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: 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

MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
07/01/2018

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) 52-1735674

MONTGOMERY COUNTY COALITION FOR THE HOMELESS

405 E GUDE DRIVE
SUITE 209
ROCKVILLE, MD 20850

2C Plan Sponsor’s telephone
number
301-917-6656

2d Business code (see
instructions)
624200

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. 03/03/2026 MYRTLE COLEMAN
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 137
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) 137
a(2) Total number of active participants at the end of the plan year ... 63_(2) 157
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 157
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4F 4H 4L
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 M General assets of the sponsor 4) M General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __’
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 07/01/2024 and ending  06/30/2025
A Name of plan B Three-digit
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

52-1735674

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
CAREFIRST BLUECHOICE, INC.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
52-1358219 96202 1WF4 116 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

63664

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

THE MELTZER GROUP

6500 ROCK SPRING DR
STE 500
BETHESDA, MD 20817-1149

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

57328 | FEES

3

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

POTOMAC BASIN GROUP ASSOC

4740 CORRIDOR PLACE
SUITE B
BELTSVILLE, MD 20705

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

6336 | FEES

5

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental c D Vision
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment
i |:| Stop loss (large deductible) ] 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 1060137
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
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

D Employer Identification Number (EIN)
52-1735674

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

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

1 Coverage Information:

(a) Name of insurance carrier
METROPOLITAN LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
13-5581829 65978 5469724 159 07/01/2024 06/30/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0 3027
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
THE MELTZER GROUP INC 6500 ROCK SPRING DRIVE
SUITE 410
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 3027 | COMMISSIONS AND FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 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 43463
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
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

D Employer Identification Number (EIN)
52-1735674

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
FIDELITY SECURITY 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
43-0949844 71870 30790-1701 105 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

679 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE MELTZER GROUP 6500 ROCK SPRING DRIVE
SUITE 500
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
679 0 | COMMISSIONS 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug
I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 6769
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
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

D Employer Identification Number (EIN)
52-1735674

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 GLTDOBXCD 148 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

3989 1512
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
THE MELTZER GROUP INC 6500 ROCK SPRING DR
STE 500
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3312 1067 | OTHER COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE BALDWIN GROUP MID-ATLANTIC LLC 6720-B ROCKLEDGE DRIVE
SUITE 400
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
677 0| N/A 3

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

Schedule A (Form 5500) 2024
v. 240311



Schedule A (Form 5500) 2024

Page2—| 1

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

1250 S CAPITAL OF TEXAS HWY
BLDG 2 STE 125

AUSTIN, TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 445 | FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base

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

(b) Amount of sales and base

Fees and other commissions paid (e)
Organization
commissions paid (c) Amount (d) Purpose code
(@) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base

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

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount

(e)
(d) P Organization
urpose

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 39882
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

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

Department of Labor .
Employee Benefits Security Administration » 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
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) 3 501

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

D Employer Identification Number (EIN)
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

52-1735674
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 GLUGOBXCD 148 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
2325

(b) Total amount of fees paid

571
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
THE MELTZER GROUP, INC 6500 ROCK SPRING DR.
SUITE 500
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1935 403 | OTHER COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE BALDWIN GROUP MID-ATLANTIC LLC 6720-B ROCKLEDGE DRIVE
SUITE 400
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
390 0| NA 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
NFP INSURANCE SERVICES INC

1250 S CAPITAL OF TEXAS HWY
STE 600

WEST LAKE HILLS, TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 168 | OTHER COMPENSATION 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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(e)
(d) Purpose Organization

code




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m B Other (specify) P AD&D

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 15502
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

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

Department of Labor .
Employee Benefits Security Administration » 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
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) 3 501

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

D Employer Identification Number (EIN)
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

52-1735674
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 GUCOBXCD 27 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
3273

(b) Total amount of fees paid

577
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
THE MELTZER GROUP, INC. 6500 ROCK SPRING DRIVE
SUITE 500
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2760 407 | OTHER COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE BALDWIN GROUP MID-ATLANTIC LLC 6720-B ROCKLEDGE DRIVE
SUITE 400
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
513 0| N/A 3

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

v. 240311



Schedule A (Form 5500) 2024

Page2—| 1

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

1250 S CAPITAL OF TEXAS HWY
SUITE 600

WEST LAKE HILLS, TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 170 | OTHER COMPENSATION 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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(e)
(d) Purpose Organization

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 16616
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information OMB No. 12100110
(Form 5500) '

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

Department of Labor .
Employee Benefits Security Administration » 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
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN plan number (PN) 3 501

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

D Employer Identification Number (EIN)
MONTGOMERY COUNTY COALITION FOR THE HOMELESS

52-1735674
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 GVTLOBXCD 33 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
1732

(b) Total amount of fees paid

363
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
THE MELTZER GROUP, INC. 6500 ROCK SPRING DRIVE
SUITE 500
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1476 256 | OTHER COMPENSATION 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE BALDWIN GROUP MID-ATLANTIC, LLC 6720-B ROCKLEDGE DRIVE
SUITE 400
BETHESDA, MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
256 0| NA 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
NFP INSURANCE SERVICES INC

1250 S CAPITAL OF TX HWY
SUITE 600

WEST LAKE HILLS, TX 78746
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 107 | OTHER COMPENSATION 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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(e)
(d) Purpose Organization

code




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X Other (specify) » VOLUNTARY LIFE & AD&D

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 8795
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




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

121¢-0089
This form is required to be filed for employee beneflt plans under sactions 104
and 4066 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Departmant of the Treasury

Internal Revenue Service sactions 6057{b) and 6058(a) of the. Intarnal Revenue Code {the Code). 202 4
Department of Labor » Complete all entries In accordance with
Empb)fgrﬂﬁﬂ?gﬁoiewmy the instructions to the Form 5500.
Panzlon Benefit Guaranty Corporation ’ This Form Is Open to Public
O Inspection
f' Par-t"'l_.i'.'.| 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: |:| a multismploysr plan |:| a rnultlple-.employer plan (Filers checking this box .must pr.ov]de participating
. employer information In accordance with the form Instructions.)
[x] & singte-employer plan [] a DFE (specify) ___
B This returnfreport ls: 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 Iftheplanis a collactively-bargained plan, sheck here. ......... ..o i . D
D Check box If flling 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. . . . .. e » D
| Part1l | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN number (PN) » 501
1¢ Effective date of plan
07/01/2018
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., sulte no. and street, or P.O. Box} . Number (EIN)
Gity or town, state or province, country, and ZIP or forelgn postal code (if forelgn, see instructions) 52-1735674
MONTGOMERY COUNTY COALITION FOR THE HOMELESS 2¢  Plan Sponsor's telephone
number
301-917-6656
405 F Gude Drive 2d Business code (see
\ instructions)
Suite 209 624200
ROCKVILLE MD 20850 —

Caution: A penalty for tha late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penaltles set forth In the Instructions, | declare that | have examinad this return/report, including accompanying schedules,
statements and attacdbments, vyall as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

Ayl Qoo — |5

] f/)'/?/(p | Myrtle Coleman

:|_Signature an gdministrator Daie Enter name of individual signing as plan adminisfrator

Stgnature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

- SIGN

HERE "
Sl Slgnature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, sae the Insfructions for Form 5500, ' Form 5500 (2024)

V. 240311




Form 6500 (2024) Page 2

3a Plan administrator's name and address @ Same s Plan Sponsor - 3b Administrator's EIN

3¢ Administrator's telephone
number

4 1fthe name and/for EIN of the plan sponsar or the plan name has changad 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 retum/report;

a Sponsor's name 4d PN
€ Plan Name

§  Total number of participants at the beginning of the plan year 5 | 137

6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complate only lines 6a(1),
6a(2), 8b, 6¢, and 6d).

a(1) Total number of active parficipants af the beginnng of the PIAN YBA ... e e ereseesseecsssssseasseseeseseessssesserssne, 6a(1) 137
a(2) Total number of active parlicipants at the Ond O e PIBN YEAT ...cccurmsseeresasssssssssssssmmssressssmssseecssssseeessomsssssssssssneeee 6a(2) 157
b Retired or separated particlpants reCEIVING DENGMIS ......c.wuwwrr eurevesesmeasssrecsressemseesssensssseesssseseess seesmsessessseesessessesssnsmseseeas 6b 0
c Other retlred or separated participants entitled (o UM DEMBHLS ............occcceeceer s vereeessssessereenrssssersssesssesmmsessesseeessenas 6c . 0
d Subtotal. Add lines 8a{2), Bb, AN BE. wev..oovvvrireee s scssssssssss sttt sesses e ssmsssssssanseensisssnesnsenes | G 157
e Deceased participants whose beneflclaries are recelving or are entitled to receivé BENGIIS. -o.over.cceeee s e sarsrser e e

f Total. Add lines 6d and Ge.. OSSRV s sensenbesnenees | GBF

1 Number of part[clpants with account balances as of the beglnnmg of the plan year (onty defined contribution plans 6g(1)
g(1) complete this item).... e 9

a(2) Number of pamclpants with account balances as of the end of the plan year (only daﬂned contnbutmn plans

complete this item).... Eg(z)
h Number of particlpants who terminated em p]oyment during the pEan year wuth accrued heneﬂts lhat were
less than 100% vested ... ... | 6h
7  Enter ihe total number of employers obllgated to oontnbute to the plan (only mulﬁemployer plans complete this Item) | T

Ba (f the plan provides pension benefits, enter the applicable pension featurs codes from the List of Plan Characterlstics Codes in the instructions:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characterlstics Codes In the instructions:
4A 4B 4D 4E 4F 4H 4L

9a Plan funding arrangement (check all that apply) 9b Pian benefit arrangement (check all that apply)
{1 fnsurance 4} Insurance
(2) l Code sedction 412{e){3) insurance contracts 4] Cade section 412(e}{3} insurance contracts
3) ] Trust _ {3) Trust :
(4) General assets of the sponsor {4 General assets of the sponsor
10 Chack all applicable boxes in 10a and 10b to indicate which schedulss are attached, and, where indicated, enter the number attached. (See instructions)
& Pension Schedules b General Schedules
(1) D R (Retirement Pian Information) {1 D H (Financial informaticn)

-8
(3) D MB (Multiemployer Defined Benefit Plan and Gertain Money @ D I' (Financial Information ~ Small Plan) 9
Purchase Plan Actuarial information) - signed by the plan 3) ﬁ] A (Insurance Informatlon) — Number Attached _ *

actuary @ D C (Servica Provider Information)

(3} D SB (Single-Employer Defined Benefit Plan Actuarial
Infornation) - signed by the plan actuary .
{4} |:| DCG ({Individual Plan Information} ~ Number Attached (6) D G (Financial Transaction Schedules)

{5} D MEP (Multiple-Employar Retirement Plan Information)

) [] D (DFE/Participating Plan Information)




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

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

Depariment of the Treasury

Intarnal Revenue Service sections 6057(b} and 6058(a) of the Internal Revenue Gode (the Code). 2024
Depariment of Labor » Complete all entrles in accordance with
Employes Bonelie Sacurly the instructions to the Form 5600
Pension Benefit Guatanty Gorporation This Form is Open to Public
. Inspection
I “Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning  07/01/2024 andending  06/30/2025
A This returnirepart Is for: |:| a muitiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
employer Information In accordance with the form Instructions.)
I)_—{I a single-employer plan |:| & DFE (specify)
B This returnfreport Is: |:| the first retum/report |:| the final return/report
D an amended refurn/report |:| a short plan year return/report (less than 12 months)
C Ifthe plan Is a collectively-bargained plan, check BB, . . ..o\ttt ot et e et e e e e e e eais - b |:|
D Check box if filing under: |:| Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. ... ....................... » D
| ‘Partil_| Basic Plan Information-—enter al requested information
1a Name of plan 1b Three-digit plan
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE BENEFIT PLAN number (PN) » | 501
1¢ Effective date of plan
07/01/2018
2a Plan sponsor's name (ermployer, if for a single-employer plan) 2b Employer Identification
Mailllng address (include room, apt., suita no. and street, or P.O. Box) Number (EIN)
Clty or town, state or province, country, and ZIP or foreign postal code (if foreign, see Instructions) 52-17356774
MONTGOMERY COQUNTY COALITION FOR THE HOMELESS 2¢ Plan Sponsor's telephone
number
301-917-6656
405 E Gude Drive 2d Business code (see
Suite 209 Instauctions)
ROCKVILLE MD 20850 e

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause is establishad.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined thig returnireport, including accompanying schedules,
statements and atlachments, 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.

Myrtle Coleman

-.| slgnature of plan admInistrator Date Enter hame of individual signing as plan administrator

o : Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

oo o Signature of DRE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form §500. Form 5500 (2024)
v, 240311




Form 5500 (2024) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 28 CFR
2820.101-2.) covevmrireremseersrneseeeriranen L] Y88 No

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

11b 15 the plan currently in compliance with the Form M-1 fillng requirements? (See Instructions and 26 CFR 2520.101-2.) ...vvuuee [yes [ Nao

11¢ Enter the Recelpt 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 Confirmatlon Code for the most recant Form M-1 that was required to be filed under the Farm M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code willl subject the Form 5500 filing to rejection as incomplete.)

Raceipt Confirmation Codg




SCHEDULE A Insurance Information

OMB No. 1210-0110
(Form 5500)
Deparimant of the Treasury This schedule Is raquired to be filed under section 104 of the
Internial Revanue Service Employes Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Lab
Employes B:rj::ﬁts ;:csrztya;\gainislration ) File as an attachment to Form 5500.

Panslon Benefit Guaraniy Gorporalion

» Insurance companies are required to provide the information

- This Form is Open to Public
pursuant to ERISA secticn 103(3)(2). Inspection
For calendar plan year 2024 or fiscal plan yearbeginning  07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit
MONTGOMERY COUNTY COALITION FOR THE HOMEIESS WELFARE
BENEFIT PLAN

) 501

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

D Employer Identification Number {EIN)

OMERY COQUNTY COALITION WOR THE HOMELESS 52-1735674

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

on a separate Schadule A, Individual contracts grouped as a unit in Parts I and |1l can be reported on a single Schedule A.
1 Coverage Information;

(a) Name of insurance carrier

CareFirst BlueChoice, Inc.

(¢} NAIC (d) Contract or (e} Approximate number of Policy or contract year
{b) EIN . persans covered at end of
code identification number poliey or contract year (f) From (g To
52-1358219 96202 1wE4 116 07/0L/2024 06/30/2025

2 Insurancs fee and commission information. Enter the fotal fees and total commisslons 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

0 63,664
3 Persons receiving commissions and fees. (Compiete as many entries as needed fo report all persons),
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

THE MELTZER GROUP

6500 ROCK SPRING DR

STE 500

BETHESDA MD 20817-1149

{b) Amount of sales and bagse Fees and other commissions pald
commissions paid (e) Amount (d) Purpose {e) Organization cade
FEES
0 3
R B R T T
(&) Name nnd address of the agent, broker, or other persen to whom commissions or fees were paid
POTOMAC BASIN GROUP ASS0C
4740 CORRIDOR PLACE
SUITE B
BELTSVILLE MD 20705
(b} Amount of sales and base Fees and other comimissions paid
comimissions paid {¢) Amount (d) Purpose (&) Organization code
FEES
0 6,336 5

For Paperwork Reduction Act Notica, see the Insfructions 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 o whom commisslons or fees were pald

Fees and other commissions paid (e
(b} Amount of sales and base Organlzation
commissions paid (c} Amount (d) Purpese code
(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
!
Fees and other scommissions pald {0)
(b) Amount of sales and basse 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 (o)
(b} Amount of sales and base Organization
commissions pald {€) Amount {d) Purpose cade
(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fess and other commissions paid {e)
{b) Amount of sales and base QOrganlzation
commissions pald {¢) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Faas and other commissions paid ]
(b) Amount of sales and base Organization
commissions paid (€3 Amount (d} Purpose code




Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract Information

Where: Individual contracts are provided, the entire group of such Individual contracts with each carrier may be treated as g unit for purposes of

this repart.
4 Currentvalue of plan's interest under this contract in the general account at year end .. 4
S Current value of plan's interest under this contract in separate accounts &t year end 5
6 Contracts With Allocated Funds:
@  State the basls of premium rates »
b Premiums paid to carrier .. et rorb s oame s st s 6h
¢ Premiums due but unpaid at the end of the year ...................... 6¢
d  Ifthe carrier, service, or other organization incurred any specific costs In connectlon w:th the acqulslﬂon or 6d
retention of the contract or policy, enter amount. .......cvvv.eeeeeeceeeomereeeneens
Specify nature of costs I
@ Typs of contrast: (1) |:| individual policles {2) |:| group deferred annulty
3) [] other (specify) P
f

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

i

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

a Type of contract: ()] |:| deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment {4) D other ¥

b __Balance at ths end of the previous year... CeemersruseasEse st os st bR e e ssaerasnets et e e s eenneeneenensesasensenessnren
¢  Additions: (1) Contributions deposited durmg the year...

(2) Dividends and cradifs..........oeoveenncrieecoreveeeeeeseernes

(3) Interest credited dUNNG the YEar ....uv...ieeeeeees e s see e smssseeans

{4} Transferred from SeParate ACCOUNE........coovrreerresesreeseseereesesssssssserssons

(5) Other (SPacify BEIOW) .....cc.c.vcroeeeeenreec s sssssssossassrasssesaes et remeeeeeeeneeemeenes

»

d Total of balance and addltsons (add Iines 7b and 70(6))

e

f

(6)Total additions...

Deductions:

{1) Disbursexd from fund to pay benefits or purchase anntities during year

(2) Administration charge made by carrier ..........

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

(4) Other (spacify BeltW) ... v remenearenes
»

(5} Total deductions

Balance at the end of the current year (subtract line Te(E) fTOm N8 Ta) u.cv....m..ovecerecomerresseseessseermeesasessssessessonse




Schedule A (Form 5500) 2024 Page 4

*-Part 1l -| Welfare Benefit Contract Information
27 Ifmore 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 reparting purposes If such contracts are expetlence-rated as a unit. Where contracts cover individual
employaes, the entire group of such Indlvidual contracts with each carrier may be treated as a unit for purposes of this report,

8 Benefit and contract type (check alt applicable boxes)

a [¥] Health (other than dental or vision) b[] Dental ¢ [] vision d [] Life insurance
e D Temporary disability (accldent and sickness)  f D Long-term disability g D Supplemental unemployment  h E Prescription drug
i D Stop loss {large deductible) i El HMO contract k E PPO canfract ||:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts: N
A Premiums: (1) AMOUNE TECEIVEL c.vrveecrrrrrrmrirmsssrrsssssesn s cssesssserisssserens 9a(1) .
| (2) Increase (decrease) In amount due but UNPEId.....coe.cv.ceeeecceeeeeeerecrann, Ya(2)
| (3) Increase (decrease) In unearned Premiuim FESBIVE ......vececserieeecne. 9a(3)
| () Earned (1) + (2) - (3))-crrronn. e 1 ek e e et e | 9a(4)
D Benefit 6harges {1) CIAIMS Palt.............vvvveerneerereeemsers s eesesssserssesssseens 9h(1)
(2} Increase {decreass) I ClaiM fESBIVES ... wwoiisses e sessssssnsses 9b(2})
(3} Incurred claims {Add (1] 800 (2))..... i errnsnrsrsisreresress s sessssssssss st s messaneeseeseses s menesenensenns 9b(3}
(4) ClAIMS GRANGEO ..ovviieseeeseeseicamesssissse et es e sesess b rseasortses oo sy bear s ernn e e s st e spedor 44t beneeseenenseremeneenneet et 9b{4)
€ Remainder of premium: (1} Retention charges {on an accrual basis) -
(A COMMISSIONS ...covvvurirerrisirasiressessenens . Ao(1)}A)
(B} Administrative servics of other fees. 9c(1}B}
(C) Other speclfic acquisition costs ... e | 2E(1)(C) . T e
(D) OMher 6XPENSES v e [36(D)(D) TLOT R T
(E) TaX®s cvrervescreen ceveeeerrsss e esares .. | 8el)(E) A T
(F) Charges for tisks or other CONNGENCIES ... vveeweunssvvssmmissens 9c(1){F}
(G) Other retention ChEIgSS ... iersseisssnsssee e sesermessrereeesseens 9e(1)(G) G
(H) TOUAI FBABNLION ....v et s es s sbetiassen s e ressrsres s sese s nesees s senareseesseeese esseeas s eees s s sssenes 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, ar D credited.) i 9¢{2)
d Status of policyhalder reserves at end of year: (1) Amount held to provide benefits aftar retirement ..., 8d(1)
(2) ClaiM FESEIVES ..\ivvvrseerseisissesseeresssessersessmseesareseenene FeE e AAA LSRR A4 4e L E s bronbeenee e eeeneeren 2d(2)
(3) Other reServes.........cevuevmieecenee e traeeere e h st ettt e eene e n et eren 9d(3)
€ Dividends or retroactive rata refunds due. (Do not Include amount entered In line 96{2).) ......cecormeeernerirreennens 9e
10 Nonexpetience-rated contracts: sl T
@ Total premiums or subscription charges Pald L0 GAMIET .........cccccueereeeeeeesee e e ser e reses e eeseeseseeseva aneesessssnesssnsons 10a 1,060,137
b Ifthe carrler, service, or other crganization Incurred any spedific costs In connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount........c.c.cccvvninne 10b

Specify nature of costs.

| PartIv- | Provision of Information

11 Did the insurance company fail to provide any Information necessary to complete Schedule A7............. D Yeas IEI No
12 If the answer to ling 11 Is *Yes,” specify the Information not provided. »




c -
SCHEDULE A Insurance Information OME No. 1210:0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2024
Depariment of Labor
Ermployes Benefits Security Administration } File as an attachment to Form 5500.
Pension Beneflt Guaranty Corporallon ¥ Insurance companiss are required fo 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 yearbeginning  07/01/2024 andending 06/30/2025
A Name of plan B  Throe-digit

MONTGOMERY CQUNTY COALITION FOR THE HOMELESS WET,FARE b 501

BENEFIT PLAN

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Nurnber (EIN)

OMERY COUNTY COALITION FOR THE HOMRLESS 52-1735674

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

MO

1 Coverage Information:

{a) Name of ingurance carrier

Metropolitan Life Insurance Company

(¢} NAIC (d) Contract or (e} Approximate number of Pefiey or confract year
E . A f
(b} EIN code identification number pe;;igg; gfzgﬁfaﬂ ,?2;,0 {f) From (a) To
13-5581829 65978 5469724 159 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 commisslons pald (b} Total amount of fees paid
0 3,027

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 te whom commissions or fees were paid
THE MELTZER GRCUP INC
6500 ROCK SPRING DRIVE
SUITE 410
BETHESDA MD 20817

{b) Amount of sales and base Fees and other commissions paid
commissions paid () Amount (d) Purpose {a} Organization code
COMMISSIONS AND FEES

R £ SRR TR I £20)

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

{b) Amount of sales and base Fees and other commissions paid
commisslons paid (¢} Amount {d) Purpose (2) Organization code
For Paperwork Reduction Act Nofice, see the Instructions for Form 5500, Schedule A (Form 5500) 2024

v. 240311




Schedule A (Form 5500) 2024

Page 2 =

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

Faes and cther commissions paid

, (®)
{b) Amount of sales and base Organization
commissions pald (¢) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whem cammlisslons of fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions pald {¢) Amount (d) Purpose code
(a) Name and address of the agent, broker, or cther person to whom commissions or feas were paid
Fees and other commissions paid (e)
{b) Amount of sales and basa 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
Fegs and other commisslons paid {e)
(b} Amount of sales and base Qrganization
commisslens pald (¢} Amount {d} Purpose coda
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and cther commisslons paid {e)
{b} Amount of sales and base QOrganization
commisslons paid {c) Amount {d) Purpose cods




Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such Individual contracts with each carrier may be treated as a unit for purposes of
this report,

4 Current vaiue of plan’s Interest under this contract in the general account at year end .. 4
5 Current value of plan's interest under this contract In sepatrate accounts at vear end 5
6 Contracts With Allocated Funds:
A State the basls of premium rates »
b Premlums paid to carier .. &b
G Premiums due but unpaid at tha end of the year . 6¢c
d  Ifthe carrier, service, or other arganization mcurred any speclfic costs in connectlon W|th the acqulsltion or &d
retention of the contract or policy, enter amount. .
Specify nature of costs  »
e Type of contract: (1) D individual policies (2) D group deferred annulty
@) D other (specify) P
f

If eontract purchased, In whole or in part, to distribute benefits from a terminating plan, check here L |:|

T Contracts With Unallocated Funds {Do not include portions of these contragts maintained in separate accounts)

& Type of contract: (1) D deposit administration (2) |:| Immediate participation guarantee

3 D guaranteed investment ) |:| other »
b Balance at the end of the previous year... OO T { - 0
C  Additions: (1) Confributions deposited during ihe year ..

d Total of balance and addltlons (add Imes 7b and 7c{6))

e

f

(2) Dividends and cradifs........c... v evresesosrsssenee
(3) Interest cradited dUNNg the YBET .........v.eceerveeisieecemee et s e eesessnes
{4) Transferred from Separate ACCOUNM.......ceervisirerccereeeeeeeeeesressssserereeressess
{5) Other (SPecify DEIOW) .....oocvurererreereeasniesicessenssesssssss s msesssesesseerassomssasos
3

(6)Total additions...

Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge Made BY CAMMEE ........o.covveeececoevess e seeesseens
(3) Transferred to separate account.............
(#) Other (SPacily BEIOW) ... orrrmeriserseisrsnssssinsessemeeseeee s ressesersessosesseane
»

(5) Total deductions... . . 7e(5) Y
Balance at the end of the current year (subtract Ilne Te(S) from llne Td) | 7t 0




Page 4

Schedule A {Form 6500) 2024

Part il -

Welfare Benefit Contract Information
< | If more than ohe contract covers the same group of employess of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purpeses if such contracts are experience-rated as a unit. Where coniracts caver individual
employeas, the entire group of such individual contracts with each carrler may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a D Health {other than dental or vision)
e [:l Temporary disability (accldent and sickness)
I [] stop loss (large deductible)
m ] Other (specity) »

il

b % Dental
f [] Long-term disabiliiy

[+ D Vision

HMO contract k I:] PPQO contract

d |:| Lifa insurance
g D Supplemental unemployment  h |:| Prescription drug

1 |:| Indemnity confract

9 Experlence-rated contracts:

a Promiums: (1) AMOUN FOCRIVE .........cceeccueerrvririrorinsisiresreresssersssssesssens
(2) Increase {decrease) in amount due but Unpaid.........ccoviiineinns
(8) Increase (decrease) in uneamed premium rESBIVE ...
(4) Earned ({1} + {2) = (3111 et ssssssess s sssisssssssssons Da(4) 0
b Benefit charges (1) Claims paid et e AR R bR e L
{2) Increase {decrease) IN ClalMm FESBIVES ... .ov e essssesseseseserienens o
(3) Incurred claims {add (1) and (2))......... 9h(3) 0
(4) CIAIMNS GRAIGEA ..oveevsiereeeisresisssnserestissisiessatiosssssessssessssesssasssessssessssessseesessesemssensseesst sesesserastseasesassssasss ransens 9b(4)
¢ Remainder of premium: (1) Retentlon charges (on an accrual basis) -- .
(A) COMMUSSIONS ..camrerrvevrmrvsrsssrieressssesesssesesssnsssssssassssssomsesmestentesseamens Oc{1)(A) s
{B) Administrative 5ervice 0r 0ther fReS ... e eveeeseveesreensnens 9c{1}B) L
(C} Other specific acquisition COSS ... s 9¢(1)(C) T
(D) Oer BXPENSOS .vvvvvececcieriersisrse e s sarseararas s ssasiss e seseeses 9c{1){D) T
(E) Taxes .. SR . 9c(1)ME) i
(F) Charges for tisks or other COMBNGENOIES .v.e. e eeeoeeeereeereverssseenen 9c(1)(F) o
(G) Other retention charges. ..o 9c(1)(G) L
(H) TOta] FEIBNHAN ... st seeeseses s ressene e rass b ts e sbemrns e esaese s e rasssest s st s ebasa s st e s ane b ee e e e b emenenastaeae 9c{1)(H) 0
(2) Dividends or retroactive rate refunds, (These atmounts were |:| paid in cash, or D credited.}....crverrrenne 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held ta provide benefits after retirement .............. ad(1)
{2) ClAMMN FESEIVES ...cevvrerinicruresintnestissssssrsseste s nississ s e ss e ess st ssnseasasseresensssssesassesessasaseessssetossesesessssssassssenseses 9d(2)
(3) ONBE TEBEIVES 1.itiscsitececarcemsrre e rvrse st s v eb bbb b b ssenssasas e a8 erantes s tesenerermmerraeesnes 9d(3)
€ Dividends or retroactive rate refunds due. (Do not Include amount entered in fine 96(2).) ........co.cosreecivcsnnnnens Y9e
10 Nonexperience-rated contracts: R
@ Total premiums or subscription charges Palt tO CAMET......... e eeessesassssss e sr e eeneseseesnenes 10a 43,463
B Ifthe carrler, service, or other organtzation inourred any specific costs in connection with the acquisition or
refention of the contract or policy, other than repaorted in Part |, line 2 above, repott amount..........c.ceeieceninans 10b

Spacify nature of costs.

. .Partlv | Provision of Information

11 Did the Insurance company fall to provide any informaticn

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

12 If the answer to line 41 Is “Yes,” specify the information not provided. »




SCHEDULE A Insurance Information OME No. 12100110

(Form 5500)
Depariment of the Treasury This schedule is required fo be filed under section 104 of the
Intamnal Ravenue Service Employee Retirernent Income Security Act of 1974 (ERISA). 2024
Department of Labe
Employeo B:r'f:ﬁts ggcgﬁtya)\d;-;fnistrallon P Fllo as an attachment to Farm 5500.
Pension Benfit Guzranty Corporation » Insurance companles are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
Far calendar plan year 2024 or fiscal plan year beginning ~ 07/01/2024 and ending 06/30/2025
A Name of plan B Three-digit

MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE
BENEFIT PLAN

N 501

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

OMERY COUNTY COALITION FOR THE HOMELESS 32-1735674

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. [ndividual confracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

FIDELITY SECURITY LIFE INSURANCE COMPANY

(e} Approximate number of Polfcy or contract year
EIN (c) NAIC . (d} Contract or £
®) code identification number pe}f}ﬁg; ﬁf‘éﬁftfaitt ;ggro {f) From {g) To
43-0949844 71870 30790-1701 105 07/01/2024 06/30/2025

2 insurance fea and commission Information. Enter the totat fees and total commissions pald. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid {b) Taotal amount of fees paid
679 ’ 0
3 Persons receiving commissions and fees. (Complete as many entries as ﬁeeded to report all persons),
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

THE MELTZER GROUP
6500 ROCK SPRING DRIVE

SUITE 500
BARTHESDA MD 20817
(b) Amount of sales and base Fees and other commissions pald
commissions paid {c) Amount {d} Purpose {e) Organization coda

COMMISSTONS

679

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

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

v. 240311




Schadule A (Form 5500) 2024 Page 2 =

(a} Name and address of the agent, broker, or other persan to wham commisslons or fees were pald

Fees and other commissions paid (e}
(b) Amount of sales and base Organization
commissions pald {c) Amount {d) Purpose code
{a) Name and address of the agent, broker, or other persen to whorm commisslons ot feas were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Qrganization
commissiohs paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other persan to whorm commissions or fees were paid
Fees and other commissicons paid {e)
(k) Amount of sales and base Qrganization
commissions paild (c} Amaunt (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fées were paid
Fees and other commlssions paid {e)
{b) Amount of sales and base Organization
commissions pald {¢) Amount (d) Purpose code
{a) Name and address of the agent, broker, or cther 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

Investment and Annuity Contract information

Where Individual conbracts are provided, the enfire group of such individual confracts with each carrler may be treated as a unit for purposes of
this report.

4 Current value of plan's Interest under this conteact in the general account at year end ..o 4
8§ Current value of plan's interest under this contract In separate accounts at basaz 1 Lo T OO U 5
6 Contracts With Allocated Funds:
a  State the basls of premium rates P
b Premiums pald to carrier .. 6bh
€ Premiums due but unpald at 1he end of the year... 6¢c
d  Ifthe carrier, service, or olher arganization mcurred any speclﬁc costs in connectlon w;th the acqulsitlon or &d
retention of the contract or policy, enter amount. .

Specify nature of costs P

e Type of contract: (1) D individuatl policles (2) D group deferrad annulty
(3 I:I other (specify) P

f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Gontracts With Unallocated Funds {Do not Include portions of these contracts maintained in separate accounts)
a Type of confract: {1 D deposit administration {2) |:| immediate participation guarantee
{3) |:| guaranteed investment {4) I:I other b

b Balance at the end of the previous year... .
€ Additions: {1) Contributiong deposited durlng !he year ..

(2) Dividends and credlts

(3) Interest cradited during the Year .......voceveeeeeeeeeeeer e,

(4) Transferrad from separate account....

{5) Other (SPECHY DEIOW) ...voveveeeereresesteersecsesenseeeeeeeseeneesenessosssosees s aeseesesessan
)

(6)Total additions...

¢ Total of balance and additlons (add !ines 7b and 70(6))
€ Deductions:

(1) Bisbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by carnier .............co.......

(3) Transferred f0 SEPArAtE ACEOUNE . ruvvmmreeeeeeseeeeeeseeees v vereeseeeeeseeseseressesesnne
(4) Other (Specify DEIOW) ........c.c.evevesrssrseresseoreme e eeeeeee e

»

(5) Total deductions... SOV £ -1 (4 0
f Balance at the end of the current year (suhfract Ilne 79(5) from Ilne Td) S —— I { 0




Schedule A (Form 5500) 2024

Page 4

- Partlil -

Welfare Benefit Contract Information
If more than one contract covers the same group of employses of the same employer(s} or members of the same employee organizations{s),
the Information may be combined for reporting purposes if such confracts are experience-rated as a unit. Where contracts cover (ndividual
amployees, the entire group of such Individual contracts with each carier may be treated as g unit for purposes of this report,

8 Beneﬂt and contract type (check all applicable boxes)
a |:| Heaith (other than dental or vision)

e D Temporary disabliity (accident and sickness)
i [ stop loss (large deductible)
m |:| Other (specify) »

bD Dental
f [ Long-term disability
| |:| HMO contract

C [X| Vision

k[] PPO contract

d |:| Life insurance

s D Supplemental unemployment  h |:| Prescription drug

[ D Indemnity confract

9 Experlence-rated contracts:

a Premiums: {1} Amount recelved .. 9a(1)
(2) Increase (deorease) in amount due but unpa[d .................................... 9a(2)
(3) Increase (decrease) In unearnsd premium reserve ..o veneene. 9a(3)
(4) EBINET ({8) 4 (2) = (B))-rrsevvvvoreroeesesesesseeeermsessseeesssssessers e mereesesses e ssmssssseeeeetcesssesessssssssssmresessssssseen] | 9a(4)
b Benefit charges (1) Claims Pald...........w.eceeesconecrssesreeossesressenes v 9b(1)
(2} Increase (decrease) In clalm (BSEIVES ... s 9h(2)
(3) Incurred claims (add (1) and (2)) ah(3)
{(4) ClalmS CRATGOH ... ectecieeereete e e rere s e b rs b s e bttt st e e i rnene ghi{4)
¢ Remainder of premium: {1) Retention charges {on an accrual basls) --
(A) COMMISSIONS ..vvcrerirerreesesereinesnisessssss s ssssssesscessssesreresssssesssessasras 9c(1)A)
(B) Administrative service or other fees.... ¢(1)}{B)
(C) Other specific acquisifion costs ..... 9c(1)(C)
(D) Other expenses ............ R 8c(1)(D)
(E) Taxes ...couvrernnn. . 9¢(1){E)
(F} Charges for risks or other contlngencles 9¢(1)(F)
(G) Other retention charges ..o 8c(1)(G) S
(H) TOAI TREENUON 1 1ovvrer e smseese s sesssseseese s e bbb s b s bbbt ae b bbbt et emsemtseeepeeseemn 9c{1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts wera |:| paid in cash, ot D cradited.) ueiinenn. 9c{2)
d Status of pollcyholder reserves at end of year: (1) Amount held to provide benefits after retirement .............. ad(1)
(2) Ctalm reserves .. CeAEe bt E e e n e et ek e smes s e anea s n s banrnes 9d(2)
(B OUNET TESEIVES......cvvcvreveesierrarasrsresesstessssssis sesmsstsssboss s et s seseassseassesesasasassnteseseesesssansn ensesesassossensessassstsesessesmenns 9d(3)
e Dividends or retroactive rate refunds due (Do not include amount entered in liNg 96{2).) ..cccvcerveerionirinnes 9e
10 Nonexperience-rated contracts: S
a Total premiums or subscription Charges Paid 0 GAITIET..........cc...ceeseiesesseee e eeeseseseseseeserssesssssssrassessssesns 10a 6,769
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 ghove, repart amount..........ceerveerens 10b

Specify nature of costs.

|-Part1V | Provision of Information

11 _Did the Insurance company fall to provide any Information

necessary fo complete Schedule A?.............

|:| Yes

@No

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




SCHEDULE A Insurance Information b1 No. 12100110

(Form 5500)
Depariment of the Treasury This schedule is required fo be filed under section 104 of the
Intemat Revenue Servica Employee Retirement Income Securlly Act of 1974 (ERISA). 2024
Deparment of Lab
Employee Bfﬁgﬁts ggc:rﬂyaAz:ninlstraﬂon » File as an attachment to Form 5500.
Prension Banef: Guaranty Gorparalian b Insurance companles are required to provide the information This Form Is Open to Public
pursuant to ERISA section 103(&)(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

MONTGOMERY COUNTY COALITICON FOR THE HCOMELESS WELFARE
BENEFIT PLAN

ber PN) b o0t

C Plan sponsors name as showh on line 2a of Form 5500 D Employer Identification Number (EIN)

TGOMERY COUNTY COATLITION FOR THE HOMELESS 52-1735674

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 M can be reported on a single Schedule A.

1 Coverage Information:

(a} Name of insurance carrier

United of Omaha Life Insurance Company

(c) NAIC ) Contract o {e) Approximate number of Pollcy or contract year

EIN -

() code identification number peprgﬁ:;; g?zce):g?ag’f ;2:r°f () From {g) To
47~0322111 69868 GLTDOBXCD 148 07/01/2024 06/30/2025

2 Insurance fee and commission information. Enter the total fees and total commissions pajd. 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 pald
' 3,989 1,512
3 Parsons recelving commissions and fees. (Complete as many entries as nesded to report all persons).

(a) Name and address of the agent, broker, or cther person to whom commissions or fees were paid
THE MELTZER GROUP INC
6500 ROCK SPRING DR

STE 500
BETHESDA MD 20817
(b} Amount of sales and base Faes and other commissions paid
commissions paid {c) Amount (d} Purpose {e) Organization code

Other Compensaticn

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

The Baldwin Group Mid-Atlantic LLC :
6720-B Rockledge Drive

Suite 400
Bethesda MD 20817
{b) Amount of sales and base Fees and other commissions paid.
cornissions paid {c) Amount {d) Purpose (e) Organization code
n/a
671 0 3
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 =

{2) Name and address of the agent, broker, or ofher parson to whom commissions or fees were pald

NFP INSURANCE SERVICES INC
1250 5 CAPITAL QOF TEXAS HWY
BLDG 2 STE 125

AUSTIN TX 78746
Fees and other commissions pald {(8)
{b) Amount of sales and base Organization
commissions pald (€) Amount (d) Purpose code
FEES
v 445 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 pald (c) Amount {d) Purpose code
{a) Name and address of the agent, braker, or other person to whom commissions or fees were pald
Fees and othar commissions paid (e} '
(b) Amount of sales and base Organization
commissions paicl {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 commilssions pald {e)
(b} Amount of sales and base Organization
commissions pald {c) Amount (d) Purpase code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Feas and other commissions paid {e)
(b) Amount of sales and base Organization

commissions pald

(¢} Amount

{d) Purpose

cade




Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts wiih each carrler may be freated as a unit for purposes of
this report.

4 Cunent value of plan’s interest under this confract in the general account at year end .. 4
5 Current value of plan’s interest urer this contract in separate accounts at year end 5
6 Confracts With Allocated Funds:

a State the basis of premium raics P

b Premiums paid to carrier .. 6b
C  Premiums due but unpald at the end of the year... 6c

d  [fthe carrier, service, or ofther organization incurred any spemr C cos{s in connecﬂon wlth the acqmsltlon or &d
retention of the contract or policy, enter amount. ..,

Specify nature of costs

e Type of cantract: (1) D Individual policies {2) D graup deferred annuity
)] D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating pfan, check here 3 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (N |:| deposit administration (2 |:| immediate parficipation guarantee
(3) D guaranteed Investment 4 |:| other P
I b Balance at the @nd of e PrEVIOUS YBAI...cooeereerrreorecerereerceooeeeeeeeresorsesessenessssssssssssseeeseseseseseeeeeeeees e s [ 7b 0
¢ Additions: (1} Confributions deposited durlng ihe year ..
; (2) Dividends and credits
| (3} Interest credited during the YEar ...,
: (4} Transferred from separaté ACCOUNL.....oc..vv.ivceeencesereeeeeseeese e ereeeeseseenns

(5) Other (SPEGIY BEIOW) ......c.. oo eriranisstiessssesssseeseseseseseeesaseesssessemsreseees
b

(6)Total additions...
d Totat of batance and addltlons (add lmes 7b and 7c{6))
@ Deductions:

{1} Disbursed from fund te pay benefits or purchase annuities during year

|
{
i
i
1
i

; {2} Administration charge Made BY CAHEE .............c.vvis v reereeseossassrerssessecs
; (3} Transferred o 56parate ACCOUNL ... eeresriseseeeeece s coarees e ressressssssses
{4) Other (SPETY BBIOW) cuucueeetiitieet et seesessecesesstss e ees e ee e e e ees
»

! (6) Total deductions...

f Balance at the end of the currentyear (subtract Ime 7e(5) fmm Iine Td) S I ; 0




Schedule A {Form 5500) 2024

Page 4

~Partlll.

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 infermation may bs combined for reporting purposas if such contracts are experience-rated as a unit. Where contracts cover indivitdual
employees, the entire group of such indlvidual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a |:| Health (other than dental or vision)

e D Tempotary disabllity (accldent and slckness)

i D Stop loss (large deductible)
m D Other {specify) P

b |:| Dental
f [] Long-term disability
j [] HMO contract

c

[] vision

d |:| Life insurance

¢} |:| Supplamental unemployment  h |:| Prascription drug

k

[] PPO contract

| D Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUN TECRIVET ....evvvesceessirinsecrsesimessescsons 9a(1) i
(2) Increase (decrease) in amount due but unpald........ 9a(2) Ll
{3) Increase (decreass) In unearned premium reserve , 9a(3) i
(4) EBMGA ({1) + (2) = (3))errerrenrsomsssmmescoesccssssesesisnseresesssssmesssseassssesss s sssarsessssss assesss s e | %a(4) 0
B Benefit charges {1} Claims paid....c....oeeeneens 9b{1) s
(2) Increase (dacrease) in claim reserves ....... L
| (3) INCUITET ClAIMS (AL {1) BN (2))..ocvmmrrereeessiresnsissiosmssesssssosesssessessessesesssnessssesseesseeessasssmmmsesessessesessreseeeesesene 9h(3) 0
i (4) ClATMS ChAIGEO 11ttt nrrer et ss e rnata s s a4 s baabe b sar e st amms s b et es s aams e e e s 9h(4)
€ Remainder of premium: {1) Retention charges {(on an acerual basis) -
{A) COMMIBSIONS ...ovrccovereersereensrcsenees S 9c(1}(A) L
{B} Administrative service or other fees.... 9e(1)}(B)
| {C) Other speclfic acquisition costs .......... 2¢(1)(C) s
(D) OEF GXPBNSES vovvvreere e vcesecessessessesessssceasneesssns st 9c(1)(D)
| (E) TAXBS 11uvss s vevrsssssisssamsissrssesitcsssessssessss s sssncsssssssasesiscessnnneses 9c(1)(E) v
| {F) Charges for risks or other contingentles...........v oo 9¢(1)(F) Ll
| (G} Other retention charges.......... b b A e sen st s st et 9¢(1)(G) T
(H) TOtal FBIBNHON . .oecrsiciccsiici e s sresre st rssss s b b b s s em st e ees b 0s 9c(1)(H) 0
(2) Dividends or retroactive rate rafunds. (These amounts were |:| paid in cash, or D credlited.}....cceeerienn 9c{2)
| d Status of pollcyholder reserves at end of year: (1) Amount held to provide benellts after retirement ............... ad(1)
| (2) Claim reserves ....ivimienne.. eeee e seR LR SRR A A TA e e bt bttt b et et e e bt entind erveens 2d(2)
| (3) Othier reserves ad(3)
‘ €@ Dividends or retroactive rate refunds due. {Do not include amount entered in N 96(2).) ....vcereveeenricenenenns e
10 Nonexperience-rated contracts: AR
@ Total premiums or subscription charges pald 10 CAMN.......... e e e ssrerasisees 10a 39,882
1 b Ifthe carrler, service, or ather organization incurred any specific costs in connection with the acquisition or
| retention of the contract or policy, other than reported in Part 1, fine 2 above, repott amount........covevsvins 10b

Speclfy nature of costs.

|"PartIV:| Provision of Information

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

|:| Yes

@No

12 ifthe answer to line 11 Is “Yes,” specify the Information not provided, »




SCHEDULE A Insurance Information

. OMB No. 1210-0110

(Form 5500)
Departinent of the Treasury This schedule is required to be flled under section 104 of the
internal Revenua Service Employes Retirement Income Security Act of 1974 (ERISA). 2024
Department of Lab
Ermployes Benelily ggcﬁmya.qg:mnlssraﬂon ) File as an attachment to Form 5500,
Pension Benefit Guaranty Corparaion P insurance companies are required to provide the Information This Form Is Open fo Publlc
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beglnning  07/01/2024 andending 06/30/2025
A Name of plan _ B Three-digit
MONTGOMERY COUNTY COALITICN FCR THE HOMELESS WELFARE plen number (PN) P 501
BENEFIT PLAN

C Plan sponsor's name as shown on line 22 of Form 5500 D Employer ldentification Number (EIN})

OMERY COUNTY COALITION FOR THE HOMELESS 52-1735674

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 11 can be reported oh a single Schedula A.

1 Coverage Information:

(@) Nams of Insurance carrier

United of Omaha Life Insurance Company

() NAIC (d) Contract or (8} Approximate number of Policy or contract year

£l ;

(b} EIN code identification number pegzﬁgj gfzg:ﬁga;t ;g:rof {f) From {g) To
47-0322111 65868 GLUGOBXCD 148 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) Totgl amount of commiisslons palc ] _ {b) Total amount of fees paid
’ 2,325 571

3 Persons recelving commisslons and fees. (Complele as many entries as needed to report all persohs).

{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE MELTZER GROUP, INC
6500 ROCK SPRING DR.

SUITE 500
BETHESDA MD 20817
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose: (e) Organization code

Other Compensation

1,935 403

R

{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
The Baldwin Group Mid-Atlantic LLC

€720-B Rockledge Drive

Suite 400
Bethesda MD 20817
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c)} Amount (d) Purpose (e) Organization code
n/a
390 0 3
"For Paperwork Reductlon Act Notice, see the Instructions for Form 5500, Schedule A (Form 5600) 2024

V. 240311




Schedule A (Form 5500) 2024

Page 2 —

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

NFP INSURANCE SERVICES INC
125C 5 CAPITAL OF TEXAS HWY

STE 600
WEST LAKE HILLS TX 78746
Fees and other commissions pald (e)
{b) Amount of sales and base Crganization
commissions pald (c) Amount (d) Purpose code
Other Compensatiocn
0 168 3
(a) Name and address of the agent, broker, or other person to whem commissions or fees were paid
Fees and other commissions paid (o)
(b) Amount of sales and base Organization
commisslons pald {c) Amount {d) Purpose cods
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and cther commissions paid ()
(b) Amount of sales and base Crganization
commisslons paid {c} Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to wham gommigsions or fees were pald
Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commigslons pald {2) Amaunt (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 Organization
commfssions paid (c) Amount {d) Purpose codo




Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Confract 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 Currant value of plan’s Interest under this contract in the general account at year end .. 4

6 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to cartier .. 6h
€ Premiums due but unpald at the end of the year. 6c

d  Ifthe carrier, servics, or cther organization incurred any specific costs in connactlon w:th the acqu]sitron or 6d
tetention of the contract or policy, enter amount. .

Specify nature of costs P

€ Type of contract: (1) D Indivicfual policies 4] |:| group deferred annuity
(3} D other (specify) P

f i contract purchased, in whote or In pant, to distribute benefits fram a terminating plan, check here 4 D
7 Coniracts With Unallocated Funds {Do not include portions of these contracts maintained in separate aceounts)
a Type of contract: (N |:| deposit administration (2) I:l immediate participation guarantee
(3) D guaranteed investment 4 |:| other P

b Balance at the end of the previous year...

€ Additions: {1} Contributions deposited durrng the vear ..
{2) Dividends and cred[ts
{3) Interest credited during the year .....
(4) Transferred from Separate AcCOUNL.....ueeccerecesieeeeeeeeeeeeeeeersessessesenns
(5} Other (specify below) ............
4

(6)Total additions...
¢t Total of balance and addmons (add Ilnes Tb and 7(:{6))
@ Deductions:

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

(2) Administrafion charge made BY CAITEr ..........c.cevveeeeserseseeseeessss e veeeseenne
(8) Transferred to separate account..
{4} Other (SPacfy DEIOWY ..o eririirieecect s essssasscsesseeaseseemreeeeseseesasessssreseane
4

(5) Total deductions...

f Balance at the end of the current year (subtract lfne 79(5) from Iine ‘!d)




Schedule A (Form 8500) 2024 Page 4

= Part il -| Welfare Benefit Contract Information

- oo 2 if more than one confract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
=} the information may be comblined for reporting purpeses If such contracts are experience-rated as a unit. Where contracts cover individual

.| employees, the entira group of such Individual contracts with each carrier may be treated as a unit for purpases of this report.

8 Beneﬂt and contract type (check all applicable boxes)

a [ | Health {other than dental or vision) b [] Dentat ¢ ] vision d [%] Life insurance
e |:| Temporary disabilily (accident and sickness) D Long-term disabiity g |:| Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large dedustible) i D HMO contract k[l PPO contract | |:| indemnity contract
m @ Other (specliy) PAD&D
9 Experience-rated coniratts;
a Premiums; (1) Amount recelved ................. Lttt s enare Sa(1)
(2) Increase (dacreasa) in amount due but unpaid............ %a(2)
{3) Increase (decrease) in unearned premium reserve ... " 9a(3} L .
(4) Earned ((1) + (2) - (3))..ooverer. ettt eseeeee oS04 44 A AL e et e | 9a(4) 0
b Beneflt charges (1) CIaIMS DAt .. oeieresereseersssemsrsessssresrssessoness 9h(1) ST
{2} Increase (decrease) IN Clalim MESBIVES ......vcioeeer et vrerans 9h(2) e L
{3) Incurred claims (B0 (1) AN (2)).....cveirrerrre i s sesseest e et ees bremansnsseseeeemesssssssresbeesansses 2h(3) 0
{(4) Clalms Charged ..o et b eren 8h{4)
€ Remalnder of premium: {t} Retention charges (on an acerual basis) -
(A) COMMISSIONS ...covevrveiiisssress i sssaraec i ssers s e seas bt ses e sssnaeas (1A
(B) Administrative service or othar fees ... 9¢(1)(B) N
(C) Other spacific ACGUISIION COBLS ...vvmummreserrsemsscrssssessessoseriserossee 9c{1){C) :
{D) Other eXpenses .. ceeiessiiesesesaseenns Prersreena e raaereeas 9c{1)(D}
(E) Taxes .. cerrrvmmrssnnnsinenss | SG{THE) : ‘
F) Charges far rlsks or o!her contmgencles ....................................... 9c({1)(F)
(G) Other retention ChBIGES ... emrsisssissssisassssssnnnns S 9¢c{1)(G) : PR
(H) TOtAL FEIBNION .....eviis et erssssss s e b b asb bbbt s b s bt eebsbtsaet smnr e s bnbas 9c(1)(H} 0
(2} Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.)....ccoeeriens 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .............. 9d(1)
{2) CIAIT FESBIVES ...vivviisiieecissrsmereesessssinsssssasssesiosssrasssacssesessessossi e sssssessnssnssssssssasssoens messresasassesssssasesansasesssas 9d(2)
(3) OtNEI FESBIVES. ... serrs s b s seras i e s s 9d(3)
€ Dividends or retroactive rafe refunds due. (Do not include amount entered In ling 9¢(2).) .....ccoveveicrireciceerinnns e
10 Nonexperience-rated contracts: R
a Total premiums or subscriplion charges Palt {0 CAITIEE ... s seenssers st ssssssess s sssnesssssssssrisons 10a 15,502
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported In Part 1, line 2 above, report amount...........vvseceoninns 10b

Specify nature of costs.

|.Partlv | Provision of Information
11 Did the insurance company fall to provide any information necessary to complete Schedule A7............. D Yes No
12 ifthe answer to line 11 is “Yes,” specify the information nat provided. P




SCHEDULE A Insurance Information OME No. 42100110

(Form 5500)
Depasiment of the Treasury This schedule is required to be filed under section 104 of the
Infamal Revenue Service Employee Retirement Income Security Act of 1974 {ERISA). 2024
Dapariment of Lab
Employes B:ﬁ:ﬁi?ggcﬁrlty Ag:nlnisﬁ“ation » Flle as an attachment to Form 5500.
Pransion Benefit Guaranty Corparation ¥ Insurance companies are required to provide the Information This Form Is Open to Public
pursuant to ERISA sactlon 103(3)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning ~ 07/03 /2024 and ending 06/30/2025
A Name of plan B Three-digit
MONTGOMERY COUNTY COALITION FCR THE HOMELESS WEILFARE plan number (PN 501
BENEFIT PLAN

C Plan sponsar's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

OMERY CCUNTY COALITION FCR THE HOMELESS 52-1735674

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each conlract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11} can be reported on a single Scheduls A.

1 Coverage information:

(a) Mame of insurance carrier

United of Omaha Life Insurance Company

(€} NAIC (d) Contract or {e) Approximate number of Policy or contract year
EIN L d of
®) coda identification number pe;::gj gf‘ézxfazt 32 aro (f} From (g) To
47-0322111 69868 GUCOBXCD 27 07/01/2024 06/30/2025

2 Insurance fee and commission information. Enter the total fees and total commissions pald. 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
3,273 577

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
The Meltzer Group, Inc.
6500 Rock Spring Drive

Suite 500
Bethesda MD 20817
{b) Amount of sales and base Faes and other commissions paid
commissions pald {c} Amount {d) Purpose (e) Organization code

other compensation

s 5 33 g

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

The Baldwin Group Mid-Atlantic LLC
6720~B Rockledge Drive

23

Suite 400
Bethesda MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissjons paid {c) Amount {d) Purpose {e) Organizatlon code
n/a
513 0 3
For Paperwork Reduction Act Notice, see the Instructions for Forim 5500, Scheduls A (?orm 5500) 2024

v. 240311




Schedule A (Form 5500) 2024

Page 2 -

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

NEP TINSURANCE SERVICES INC
1250 S CAPITAL OF TEXAS HWY

Suite 600
WEST LAKE HILLS 78746
Fees and other comimissions paid (o)
(b) Amount of sales and base Organization
commisslons pald {¢) Amount (d} Purpose code
other compensation
0 170 3
{&) Name and address of the agent, broker, or other person to whom commisslons or fees were pald
Fees and other commissions paid (o)
(b} Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose s
(a} Narme and address of the agent, broker, or other petson to whotn commissions or fees were pald
Fees and other commissions paid (o)
{b) Amount of sales and base Organization
commissions pald (c} Amount {d) Purpose code
(a)'Name and address of the agent, broker, or other person to whom commissions or fees were pald
Fees and other commissions paid (2)
(k) Amount of sales and base Organization
commissions pald {e) Amount (d) Purpose code
(a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Ameunt of sales and base Crganization

commisslons pald

{¢) Amount

(d) Purpose

code




Schedule A (Form 5500) 2024 Page 3

Investment and Annuity Contract Information

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

this report,
4 Current value of plan’s [nterest under ihis contract in the general account af year end «.. e 4
8§ Current value of plan’s Intarest under this contract in separate accounts at year end........cvoeeeveeeecoviscee e e 5
6 Contracts With Allocated Funds:
a Sfate the basls of premium rates
b Premiums pald to carrier .. - 8b
C  Premiums due but unpald at the end of the L P 6c
d  Ifthe carrier, service, or other organization incurred any spec;f c costs in connectlon WIth the acqulsitlon or 6d
refention of the contract or policy, enter amount. . R
Specify nature of costs P
@ Typeof confract: (1} [| individuat policies (2) D group deferred annulty
(3) [] other (specify) »
f  If contract purchased, in whole or in part, te distribute benefits from a terminating ptan, check hers > D
7 Contracts With Unallocated Funds (Do not includs portlons of these confracts malntained in separate accounts)
a Typeofcontact (1) D deposit administration (2) I:I immediate parficipation guarantee
(3) D guaranteed investment {4) D other P
b Balance at the end of the previous year... 7b
C  Additions: {1) Contributions deposited durlng the L | O
(2} DIvIENds ANt CredilS......ocevieeiieieecccreeceeess s esarores s sonsmssasmsess sesssssssnsane
(3) Interest cradited UNNG e YEAE ......eveeeeereeseres e eeesane sesesarssseens
{4) Transferred from separate account.......
{5) Other (Speclfy DBIOW) ......ccovvecreinsrrereesrssesssr sttt s see e e oeenes
4
(6)Total additions...
d Total of balance and addltlons (add Iines 1b and 7c(6})
€ Deducfions:
{1} Disbursed from fund te pay benefits or purchase annuities during year
{2) Administration charge made DY Garter ..........ecceeeeeeeresiverecresssmeosaseens
(3} Transferred fo SEPATALE ACCOUNL......cv v eersesermsiessssesetsiems s seeenesreeneens
(4) Qther (specify below) ...ciiicrieieeeecnees
J

f

(5) Total deductions

Balance at the end of the current year (subiract line 7€({5) from IN@ 7d) ..c.c.vcvvricrrrinriceneeeeserieeessesesecsnssnsssnanss |

7f G




Schedule A (Form 8500) 2024 ' Page 4

Part Il .| Welfare Benefit Contract Information

22| I 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 reparting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
amployees, the entire group of such individual contracts with each carrier may be {reated as a unit for purpeses of this report.

8 Beneﬂt and contract type (check all applicable boxes)

a [ | Health (other than dental or vision) b [] Dental c ] vision d|] Life insurance
e Temporary disabllity (accident and sickness) |:| Long-term disabiiity g |:| Supplemental unemployment  h |:] Prescription drug
i D Stop loss {farge deductible) S j |:| HMO contract k|:| PPO contract ||:| indemnity contract

m [ ] Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOoUNE FeCeiVE ........c.ceveeecvre v sresrr s s sesnessssesans 9al1)
(2) Increase (dacrease) In amount due but unpaid......c..ouiiiee. | 90(2)
(3) Increase (decrease) in Unearned Promium rESEMVE ... s | 9a(3) i
Y=L LT R v B ) ) I .| 9a(4)
b Benefit charges (1) ClAIMS PAI.......o .o rieeseeesesseesssemseesesens 9b{1}
{2) Increase (decraasa) in ClAIM MBEBIVES ..c.c.oco e rresessserearereassrserees 9h(2) RN R R R
{3} Incurred clalims (B (1) BN {2) e et es e e reeas e srssaerat s s ensassssessa st ahb(3) 0
{4) Claims charged ... e A s R a(4)
¢ Remalnder of premlum (1) Retention charges (on an acerual basls) -
(A) COMMIBBIONS ....everirirsii et asessre s sssssssnss s sttt b resmreeseeaen 9c{1}A)
(B} Administrative service or other fees ... vecciinvecceennnnn | S9C{THB)
(C) Other SPECIfic ACUISIHON COBLS ..vv..rvmeermsiereenss s ssesseimssenessseneesseies 9c(1)(€)
(D) Ohr BXPENSES w.cvvvvveveeveeeee s ccesvere s ssess s e ssesssesesess s sesssases s 9¢(1)(D)
(E) Taxes .. b e beane e iR RS e e R 9c{1)(E)
(F) Charges fnr risks ar other contingencles - | 9c(1)(F)
(G} Other retention charges............. | 9e(1G) e Y T
(H) TOAI FBEENLON o1 revrcevrisrerrensresressesiarsassersctsessassssssessssssensssessassssseetsssesssossmsessssmssssntsstsen e s srmessessersssnnss ac(1)(H) 0
(2) Dividends or retroactlva rate refunds, (These amounts were D paid in cash, or |:| cradited.).....c.cevernne 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
{2) Claim FASEIVES ..ot sttt bttt nene Ve reebe e e v oY e T e et e s anr b e reTasa T daamnbenesba b anean 9d(2)
(3) ORI TEBEIVES .....vveerscsirirvrrrresseressteserimesessaseesesvastasvess bt sessis h 1440402 eh b bt seatsse st msmsensssesm enrasensasensassosasnen 2d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 96{2).) .......cccmeeeercrerivnenens e
10 Nonexperience:rated contracts: R T T |
a Total premiums or subsoripiion GhAgEs Pald 10 CAITIEN...... ettt eare ittt ceesbesemsemesseeeseeeererasersseeasessons 10a 16,616
b If the carrier, service, or other organization incurred any spedlfic costs in connection with the acquisition or
ratention of the contract or policy, other than reparted in Part |, line 2 above, repoart amount, .......oceecrerirnns 10b

Specify nature of costs.

|_PartIV .| Provision of Information

11 Did the Insuranee company fall to provide any information necessary to complste Schedule A?............ |:| Yes @ No

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




SCHEDULE A Insurance Information OMB No. 1210-0410
(Form §500)

Depariment of the Treasury
Internal Revenue Service

This schedule Is required to be filed under section 104 of the
Employee Reflrement Income Sacurity Act of 1974 (ERISA). 2024
Cepartment of Labor

Employes Benafits Securily Adminisiration P File as an attachment to Form 5500.
Pansion Benafit Guaranty Corparation

}» 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 andending  06/30/2025
A Name of plan B Three-digit
MONTGOMERY COUNTY COALITION FOR THE HOMELESS WELFARE jan number (PN) b 5031
BENEFIT PLAN

C Plan sponsor's name as shown on line 2a of Form 6500 Employer ldentification Number (EIN)

MONTGOMERY COUNTY COALITION FOR THE HOMELESS 52~1735674

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 111 can be reported on a singie Schedule A.
1 Coverage Information:

(a) Name of Insurance carier

United of Omaha Life Insurance Company

() NAIC (d) Contract or {e) Approximate number of Pollcy or contract year
(b) EIN code identification numbar peprzﬁgj g?\égﬁ:ja:tt ;ggr(’f (f) From (g) To
47-0322111 69868 GVTLOBXCD 33 07/01/2024 06/30/2025

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

(a) Total amount of commissions paid

{b) Total amount of fees paid

1,732

363
3 Persons receiving commissions and fees. (Complete as many entries as needed o report all persons).
{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
The Meltzer Group, Inc.
6500 Rock Spring Drive
Suite 500
Bethesda MD 20817
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code

other compensation

25%

= R e TR Uy

{a) Name and address of the agent, broker, or other person to whom commissions or fess were paid
The Baldwin Group Mid-Atlantic, LLC

6720-8 Rockledge Drive

Suite 400
Bethesda MD 20817
(b) Amount of sales and base Fees and other commissions pald
commissions pald {c) Amount {d} Purpose (e} Organization code
n/a
256 0 3
“For Paperwork Reduction Act Notlce, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v, 240311




Schedule A (Form 5500) 2024

Page 2 m |

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

NFP Insurance Services Incg
1250 8 Capital cf Tx Hwy

Suite &00
West Lake Hills 78746
Faes and other commissions paid )]
{b) Amount of sales and base Organization
commissions patd (c) Amount {t) Purpose code
other compensation
C 107 3
(a) Name and address of the agent, broker, or other person to whom commisslons or fees were paid
Fees and other commissions pald (o)
{b) Amount of sales and base Qrganization
commisslans pald {c) Amount {d} Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees ware paid
Fees and other commissions paid {e)
(b) Amount of sales and base Qrganization
commissions pald {c) Amount (d) Purpose code
(a} Name and address of the agent, broker, ot other person to whom commissions or fees were pald
Fees and other commissions pald (e}
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person fo whom commissions or fees wers pald
Fees and other commissions paid (e)
{b) Amount of sales and base Crganization

commissions pald.

(c) Amount

(d) Purpose

code




Schedule A {Form 5500) 2024 Page 3

Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this confract in the gersral account at YEar 8N .........ooo.eceeeeererereerecsreeessssoenn 4
§ Current value of plan's Interest under this contract in separate accounts BE YEar end..............eeveveeresrersessssescsssiossans. 5
6 Contracts With Allocated Funds:

@&  State the basis of premium rates P

‘ b Premiums pald to carrler ... 6b
p
Premiums due but unpaid at the end of the year... 6c

[
d  if the carrler, service, or other organization Incurred any speciﬂc costs in connectlon W|th the acquisstlon ar 6d
retention of the contract or policy, enter amount. .

, Specify nature of costs  }

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

i
!
H
i

f 1 contract purchased, in whole or in part, to distribufe benefits from a terminating plan, check hera » |:|
7 Contracis With Unallocated Funds (Do not Include partlons of these contracts mainlained in separate accounts)

a Type of contract: (1) I:l deposit administration {2) |:| immediate participation guarantee
(3 |:| guaranteed investmeant {4) D other P

b Balance at the end of the previous year.., | 7b
C Additions: (1) Contributions deposited durlng the year ...
(2) Dividends and credlts
' (3) Interest credited during the YEAI ... sisrmmsrsssssssisssoesiereseseseas

(4) Transferrad fram Separate AGCOUNL. ... reesreessscsssssessaneereeseeeceresosees

(5) Other (Specify DBIOW) .........c.cceeeceersreects sttt e reees e ee e sr s eaees

»

(8)Total addifions...

d Total of balance and additlons (add lmes 7b and 7c(6))
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Adminlstration charge made by carrier
(3) Transferrad {0 SEPATate ACCOUNL ... seeeseereeeserseessteseeeeeseeeeeeeeemrarereeeas
- (4} Other (SPECfy DEIOW) ..u..v e eceeeereerrsssiemssmssssssssssssssss e beecssecssessenensesnes
14

(5) Total deductions... .
f Balance at the end of the current year (subtract ilna 7e(5} from Ilne 7d) S B { 0




Schedule A (Form 5500) 2024 Page 4

~Partill

Welfare Benefit Contract Information

If more than ane contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s},
the infarmation may be combined for reporting purposes If such contracts are experlence-rated as a unit. Where contracts cover Individual
employees, the entire group of such individual confracts with each carrler may be freated as a unlt for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

mOther(speclfy) Pvoluntary life & AD&D

9 Experlence-rated contracts:
A Premiums: (1) AMount racelved ..........cccnvvnmmmisermnmeeanemme 9a(1)
{2) Increase {decrease) In amount due bul UNPEIL. ... 9a(2)
{3) Increase {decrease} in unearned PrEMILM rESEIVE .......cieenieenes 9a(3) 5 T e
(A} EBINEA ((1) + {2) = (BR)eerevomressreeeeeeerssemereeseesssssssassessesarsessesessssssessssososgaseseseess s essees eeeeeeeeeeesessseseseesssesee | 9a(4) 0
b Benefit charges (1) CIaIMS Palt............oreervvenrsrsorssssesssssseessssasssresess 9h(1) S
(2) Increase {decrease)} In ClalM FESAIVES ... mecrerieseriienes 9h(2} R L T
(3) Incurrad claims (Add (1) 8N (2))....c vt bresem s ea ey e s b s pes e bbb s ban et b s eas 9hb(3) 0
{4) ClaINS ChEFGEA cecvvvcreirs st tiss st sessa e thas st sbieseb e ss st ke veonns s s e nmsnin e 9b(4)
€ Remainder of premium: {1) Retention charges {on an accruat basls) -
(A) COMIMISSIONS ..eueuererrrieieesieretrereisssres s vererssss st sarssssssvans 9c{1{A)
(B) Administrative service or other fees ... cssreesensens ge{1)(B)
(C) Other specific BEGUISIION GOBS ... sesssssesssessnnss 9¢(1)(C)
(1) OthEr BXPBNSBE ....cvveereecerrerrssssssssmnsesssssssssssssssssmssssssssssssssssasnes 9c(1)(D)
{E) TAKOS cvvevreeeicerveeeress s sssssssssssssssssssssmsssssesssssssssssssssesessssssssas 9c{1}(E)
{F) Charges for risks of other contingencies..........oweeeeerans R 2c(1)(F)
{G) Other retention GHANGSS .........oevvvescrivssiesssesssesssssessssens S 9e{11G) L e T
{H) TOE FRIBNUON c..vcvrsecarerac s e barest s ber e sees bt dae b b e b s bbb et s m bt sttt b e s et st 9c{1)(H) 0
(2) Dividands or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.} ... 9e(2)
A Status of palicyholder reserves at end of year: {1) Amount held to provide benefits after retirement ... 9d{1)
(2) ClAIM FESBIVES wovvviecviiviiecsesrieisrisissetsrerstests et sesbsesssce et ns e bebebasasatasssssssbbesssenstrnss veeeeenenescrrerens 9d(2)
(3) Othr FEBEIVES .....ocvuieis st ssa bbb a0 9d{3)
€ Dividends or refroactive rate refunds due. (Do not Include amount entered ih line 9¢{2).) v.oocveciinnnisnnerieens 9e
10 Nonexperlence-rated contracts: R
a Tolal premiums or subscription charges paid to CAITIET ... s 10a 8,795
b Ifthe camler, service, ar other organization Incurred any spesific costs in connection with the acquisition or
tetention of the coniract or policy, other than reported in Part |, line 2 above, report amount.......c.vviesmen. 10b
Specify nature of costs,
| -PartIV:.| Provision of information
11 Did the Insurance company fall to provide any information necessary to complate Scheduls A?............. D Yes BI No

12 Ifthe answer to line 11 Is “Yes,” spacify the informaticn not provided, »




