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» 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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CENTER FOR SOCIAL CHANGE, INC.

Part |

52-1842864

1 Coverage Information:

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.

(a) Name of insurance carrier

CAREFIRST BL

UECHOICE, INC.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
52-1358219 96202 7HG5 199

descending order of the amount paid.

07/01/2024

06/30/2025

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

(a) Total amount of commissions paid

2309

(b) Total amount of fees paid

79504

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
CENTRAL MARYLAND INS. ASSOCIATES

2045 YORK ROAD

(b) Amount of sales and base
commissions paid

SUITE 200

TIMONIUM, MD 21093

Fees and other commissions paid

(c) Amount

2309

55175

(d) Purpose

PERSISTENCY BONUS PRODUCER SERVICE FEE

(e) Organization code
3

AMWINS CONNECT ADMINISTRATORS, INC

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
6 NORTH PARK DRIVE, S 310

(b) Amount of sales and base
commissions paid

HUNT VALLEY, MD 21030

Fees and other commissions paid

(c) Amount

24329 | GP/FSP/HDA FEE

(d) Purpose

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

(e) Organization code
5

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b B] Dental c @ 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 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 1791527
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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CENTER FOR SOCIAL CHANGE, INC.

D Employer Identification Number (EIN)
52-1842864

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
UNITED OF OMAHA 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
47-0322111 69868 GLUGOB2TG 174 07/01/2024 06/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1744 1046
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
CENTRAL MARYLAND INS ASSOC INC 2405 YORK RD STE 200
TIMONIUM, MD 21093
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1744 523 | AGENT OR BROKER OF RECORD, OTHER 3
COMPENSATION
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
AMWINS CONNECT ADMINISTRATORS, INC 6 N PARK DR STE 310
HUNT VALLEY, MD 21030
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

523 | ADMINISTRATION

5

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d [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 20610
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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CENTER FOR SOCIAL CHANGE, INC.

D Employer Identification Number (EIN)
52-1842864

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
UNITED OF OMAHA 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
47-0322111 69868 GUGOB2TG 173 07/01/2024 06/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

3233 2290
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
CENTRAL MARYLAND INS ASSOC INC 2045 YORK RD STE 200
TIMONIUM, MD 21093
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3233 1250 | AGENT OR BROKER OF RECORD OTHER 3
COMPENSATION
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
AMWINS CONNECT ADMINISTRATORS, INC 6 N PARK DR STE 310
HUNT VALLEY, MD 21030
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

1040 | ADMINISTRATION
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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 B Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] D HMO contract k D PPO contract

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 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 38222
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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CENTER FOR SOCIAL CHANGE, INC.

D Employer Identification Number (EIN)
52-1842864

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
UNITED OF OMAHA 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
47-0322111 69868 GLTDOB2TG 172 07/01/2024 06/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

3666 2136
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
CENTRAL MARYLAND INS ASSOC INC 2045 YORK RD STE 200
TIMONIUM, MD 21093
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3666 1137 | AGENT OR BROKER OF RECORD, OTHER 3
COMPENSATION
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
AMWINS CONNECT ADMINISTRATORS, INC 6 N PARK DR STE 310
HUNT VALLEY, MD 21030
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 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 36961
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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) N 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CENTER FOR SOCIAL CHANGE, INC.

D Employer Identification Number (EIN)
52-1842864

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
UNITED OF OMAHA 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
47-0322111 69868 GVTLOB2TG 21 07/01/2024 06/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1868 860
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
CENTRAL MARYLAND INS ASSOC INC 2045 YORK RD STE 200
TIMONIUM, MD 21093
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1868 486 | AGENT OR BROKER OF RECORD, OTHER 3
COMPENSATION
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
AMWINS CONNECT ADMINISTRATORS, INC 6 N PARK DR STE 310
HUNT VALLEY, MD 21030
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

m |:| Other (specify) P

d [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 13687
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 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) ) 501

C Plan sponsor’s name as shown on line 2a of Form 5500
CENTER FOR SOCIAL CHANGE, INC.

D Employer Identification Number (EIN)
52-1842864

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
COLONIAL LIFE & ACCIDENT INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
57-0144607 62049 E7525793 1 07/01/2024 06/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

6

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

BENJAMIN J BROOKS

230 CHANTREY RD
TIMONIUM, MD 21093

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

COMMISSION

3

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

TRACEY MATZ

2036 MARDIC DRIVE
FOREST HILL, MD 21050

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

COMMISSION

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

DICE INSURANCE INC 5219 CASENTINO CT
MYRTLE BEACH, SC 29579

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
2 0 | COMMISSION 3

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

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

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

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

(@) 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 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 528
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2024
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:ﬁtrsnggczrityaAg:ninis\ra\ion P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2024 or fiscal plan year beginning 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN plan number (PN) > 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CENTER FOR SOCIAL CHANGE, INC. 52-1842864

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)
No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2024
v. 240311
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2024

Page3-[ 1 |

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

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

2.

() Enter name and EIN or address (see instructions)
CENTRAL MARYLAND INS ASSOCIATES

2045 YORK ROAD STE 200
TIMONIUM, MD 21093

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee

organization, or

a party-in-interest

19 BROKER

person known to be

enter -0-.

compensation paid
by the plan. If none,

71391

receive indirect

other than plan or plan
sponsor)

compensation? (sources

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

Enter total indirect
compensation received by
service provider excluding

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

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No E

Yes D No D

Yes D No D

AMWINS CONNECT ADMINISTRATORS, INC

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

6 NORTH PARK DR STE 310

HUNT

VALLEY, MD 21030

(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
12 CONTRACT 27265
ADMNISTRATOR Yes [| No Yes [| No[] Yes [| No[]
(a) Enter name and EIN or address (see instructions)
BENJAMIN J BROOKS 230 CHANTREY RD
TIMONIUM, MA 21093
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation
Code(s) |employer, employee | compensation paid

organization, or
person known to be

by the plan. If none,

receive indirect
compensation? (sources

include eligible indirect

Enter total indirect
compensation received by

Did the service

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

compensation, for which the
plan received the required
disclosures?

enter -0-. other than plan or plan

sponsor)

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

a party-in-interest

22 BROKER

Yes D No

Yes D No D

Yes D No D
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2.

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

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

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

TRACEY MATZ

2036 MARDIC DRIVE
FOREST HILL, MA 21050

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
22 BROKER 2
YesD No@ YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
DICE INSURANCE INC 5219 CASENTINO CT
MYRTLE BEACH, SC 29579
(b) (c) (d) (e) ) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
22 BROKER 2
YesD No YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
nter name an address) of source of indirect compensation escribe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti e) D ibe the indirect tion, includi

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 2024
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




Form 5500

Department of the Treasury
Intemal Revenue Service

Departmenl of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Carporalion

Annual Return/Report of Employee Benefit Plan

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
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2024

This Form is Open to Public
Inspection

I Part| IAnnual Report identification Information

Far calendar plan year 2024 or fiscal plan year beginning

07/01/2024

andending 06/30/2025%

A This retumreport is for:

a single-employer plan
D the first return/report
D an amended returnfreport

B This return/report is:

C litheplanis a collectively-bargained plan, check here. . .
[] Form sss8

D Check box if filing under:

D a muitiemployer plan

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

employer information in accordance with the form instructions.)

D special extension (enter description)

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

I:I automatic exiension

D a DFE (specify) ___
|:| the final return/report
|:| a short plan year retum/report (less than 12 months)

[

[] the DFVC program

| Partll I Basic Plan Information—enter all requested information

1a Name of plan

1b Three-digit pian

CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT WELFARE PLAN number (PN) » | 501
1c Effective date of plan
07/01/1996
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.Q. Box) Number {EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 52-1842864

Center For Social Change, Inc. 2C Plan Sponsor's telephone
number
410-579-6789

6600 Amberton Dr 2d Business code (see
instructions)

. 621399
Elkridge MD 21075

Caution: A penal

for the late or incomplete filing of this returnireport will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forih in the instructions, | declare that | have examined this refurn/report, including accompanying schedules,

statements and atlachjments. 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.

SlE?!I;lE W \ ’[’bo / 26 |Nataliya Todorova
B S of planfg_dm istrator - Date Enter name of individual signing as plan administrator

ﬁ.';?{é \ [ 30 /gé Nataliya Todorova

Signature o{e&mloyerlg_lg_n_ sponsor Qa'ie Enter name of individual signing as employer or plan sponsor

| SIGN

HERE . - ——— -

___| Signature of DF - 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 If the name and/or EIN of the plan sponser or the plan name has changed since the last retumireport fited for this plan,  |4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/repont:

@ Sponsor's name 4d PN

€ Plan Name
8§  Total number of participants at the beginning of the pian year 5 [ 166
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 participanis at the beginning of the pIan Year ... e, 6a(1) 166
a(2) Total number of active participants at the end of the Plan Year ... ettt 6a(2) 199
Retired or separated participants receiving benefits..............cccccmnniiinn 6b

c Other retired or separated participants entitied to future benelits ... 6c

d  Subtotal. Add lines 6a(2), Bb, and 6c. ..........ccocoerrerrerernnnen. EEAE S i 6d 199

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... i | G2

f  Total. Addlines 6dand 6. ............ccc.cooocceeren. . -1 T I .

(1) Number of paricipants with account balances as of the begmmng of the plan year (only defined contribution plans 6g9(1)
9 COMPIBIE TS IBIMY ..ot cvevrmr e iniiaeives sere e eresaes eneen s s et eaeer e s saeaset et se e an s st e et eme s s e emaeeae e st en g g b bemnmib e b nA e R b a bbb 9
(2) Number of paﬂicipants with account balances as of the end of the plan year (only defined contribution plans
g complete this item)... S—— I . s | ¥4
159
h Number of parhcnpanls who terrmnaled employment dunng lhe plan year wnth accrued beneﬁts lhat were
less than 100% vested .. ..| 6h

7  Enter the total number of employers obhgaled lo conlnbule lo lhe plan (only mulllemployer plans complete th|s |tem) ....... 7

Ba Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characleristics 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:

4R

4B

40 4E 4F 4H

9a Plan funding arrangement {check all that apply)

{1)
{2)
3
4

Insurance

Code section 412(e)(3) insurance confracts
Trust

General assets of the sponsor

9b Plan benefit arrangement {check ail that apply)

L)
(2
3)
(4)

insurance

Code section 412(e}3) insurance contracts
Trust

General assets of the sponsor

10 Check all appiicable boxes in 102 and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
b General Schedules

a Pension Schedules

(1)
@

3

o]
(5)

[
O

R {Retirement Plan Information)

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

5B (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

DCG (individual Plan Information} — Number Attached

MEP (Muitiple-Employer Retirernent Plan Information)

v
(2
3
4
(5

(6)

H (Financial information)
D | (Financial Information — Small Plan)
K A (insurance Information) — Number Attached _ 5
x| C (Service Provider Information)

D D (DFE/Participating Plan Information)
E G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

LParl IH_| Form M-1 Compliance Information {to be completed by weifare 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
2520.401-2.) eoeeeeeeerooe e iees || YeES No

if “Yes" is checked, complete lines 11b and 11c¢.

11b Is the plan cusrently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2520.101-2) ........ Oves [] 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, enler the
Receipl Confirmation Code for the most recent Form M-1 that was required 1o be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code wilt subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A i
Insurance Information OME No. 12100110
{Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Imenal Revenue Service Employee Relirement Income Security Act of 1974 (ERISA). 2024
Employae gﬁ:&“;:‘cﬂ}minismum » File as an attachment to Form 5500.
Pension Benefit Guaranly Corparation P 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 pian year beginning  07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) » 501
WELFARE PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EiN)
Center For Social Change, Inc. 52-1842864

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 IIl can be reporied on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CareFirst BlueChoice, Inc.

() NAIC (d) Contract or {e) Approximate number of Palicy or contracl year

b} EIN . At rsons covered at end of

(b} code identification number pepo“cy or contract year {f) From (g) To
52-1358219 96202 TH65 199 07/01/2024 06/30/2025

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

{a) Total amount of commissions paid {b} Total amount of fees paid i

2,309 79,504

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

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Central Maryland Ins. Associates
2045 York Road
Suite 200
Timonium MD 21093

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

Pexrsistency Bonus
Producer Service Fee

2,309 55,175 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Amwing Connect Administrators, Inc
6 North Park Drive, & 310

Hunt Valley MD 21030

(b) Amount of sales and base Fees and other commissions paid
commissions paid {¢} Amount {d) Purpose (e} Organization code
GP/FSP/HDA Fee

24,329 £

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
v. 240311




Schedule A {Form 5500) 2024 Page 2 — [ |

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

Partli | Investment and Annuity Contract Information
memmmdmmmmprmm.hurﬁHgmnfmmmmummm@rmmmmaaauﬁfwwwsﬂ
4 Current value of plan's interest under this contract in the general account atyearend ... 4
5 Cumrent valug of plan’s interest under this contract in separate accounts alyear ent..... ... 5
6 Contracts With Aflocated Funds:

a  State the basis of premium rates »

b Premiums paid to carrier ... 6b
c Prmmsamhmmndatuwmm‘mm 6¢c

d Hmmmmdh&mmmww&cﬁcm&nmnmmmmw 6d
retention of the contract or policy, enter amaount,

Specify nature of costs

e Typeofcontract: (1) [] individual policies (2) [] group deferred annuity
@ [] other (specify) b

f  If contract purchased, in whole or in part, to distribute benefits from a teminating plan, check here ~ » [ ]
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
@ Typeofcontact (1) [] deposit administration (2) [] immediate participation quarantee
) [ ] guaranteed investment @ [] other »

L=

Balance at the end of the previous year.. 2 e o e o S e gared] D 0
C  Additions: mcwﬂ:ulmmpodmmmgmmr e )]
(2) Dividends and credits. .. e s | Te(2)
{3) Interest credited during l.’he war 7c(3)
{4) Transferred from separate account i | TC{4)
{5) Other (SPRCIfY DEIW) ................cooerrerooaemeeereeeoassiessessicnmseeeeemsssssnssecnncns |_CC{D)
»

(6)Total additions ... - . I ) 0
d Total of balance and additions {add lines Tb and rn{sn : e I L | 0
e Deductions:

mmwmmmmmbeneimwmwmannummpw Te(1) ..._n_ __:
() Administrafion charge made by carrier .. . | Te(2} =i

{3) Transfermed t0 SEPATALE BECOUM .............cooereeieer corsssssssssssmesisssess s Tel3d)

{4) Other (SPEGY DBIOWD .........coovvrceiinns oo cenevessessssssnes e | LEAAY |
»

(5) Tolal deductions.... e e e e s o T ST ), | -, | 0
f Bamatumemmmwmm{mminﬂqﬂmmm ............................................................. [ 7f 0




Schedule A (Form 5500)2024 Page 4

Partlil | Welfare Benefit Contract Information

the information may be combined for reporting purposes if such contracls are experience-rated as a unit. Where contracts cover individual
empioyees, mmgmﬂmmwmmmmhmmmmwh&muawlwpurpmmofmrapm

Ifmore than one conlract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),

8 Benefitand contract type {check all applicabie boxes)

a [ Healih (other than dental or vision) b [§] Dental ¢ [ vision d [] uite insurance
€ [ ] Temporary disability (accident and sickness) [ ] Long-term disability 0[] supplemental unemployment  h [x] Prescription drug
i [] Stop loss (large deductible) i [l HMO contract k [x] PPO contract I [] indemnity contract

m [] Other (specify) P

9 Experience-rated contracls:
a Premiums: (1} Amount received ... - e e 9a(1)
{2) Mrem{dau'eaae]harrmudua bl.ltl.mald .. 9a(2)
(3) Increase (decrease) in unearned PrEMIUM FESEIVE ... 9a(3)
(4) EBMNEA (1) + {2) = 131). oooooeeeeeseecsssammm oo eeeceeesre oo ssesseeeeneeeeeemmssessgssees s eesse ...| 9a{d) 0
b Benefit charges (1) CIaIme Pald............oooovvereverreenesosesssssssssessesans | 9B(1)
{2) Increase (decrease) in ClaiM MESBIVEE ..o sesessssssncesmseessenees 9b(2)
(3) InCUMed CIIMS (B0 (1) B0 (2] occeeeeeeeeee oo eeeeeeeees e seesseemmmeeeeeeeseeeeereeee oo e oo 9b(3) 0
(4) Claims charged .. 9b(4)
c Ramahﬂaro{mﬂm (1}Rmnmnﬂwgu(mmmml bm}-
{A) Commissions ... . —————— .- ..
(B} Administrative semne m‘ul‘ner fma ISR I - - 4 } (=)
(C) Other specific AcqUISIION SOSLS ... oo ceeeeeeemseeresressennee | SE(1)C)
(D) ONET BRPEMEES ...t st sesssessesesenerenrsreresssesnereenee | SCUTID)
{E) Taxes .., - eeererirrnernsnnnenee | SC(INE)
{F) Charges w:mamwmm veoreessssmmnnneenne | SS(THF)
(G) Other retention charges ... SO I - 4} C) |
(H) Total retention .. . Sc(1}{H) 1]
(Z}Dwiuar-daorrei‘mmmemﬁm [Thasumunlamre[] paluhcasn orl:l u'ﬁdi‘.ﬂd] 9c(2) -
d Status of policyholder mmemdw&-u}mmmmmdabmemmrmm 9d(1)
{2} Claim reserves .. P e b i oo T Tners : 9d{2) -
{3) Other reserves.. 9d(3)
e memmhﬁmlamm {Domtmcndemnamadnlmﬂcm) Se
10 Nonexperience-raled coniracts: besy
a Telal premiums or subscription charges paid to carrier.... Py 10a 1,791,527
b ifthe carrier, service, or other organization incurred any speuic costs in connection with the ocqulsilm or
retention of the contract or policy, other than reporied in Part i, line 2 above, report amount. ............ i 10b ___
Specify nature of costs.

| Partlv | Provision of Information

11 _Did the insurance company fail to provide any informalion necessary 1o complete Schedule A?............

[Jyes [ Mo

12 ifthe answer 10 line 11 is “Yes,” specify the information not provided. »




SCHEDULE A i
Insurance Information OB No. 1210:0110
(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of ihe
tntemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Employes BD:r?:&n ;T;s:i:-ya:grministralim » File as an attachment to Form 5500.
Gl L LY R ey P 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  07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit

CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) » 501

WELFARE PLAN
C Plan sponsor's name as shown on line 2a of Farm 5500 D Employer Identification Number (EIN}

Center For Social Change, Inc, 52-1842864

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 IIl can be reported on a single Schedule A.

1 Coverage Information:

(a} Name of insurance carrier

United of Omaha Life Insurance Company

(¢} NAIC {d) Contract or {e) Approximate number of Policy or contract year
{b) EIN L e persons covered at end of
code identification number policy or contract year (hH From {g) To
47-0322111 69868 GLUGOB2TG 174 07/01/2024 06/30/2025

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) Totat amount of commissions paid {b} Total amount of fees paid
1,744 1,046

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

Central Maryland Ins Assoc Inc
2405 York R4 Ste 200

Timonium MD 21093

(b} Amount of sales and base Fees and other commissions paid
commissions paid (¢} Amount {d) Purpose {8) Organizafion code
Agent or Broker of Record, Other Compensation

1,744 523 3

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Amwins Connect Administrators, Inc
6 N Park Dr Ste 310

Hunt Valley MD 21030
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose {e) Organization code
Administration
523 5
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2624

v. 240311
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{a) Name and address of the agent, broker, or other person tg 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 whorn commissions or fees were paid

Fees and other commissions paid {8}
(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 {0}
{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

Partil | 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 inlerest under this contract in the general account atyearend ... 4
5 Current value of plan’s inferest under this contract in separate accounts at year end..........ccoooie oo ciieas 5

6 Coniracts With Allocaled Funds:
a  State the basis of premium rates P

b  Premiums paid to carrier . ereart ety st s bass bR SRR Ao ns s et asat e ne e 6b

C  Premiums due but unpatd at lhe end of the e T 6¢c

d  Ifthe carrier, service, or other organization incurred any specmc costs in connection wuth the acquusmon or 6d
retention of the contract or policy, enter amount, .

Specify nature of costs P

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

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1} D deposit administration (2} [] immediate participation guarantee
(3) D guaranteed investment {4) D other »

b Balance at the end of the previous year... TR Tasnsanas fik e sn EEiR e nere eBhessesns v e Bl v o ubSHRRY o e Dok SRR I 7b 0

C  Additions: (1} Confributions deposited durlng the Ve SO B ( o1 1 )
(2) DIVIDENDS BNA CTRAIS ,......ooooooeeeers oo enees v eseeeseceer et sensereeesies 7c(2)
(3) Interest credited during the year ... ... 7c(3)
{4) Transferred from separate aCCOUNT............ccuwvinmsreccescssesssirisssmssceicns | TC(A)

{5) Other (SPECITY BEIOW) ...........ooomiiiiiiensicitsesssnssssesssssssssssssssssssssrsnsense | 1G(D)
»

(B)Total AdAIlIONS ... e s
d Total of balance and additions (add fines 7b and 7¢(B)). ..........o..e....
€ Deduclions:

(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)

(2) Administration charge made by CaMmer ..o

(3) Transferred to separate account...........

(4) Other (specify below)

>

(5) Total deductions... o R T R . DY) 0
f __Balance at the end of the current year(subtract Ime 79(5) from Iane 7d) .............................................................. | 7f 0




Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information

I.IrmreI'monemadcu:wamheaammﬁmolummﬂwﬂﬂﬂmmmmm&ﬂmambﬁeu@ma
the information may be combined for reporting purposes if such contracts are experience-rated as a unil. Where contracts cover individual
mhyeasMﬂmgﬂupmmlﬂmwmmameammwmwmmmasamfmmnsaul'lnmapart

B Benefil and contract type {check all applicable baxes)

a jHuM{ulh&ﬂmdﬁnﬂlumm] bDDemi c!:l"u"isim d@ Life insurance
@ [K| Temporary disability (accident and sickness)  f | | Long-term disability @ [ ] Supplemental unempioyment  h [ ] Prescription arug
i [] stop loss targe deductibie) i [] HMO contract k[] PPO contract 1[] indemnity contract
m [ | Other (specify) »
9 Experience-raled contracts:
a8 Premiums: (1) Amount recaived ... 9a(1)
(2} Increase [dwem}nmndu Imlumd 9a(2)
{3) Increase [m}hmnedpmmunm ........................... 9a(3)
R T L e T e e T 0
b Benefit charges (1) Claims paid................ccoooeoeececo oo | 9B{1)
(2} Increase (decrease) in ClaiM MBEEMVEE .. ... iissnsesssns 9b(2)
{4) Claims charged ... o 9b{4)
c R&mumaroimmn (I}Retenhmdmastanmmual bm}-
(&) Commissions .. . S I~ . (.Y
(B} Admanistrative serudoe ar MI fees msimssnnentere ] JC(1NB)
{C) Other specific acquisiion COstS ..., | S6(ING)
(D) CHURET @RPEMBES ...t eresorenssresssesseene | 9C{TH(D)
{E) Taxes .. . e ol 9c(1)(E)
(F) Charges rurrlmorammm T N1 ]
(G) Oiher retention charges ... RPN S 0 e e o B e (L ) () )
(H) Total retention .. it 9¢c{1)(H) 0
(2) Dividends or retroaciive rate refunds. ['I'naaeammamrel_-_! aeid in cosh, orD credited) . | 9
d Smmponcymmrmmaiendofm {1} Amount held topmdebamilsmrmimm .............. 9d{1)
(2) Claim reserves .. M A P e e T A 9d(2) =
(3} Other reserves... 9d(3)
@ _ Dividends of relrasciive rate rekunds dus. {Domtmcudeaurmmaﬂamdhlm!cm} ge
10 Nonexperience-raled contracts:
a Total premiums or subscription charges paid to carrer.... i 10a 20,8610
b if the carrier, service, or other organization Mnadawspadlcmslu noorlmhnmnheacqwsiuunw
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
41 _Did the insurance company fail 1o provide any information necessary to complele Schedule A?............ D Yes E No

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




SCHEDULE A
{Form 5500)

Depariment of the Treasury
ntemal Revenue Service

Iinsurance Information OME No 1210.0110

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

2024

Department of Labor

Employea Benefils Sacurity Administration

» File as an attachment to Form 5500.

Pension Banel Guaranty Comporalion

» 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 figcal plan year beginning  07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) » 501

WELFARE PLAN

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

Centel
Part i

r For Social Change, Tnc.
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 Schedule A.

D Employer Identification Number {EIN)

52-1842864

1 Coverage Information:.

{a) Name of insurance cairier

United of Omaha

Life Insurance Company

{e)} Approximate number of Policy or contract year
(BRI R b bt Ll L JE N e (f) From (@ To
policy or contract year
47-0322111 69868 GUGOB2TG 173 07/01/2024 06/30/2025

2 Insurance fee and commis

sion information. Enter the totat 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

3,233 2,290

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

Central Maryland Ins Assoc Inc
2045 York Rd Ste 200

Timonium MD 21093
(b) Amount of sales and base Fees and other commissions Eald
commissions paid {c) Amount {d) Purpose {e) Organization code
Agent or Broker of Record
Other Compensation
3,233 1,250 3

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

Amwing Connect Administrators, Inc
6 N Park Dr Ste 310
Hunt Valley MD 21030
{b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organizaticn code

Administration

1,040 5

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 (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 1o whom commissicns or fees were paid
Fees and other commissions paid (e)
{b) Amount ¢f sales and base Organization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person 1o whom commissions or fees were paid
Fees and other commissions paig {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 commigsions paid (e)
(b) Amount of sales and base Crganization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2024 Page 3

Partll | investment and Annuity Contract Information

this repori.

Where individual contracls are provided, the entire group of such individual contracts with each carrier may be freated as a unit for purposes of

4 Current value of plan's inferest under this confract in the general account al year end ..o,

4

5 Cument value of plan's interest under this coniract in separaie accounts at year end........ i

5

6 Contracts With Allocated Funds:

ano

f

Stale the basis of premium rates P

Premiums paid to camier ...
Hmummwmoddalmwdihewar

If the carrier, service, muﬂwagankmmimndmspedmmnmmmmmammm

retention of the contract or palicy, enter amount, .
Specify nature of costs W

Type of contract: (1) D individual policies 2 |:| group deferred annuity
(3 [] other (specify) »

If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ] [I

6b

6c
6d

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

b

Type of coniract (1) [] deposit administration 2) [] immediate participation guarantee
{3 D guaranteed investment 4) D other P

Balance at the end of the previous year...

ol

c

d Total olbalmamaddlm [add um ?uwrnm} ................................
€ Deduclions:

f

Addtons: (1) Contritutions deposited GUTng the Year ... | TC(1) |

{2} Dividends and credils.......... G o aecenad Te(2)

(3) Interest credited during the year ......... S s 7c(3)

{4) Transferred from separale account............ e |_1C(4)

{5) Other {specify below) ....... e | TEU8)

»

{6)Total additions ...

7c(6)

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

(2) Administration charge made by carrier ... e | 7€4(2)

(3) Transferred to separate account... P )

{4) Other (specify below) ............. S——— I (| )]

4

(5) Total deductions..,

Balance at the end oﬂhe m.rrm yaar{mm Ime T-[iln imm ina 7".! R S R R A

7e{5)




_Schedule A (Form 5500) 2024 Page 4

Part lll | Welfare Benefit Contract Information
rrrmrellwnonemrmmmmmmmmmdlhammummamﬂmsama‘nmluyuemgamﬂwﬂ{s}.
the information may be combined for reporting purposes if such conlracts are experience-rated as a unil. Where contracts cover individual
mplowus@mgwmmwmmqlﬁmmMMHawwmnlharepoﬂ

8 Benefit and contract type (check all applicable boxes)

a [] Heath (other than dental or vision) b [] Dental ¢[] vision d[] Life insurance
e [X] Temporary disability (accident and sickness)  f [ ] Long-term disability @[ ] Supptemental unemployment  h [[] Prescription drug
i [] stop loss large deductibie) j [] HMO contract k [] PPO contract 1] indemnity contract
m [ ] Other (specify) P
9 Experience-raled contracts:
a Premiums: (1) Amount recaived ., - e =1, — 9a(1)
(2) Increase (decrease) in amu-.rlt dua bul umald 9a(2)
Iaymm[dwmjnmnedmnmreaem s 9a(3)
T T 1 T ...| Sa(4) 0
b Benefit charges (1) CIaims Paid..... ..o | 9B(1)
{2) Increase (decrease) N Claim MBBBIVES . e ee s e smneenes 9h(2) !
(3) Incurred claims (@A (1) 80T L2} ... e T 9h(3) 0
(4) Ciaims charged ... 9b(4)
c HMMMM {1}Retarﬁunchargas{on anacuualbamj
(A} Commissions . : ceventeressiemssnanensmenenneeeeneere | SC(TJ(A)
IBIMthmaenmommarm cnssssssesnmnnes | 9C(ANB)Y
{C) Other specific 3CQUISIION COBIS ...........rveees v |_9C(INC)
O I 1~ 4 )] (°))
(E) Taxes ... SRR I - - 4 ) | ()]
{F) Crﬂrga:sfornsks or nlher ounﬂngenmes ——— - ) (3
(G) Other retention charges ... OO - ) (<))
{H) Tolal retention... . 9c{1){H) 0
(2) Dividends o retroackve rate refunds. (Trﬁaeammﬂ palﬂmcalhorﬂﬂﬂlﬂd] 9c(2)
d Status of palicyhotder reserves al end of year: {1}Mu.rlhaldtopmuidebanelhaﬁerreﬁre|mu 9d(1)
taiﬂiha'reaam 9d(3)
-] Wswmmmmmmdu& punmndudemnmredmmmzn e
10 Monexperience-rated contracs:
a Taolal premiums of subscription charges paid to carrier.... 10a g, 222
b If the carrier, service, uuhermgﬂzabmmmdanﬂmﬁcmmwmﬂﬂmmmammm
retention of the contract or poficy, other than reported in Part |, line 2 above, report amount. .. 10b

Specify nature of cosis.

| Partiv | Provision of Information

11_Did the insurance company fail to provide any information necessary to complete Schedule A7 ............

D Yes E No

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




SCHEDULE A Insurance Information

OMB No, 1210-0110

(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
b f
Employes B:r?:f?!:.lgxﬁbax:ninisltaﬁon » File as an attachment to Form 5500.
Pensian Benefl Guaranty Corporation b Insurance companies are required to provide the information This Form s Open to Pubiic
pursuant to ERISA seclion 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  07/01/2024 and ending 06/30/202%
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) P 501
WELFARE PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Center For Social Change, Inc. 52-1842864

Partl| Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each cantract
on a separate Schedule A. Individual contracts grouped as a unit in Paris 11 and Hi can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

United of Cmaha Life Insurance Company

{e) Approximate number of Policy or contract year
NAIC {d) Confract or
(b) EIN {c) . e persons covered at end of
code identification number policy or contract year (f) From {g) To
47-0322111 69868 GLTDOB2TG 172 07/01/2024 06/30/2025%

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
3,666 2,136

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
Central Maryland Ins Assoc Inc
2045 York Rd Ste 200

Timonium MD 21093
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (@)} Organization code
Agent or Broker of Record, Othex Compensation
3,666 1,137 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Amwins Connect Administrators, Inc
6 N Park Dr Ste 310

Hunt Valley MD 21030
(b) Amount of sales and base Fees and cther commissions paid
commissions paid (c) Amount {d) Purpose {e) Organization code
Administration
999 5
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

(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 wilh 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 coniract in separate accounis at yearend. ... | 5
6 Coniracts With Aliocated Funds:
a  Siate the basis of premium rales P
b Premiums paid to camier .. 6b
c Pmmmuulummatmamufmyear .............................................................................. é¢c
d I the carrier, service, urunﬂagmnlhnmmedwspmﬁcmhwmﬂmmmwﬂm« 6d
retention of the contract or policy. enter amount. ..
Specify nalure of costs P
e Typeofcontract: (1) [] individual policies 2) [] group deferred annuity
(3) [] other (specity)y  »
) f Ifoairaciwd'med nwhulaorinparll lfldatrmabeneilal'rmalaminalmman check here ! D
7 Contracts With Unallocated Funds (Do nol include portions of ihese contracts maintained in separate accounts)
a Typeofconract (1) [ ] deposit administration @) [[] immediate participation guarantee
3) [ guaranteed investment () [] omer »
b Balance at the end of the pravious year. .. SO B 4 - a
€ Additions: {1]mmmdepwiedwngihewar s vl Te(d)
{2) Dividends and credits. .. el e e el TE{2)
3 Irrlemslu'adhdduril'lghvw.,. S I v )]
{4) Transferred from separate account 7c{4}
»
DO T bt SRR ki3 i L e e S 5 b Te(6) _n
d Total of balance and additions (add BNEs TB AN TEIBN). .....oooviiiiiieiicr it st eisseies s casssass s 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuilies during year | 7@{1)
{2) Adminisiration change MAoE By CAITEM .........cooruveeeeeeeeree e eesesss e esssenee Te(2)
{3) Transfermed {0 SEPArale CCOUM ..............covvveoreosre s sssssssssssssesssesaresssmssnens Tel3)
(4 O (SPECHY DBIOWY ... .....ooomoeeeereoeeeeeeeor e eeseesssssessees s cereeesseeseeenns Te(4) bzt 3
»
(5) Total deductions.. . ; R e R N W T || ] 0
f  Balance at lheaﬂoflhecumnggariaﬂmclﬂ?ﬂﬂ}ﬁmlh?d] ............... iy et T Nk 0




Schedule A {Form 5500) 2024

Page 4

Part Il | Welfare Benefit Contract Information

B Benefit and coniract type (check all applicable boxes)

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 confracls are experience-raled as a unil. YWhere contracts cover individual
uﬂ'lphma.lnunureg'mpofmmmuamum%a@_agmmwmmmasaurdttuw'poaeaoiuismpm.

a [] Health (other than dental or vision) b[] pental ¢ [] vision d [] Life insurance
e [ | Temporary disabilty (accident and sickness)  f ] Longterm disabiity g [[] Supplemental unemployment  h [] Prescription drug
i [ stop toss (large deductible) i [] AMO contract k] PPO contract I[] indemnity contract
m ] Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) Amount received ... . Sa{1}
Iilmm[dweme]nmdm bulunpaid ........................ a2} |
{3) Increase (decrease) in uNeamed PrEMIUM MESEMVE . ......................o.. Sa(3)
(4 ESMEA (111 £2) = (3 eeeoee oot e oot seppss st ene et eeere ] SB[ o
b Benefit charges (1) Claims paid " ab(1)
{2} Increase (decrease) in Claim MEEMVES ... | I0{2)
(3) INCUITE CEAIMS (A0 {1) 00 (2.1 e 1 eeseeesmseseees s sessssessses eeceeieesetees e st s set et setbtseee sttt teeseseemss 9b{3) 0
{4) Claims charged ... PO I |- .|
c Henm‘mrofpumm {1}Ruteﬂmd1ugea{un anmuubam]- oirh
{B) Administrative Hl‘d’ne or Dlher fe&s - Sc{1)(B}
{C) Other Specific ACQUISITION BOSS .....ooeeeeoereere st coeeereermnsseen 9¢(1)(C) A
(D) Other expenses Sc(1){D)
(E) Taxes .. » USSR . .- 4}, - 2
{F} crurgmnrmuormnamummem .............. — Bc{1}{F)
{G) Other retention charges... b e 9c{1NG) .
(H) Total retention.. e | S€(1)H) | 0
{muﬂm“mmhmmm (Thmmmﬂmﬂpmdmmm urncmlmd} ................ 9c(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ Sd(1) =
{2) Claim reserves ... 9d{2)
O O WS oo ... v st ek S mdm g oA S Co e A om e TR o oo smasek oA 9d{3) |
e Dwmmmmtmcﬂwmmﬁrdsu {Dommhdaamwmmedinimsqq} %e
10 Nonexperience-rated contracs: il
a Total premiums or subscription charges paid to carfier...................... . |__10a 36, 961
b fthe carrier, service, wmruganmaninunedwmm; hmﬂmwmwmnw
retention of the conlract or policy, other than reporied in Part |, line 2 above, report amount. .. l 10b

Spedify nature of costs.

| Partiv | Provision of Information

11 _Did the insurance company fail to provide any informalion necessary to complete Schedule A?.............

D Yes Ne

12 Ifthe answer to line 11 is “Yes," specify the information riot provided. P




SCHEDULE A
(Form 6500)

Doparment of the Treasury
Inlemal Revenue Service

insurance Information OMB No. 12100110

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

2024

Oepartment of Labor
Emgployee Benefits Security Administ

ration » File as an attachment to Form 5500.

Pension Benefit Guaranly Corporal

on » Insurance companies are required 10 provide the information This Form is Open to Public

pursuant to ERISA seclion 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) » 501

WELFARE PLAN

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

Cente

Part )

- _For Social Change, Inc.
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 Hi can be reported on a single Schedule A.

D Employer Identification Number (EIN)

52-1842864

1 Coverage Information:

{a) Name of insurance carrier

United of Omaha

Life Insurance Company

(e) Approximate number of Policy or contract year
(b) EIN (c’cohtliglc ide(:t)iﬁgaotinolga::!:ber persons covered at end of (fy From {g) To
policy or contract year g
47-0322111 69868 GVTLOB2TG 21 07/01/2024 06/30/2025
2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid {b) Total amount of fees paid
1,868 860
3 Persons receiving commissions and fees. (Complete as many entries as heeded 1o feport ali persons).
{a) Name and address of the agent, broker, or other person to whom commissions or_fees were paid
Central Maryland Ins Assoc Inc
204% York Rd Ste 200
Timonium MD 21093
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d} Purpose {e} Organization code
Agent or Broker of Record, Other Compensation
1,868 486 3

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

Amwins Connect Administrators, Inc
6 N Park Dr Ste 310
Hunt Valley MD 21030
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount (d) Purpose {e) Organizaticn code

Administration

374 5

For Paperwork Reduction A

Schedule A (Form 5500) 2024
v. 240311

ct Notice, sea the Instructions for Form 5500.
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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 o whom commissions or fees were paid
Fees and other commissions paid (e)
{b} Amount of sales and base Organizalion
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 {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 (&)
{b) Amount of sales and base Qrganization
commissions paid (¢) Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base Organization

commissions paid (c) Amount {d) Purpose

code




Schedule A (Form 5500) 2024 Page 3

Partil | Investment and Annuity Contract Information

Where individual confracts are provided, the enlire group of such individual contracts with each carrier may be treated as a unit for purposes of

this repart. =
4 Current value of plan’s interest under this contract in the general account 8l YEar end ..o 4 B )
5 Current value of plan's interest under this conlract in separate accounts alyearend.............. 5 s
6 Conlracts With Aflocated Funds:
a  State the basis of premium rates »
D Premiums paid 10 GAITET . ..o vsssssns oot sssss e ssss st 6b
c  Premiums due but unpaid at the end of the year..., . e |__6€ B R ———
d  Ifthe carrier, service, or ofher organization hwrred anyr ap-edl'-ccnal,sin c.nnnedbon Mlh lha mulﬁlbﬂ or 6d
refention of the contract or policy, enter amount. . b
Specify nalure of costs P
e Type of contract: (1) [] individual policies @ [] group deferred annuity
@ [] other (specity) b
f I contract purchased. in whole or in part, o distribule benefits from a terminating pian, check here b [ o
T Contracls With Unafiocated Funds (Do not include portions of these conltracts maintained in separate accounts)
a Typeofcontract (1) [] deposit aominisration ) [] immediate participation guarantee
(3) [] guaranteed investment (4) [] other »
b__ Balance at the end of the previous year.... i | 7b 0
€ Addilions: [ilcmﬂbulbnsdapnsﬂeddunngum s ) TC{1)
(2) DivIdends and reBIS....... .........cooovorrereriissssssssssseesssrssssessossssmseseeneoreeeee |8 G2
{3) Interest credited during the year . 7c(3)
{4) Transferred from SEPArate SECOUM ... eeeeeeeresssisssssssseecensseernes |1 CUA)
(5) OHher (SPRCIY DRIOW) ..........ooooivirieeemeeniisiissiisssmassccsissbssss s s 7¢(5)
»
(O TORRE BUMONYN ... evcsamcacasas s e e e i i it s e RO 0
d Tualurbamammm{addmnwmw B e —— {_ 7d 0
€ Deductions:
{1) Disbursed from fund to pay benefits or purchase annuities during year | 7e{f)
{2) Administration charge made by CAMEr _............cccoooooceereerrrr s | 1€{2)
{3) Transferred 1o SEparate CCOUM ... ... owcreererer s sssemsenrreres 7e{3)
{4) Other (specify below) .............cccun Te(4) -
»
(5) Total deductions.... Te{5) 0
f Balancaatﬂmmﬂcﬁﬂmmnﬂrﬂ:aar!;uhimllm?_lﬁ]_ﬁmnﬂm Tﬂ i 7f 0




Schedule A _(Form 5500) 2024

_Paged

Part Il | Welfare Benefit Contract Information

If more than one conlract 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 contracls are experience-raled as a unil. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be Irealed as a unit for purposes of this report.

8 Benefil and contract type (check all applicable boxes)

a [] Health (other than dental or vision) b [] Dental

e [X| Temporary disability (accident and sickness)  f | ] Long-term disability

¢ [] vision

d EI Life insurance

g [] supplemental unemployment  h [] Prescription drug

i [] Stop loss (large deductivie) j [ HMO contract k] PPO contract 1[] indemnity contract
m [] Other (specify) »
9 Experience-rated contracts: e .
a Premiums: (1) Amount received ... v | _9a(1) |
mlm{dmmlinammum;rmid ]
3 lnmu(mm}mmmmmmm fa(3) s
(4) Earned (1) + (2) - {3:} e | 9a(4) o
B Benefil charges (1) CIBITS Paid.........................o..oooorrr. | 9b(1)
(2) Increase (decrease) in Claim MeSEVES ... cnssemcei s s Sb{2)
{3) Incusred claims {add (1) 8nd (2))...........ccoorercccvvnne » {3 | 0
(4) Claims charged ... 9bi4)
€ Remainder of pmmun [1] Ralenllm uwgen [on an nmrual hasn}
(A} Commissions ... S————————— - -1y ) ) ]
(B) Adminisirative service orcmerfaes | Sc(1}B}
{C) Other specific 2CQUISIION COBLS .............vecovoeereeerrensiessrronns Sc{1}C) "
(E) Taxes ... i | SE(INE)
{F}Chargasfcrmhsomharmrﬁmmm ................ Sc(1MF} L.
{G) Other retention charges .. OSSR I .- § 1 (C )]
(H} Total retention ... e | SC(1)(H) - 0
(2) Dividends or retroactive rale refunds. (Immweﬂmnmn m[] ceted)......... 9c(2)
d  Status of policyholder reserves at end of year: {1}Muﬂheummmbaneﬁtsaﬂarmm 9d{1)
(2) Claim reserves ............ a8 b R e L SR e e b e A E e ot e e e ] | 9ci(2) i
{3) Other reserves... 2 e e 9d(3)
e Dmderﬂsormimama ratemlunusdue IIDu nmmmmmemed nheaq_zu 9a
“10 Monexperience-raled contracts:
a Total premiums or subscription charges paid to carrier.... S i 10a 13,687
b ifthe camier, service, wnﬂwmguizalbnmumdwapedﬁcmmincmnemmmmmmmmor
retention of the contract or policy, other than reported in Part |, ine 2 above, report amaount. .. & 10b
Specify nature of costs
[ PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. J:I Yes x| No

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




SCHEDULE A
{Form 5500)

Depariment of the Treasury
Intemat Revenue Service

Dapariment of Labor
Employes Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant lo ERISA section 103(a}2). Inspection
For calendar plan year 2024 or fiscal plan year beginning  07/01/2024 andending  06/30/2025
A Name of plan B Three-digit
CENTER FOR SOCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) > 501

WELFARE PLAN

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

Center For Social Change, Inc.

D Employer identification Number (EIN)

52-1842864

Part

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

1 _Coverage Information:

(a) Name of insurance carrier

Colonial Life & Accident

Insurance Company

c) NAIC ) Contra (e) Approximate number of Policy or contract year
SRIEE ‘ )code ide(nt)iﬁcation r(:::?nrber persons covered al end of (f From (g) To
policy or contract vear
57-0144607 620419 E7525793 07/01/2024 06/30/202%

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

6

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 commigsions or fees were paid

Benjamin J Brooks
230 Chantrey Rd

Timonium MD 21093
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d} Purpose (e} Organization code

2

Commission

0

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

Tracey Matz
2036 Mardic Drive

Forest Hill MD 21050
{b) Amount of sales and hase Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
Commission
2 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form §500. 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

Dice Insurance Inc
5219 Casentino Ct

Myrtle Beach s5C 29579
Fees and other commissions paid (®)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
Commission
2 0 3

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

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

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

Fees and other commissions paid (]}
{b) Amount of sales and base 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
comimissions 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 Organizaton
commissions paid (c) Amount {d) Purpose code
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Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individua! contracts with each carrier may be trealed as a unit for purposes of
this report.

4 Current valus of plan's interest under this contract in the general account atyearend 1 4 )
5§ Current value of plan's interest under this coniraci in separate accounts atyearend......ooo s 5
6 Contracts With Allocated Funds:

a  State the basis of premium rates #

b Premiums paid to carrier .. RO [ -1+ S I -

€ Premiums due but u'pald al lhe end uf lhe year 6c

d  Ifthe carrier, service, or other organization inmml an'r spedl'llc cuals n cnnnedbon Nlh lha aoquldlbn or 6d

retention of the contract or policy, enter amound. .. _ —

Specify nature of costs P

e Typeofcontract (1) D individual policies 2 [:] aroup deferred annuity
@ [ otner (specity)

f  if contract purchased. in whole or in part, Lo distribute benefits from a terminating plan, check here P _[]_

7 Conlracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) [ ] deposit administration (2) [] immediate participation guarantee
3 [] guaranteed investment @) [ ] other ¥

b Balance at the end of the Previous YEar. ... o, i e | Th ]

C  Additions: {1]Eom'hm-mdapuﬂladﬂ.l‘rlglha year ... SR J - & [ ]
{2) Dividends and credils.......... e s S it e | AR L)
{3) Interest credited during e YEar ..o, Tc{3)
{4) Transferred from SEparate SEEOUM................o..oooeesecesernsressnssssissneeneee |1 CLE)
:5] Lo U I - -1

{B)Total additions .. e e e s S | = (-1 o
d Total of balance and mmtm m‘manuman OO B £ - [i]
¢ Mm e T | — s LA s — .
{1} Disbursed from fund to pay benefits or purchase annuilies during year | Te(1)
(2} Administration charge made by Camier .................ooocoooernn. Te{2)
{7} Transferred o separate account.............. Te{3)

(8) OUNRE (SDRCY DEIOW) ... oo o e oo | T€() |
»

(5) Total deductions ..........coooovovereceinenn. '
f Balance at the end the. current year [snmrmt line Te(5) from ling 7d) ..oy | 7f 1]

i
f
P
L
L=
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Part i | 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),
mmmnmmnwmmmmmmpmﬂmwmuirmmm“amrmuauﬂ Where contracts cover individuat
employees, the enlire group of such individual contracts with each cairier may be treated as a unit for purposes of this repor

8 Benefit and coniract type (check all applicable boxes)
a [ Health (other than dental or vision) b[] Dentai c[] vision d ] Life insurance
€ [ Temporary disability (accident and sickness)  f [ ] Long-term disability g [] Suppiemental unemployment  h [] Prescription drug
i [] stop loss (iarge deductivie) j [] #mo contract k[] PPO contract 1] tndemnity contract
m [] Otner (specity) »

9 Experience-rated contracts:
d Premiums; (1) Amount received .. g Ba(1)
(2) Increase (decrease) in amumt ﬂu& hul unpabd 9a(2)
(3) Increase (decrease) in uneamed Premium MESEIVE ............c.cocorvveun.s 9a(3) .
(4) Eamned ((1) + (2) - (3o el ] S s I Ba ) 0
b Benefit charges (1) Claims paid...................cooooooovorooeecrsrenrieee | 3D(1)
(2) Increase (decrease) in ClaiMm MESEIVES ... i ittt sreans 8b(2) -
{3) Incurred cl2MS (F0 {13 B0 {2 ..o cesssssee e s ssssns s sreres s 8 aea et s b tt e a bbbt 9b{3) 0
{4) Claims charged ... A — B4}
¢ Remainder ufpmmun [1] Hzeln'rlhnn cmrgu [on an ancrual ba:sis} -
(&) Commissions ... - STV - =~ i } 1. Y]
{B) Adminisirative sem:a of mm ST I -~ 4 ) | =]
(C) Other specific mqmibon cosis ., SRRSO I~ 1| L
(D) Other expenses ... P e e e [ L ()
{E) Taxes .. rem et eesan] [ FAIANE])
{F) l:hargea for risks or ¢ other uunlng&ndas ssessssssennenneenee | DSCINFY |
{G) Other retention charges.. il s setane) e
{H) Total retention... o e | SEU1)(H) ]
{2} Dividends or retmuuma rate rel‘unds ['I' haae amounts m:eD pnd in cash, or[] credmct.} 9¢(2)

d mmwmmmmmﬁwr(1]Nmunthamtupmﬁdabanaﬂsmmnmﬂ 9d{1)
(3) Other reserves... o 9d{3)

e Dmmmmmumuemeremm {Dunutlnctﬂemnanhedhlm%tz}} e
10 Nonexperience-rated coniracts:
a Total premiums or subscription charges paid to carrier.... an See 10a 528

b Inhncan-hrswmmmnmﬂiulhnmunodwmuﬁcmmmmmmmmwﬂmw
relention of the contract or palicy, other than reported in Par |, line 2 above, report amount. .. 10b
Specify nature of cosls.

| PartIV ] Provision of Information

11 _Did the insurance company fail 1o provide any information necessary to complete Schedule A?............. D Yes lﬂ No
12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500) 2024
Depaniment of the Treasury This schedule is required to be filed under section 104 of the Employee 0
Inlemal Revenue Service Retirement Income Security Act of 1974 (ERISA).
of
Employes Beetis Seculty Asminiskation b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporalion Inspection.
For calendar plan year 2024 or fiscal plan year beginning 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
CENTER FOR SCCIAL CHANGE, INC. EMPLOYEE BENEFIT plan number (PN) » 501
WELFARE PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Center For Social Change, Inc. 52-1842864

| Partl | Service Provider Information {see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$56.000 or more in total compensation (i.e., money or anything eise of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only elfigible indirect compensation for which the pian received the required disclosures,
you are required to answer line 1 but are nol required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only etigible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ... ... e D Yes @
No

b If you answered fine 1a "Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions)

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Schedule C (Form 5500) 2024
v. 240311
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{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b} Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures an eligible indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EiN or address of person who provided you disclosures on eligible indirect compensation
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Page 3 - | |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” lo line 1a above, complete as many entries as needed to list each person receiving, direcily or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered fo the plan or their position with the plan during the plan year. (See instructions).

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

Central Maryland Ins Assoclates

2045 York Road Ste 200

Timonium MD 21093
(b) (c) (d) (e) {h)
Service Refationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s} |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization. or  |by the plan. If none,| compensaticn? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interesi sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
12 (f) If none, enter -0-
Broker
ves [] No f[x Yes:] No [] ves [] No[]
71,391

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

Amwins Connect Administrators, Inc
6 North Park Dr Ste 310
Hunt Valley MD 21030
(b) (c) (D) (e) (f g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensaticn, for which the

service provider excluding

formula instead of

person known fo be enter -0~ other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes" lo element
i2 {f). i none, enter -0-.
Contract
Admnistrator Yes [] nNo [X] Yes [] Neo[] Yes [] No[]
27,265
{a) Enter name and EIN or address (see instructions)
Benjamin J Brooks
230 Chantrey Rd
Timonium MA 21093
{b) (c) {d) (e} g (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |[employer, employee| compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

22

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Broker

Yes D No

ves [] No[]

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes’ o line 1a above, compiete as many enfries as needed to list each person receiving, directly or indireclly, $5,000 or more in total compensation
{i.e., money or anything else of value) in conneclion with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

Tracey Matz
2036 Mardic Drive

Forest Hill

MA 21050
(b) (c) (d) (e) 4] (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s} |empioyer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. if none,

compensation? {sources

compensation, for which the

service provider excluding

formula instead of

persor: kKnown {o be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a parly-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” lo element
22 {H. I none, enter -0-
Broker
YesD No@ YesD NoD Yes|:| NoD
2
(@) Enter name and EIN or address (see instructions)
Dice Insurance Inc
5219 Casentino Ct
Myrtle Beach sC 29579
(b) (c) (d) (e) ) _ th
Service Relationship to Enter direct Did sesvice provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known {o be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
22 (H. If none, enter -0-.
Broker
YesD No@ Yes|:| No|:| YesD No[]
2
{(a) Enter name and EIN or address (see instructions)
(b} {c) {d) (e) () I (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give youa

aorganization, or
person known to be
a parly-in-interest

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

compensation? (sources
other than pian or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes j No D

Yes |:| No |_—_|

Yes D No D
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| Part] |Service Provider Information (continued)

3. Ifyou reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custedial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to reporl the required information for each source.

{a) Enler service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

{(d) Enter name and EIN {address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formuta used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

{a) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

{C) Enter amount of indirect
compensation

(d) Enter name and EIN (address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

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

{b) Service Codes
{see instructions)

{c) Enter amount of indirect
compensation

{d} Enter name and EIN (address) of source of indirect compensaticn

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Part i | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.
(@) Enter name and EIN or address of service provider (see (b) Nature of | (C}) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

{b) Nature of
Service
Code(s}

{¢) Describe the information that the service provider failed or refused to
provide

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

(b} Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

{c) Describe the information thal the service provider failed or refused to
provide
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Part Hl | Termination Information on Accountants and Enrolled Actuaries (see instructions)
{complete as many entries as neaded)

a  Name: b EIN:

¢ Position:

d Address: e Telephone:
Explanation:

_a__ Name: _ - b _EIN: - i i _5___
c POSItlon: ——— - s = . e m m—— - - - o
d Address. & Telgphone:

]
Explanation;
a__ Name b EIN:
€ Position
d  Address: € Telephone:
Explanation:
a Name: b EIN:
€ Position:
d Address: e Telephone:
Explanation:
a Name: b EmN:
C  Posilion:
d Address: € Telephone:

Explanation:




