Form 5500 Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
f
Eﬁﬁ?j}ﬁ?&éb’eéﬁiéﬁﬁﬁéy sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security

» Complete all entries in accordance with

2025

Administration 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 2025 or fiscal plan year beginning 01/01/2025 and ending  12/31/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

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

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

D Check box if filing under: D Form 5558 D automatic extension
D 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 1b Three-digit plan
VISION FIRST EYE CARE GROUP HEALTH BENEFIT PLAN number (PN) » s01
1c Effective date of plan
01/01/2021
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 75-2993005
VISION FIRST EYE CARE
2C Plan Sponsor’s telephone
number
502-459-2020
4000 POPLAR LEVEL ROAD 2d Business code (see

LOUISVILLE, KY 40213

instructions)
621320

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. 04/22/2026 DEREK RADCLIFFE
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 (2025)
v. 250312




Form 5500 (2025) 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 ‘ 102
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(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1) 102
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 111
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 111
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 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 Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B 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 Ill | 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 4 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 2025 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information

(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
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 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
VISION FIRST EYE CARE GROUP HEALTH BENEFIT PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
VISION FIRST EYE CARE

D Employer Identification Number (EIN)
75-2993005

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
ANTHEM HEALTH PLANS OF KENTUCKY, INC.

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
61-1237516 95120 L06941 188 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

28042 1017
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
FOUNDATION RISK PARTNERS CORP 2125 YGNACIO VALLEY RD
SUITE 200
WALNUT CREEK, CA 94598
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
28042 1017 | 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) 2025

v. 250312



Schedule A (Form 5500) 2025 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

(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




Schedule A (Form 5500) 2025 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................cccocoovevereueuerererererennnn. 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 ...............cccccocvv...... 7c(1)
(2) Dividends and Credits..............coveveverrcureeeeeeeeeeseeeseeeeeeesee 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)TOAI BAGIHONS ......vveecet ettt s e sttt 7c(6)
d Total of balance and additions (add liNES 7b aNd 7C(B)). .........ovrerurueueeeeeeeeeeeeee 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) TOtAl AEAUCHIONS ...ttt e e e e e e e et enenn s e e e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from ine 7d) ..............cccoeveveveeererireeeeeeeeeeeeeen. | 7f




Schedule A (Form 5500) 2025

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 Dental

e D Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract
m |:| Other (specify) P

f D Long-term disability

C D Vision

g D Supplemental unemployment

k @ PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 928829
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 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




Form 5500 Annual Return/Report of Employee Benefit Plan UL
This form is reguired to be filed for employee benefit plans under sections 104

o 1 and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

|:':r::?;$$: S':::nry sections 6057 (b) and 6058(a) of the Internal Revenue Code (the Code). 2025
c D"""‘"B"‘"“F'u‘-gh"' " » Complete all entries in accordance with

T misraton the instructions to the Form 5500,

Pension Benafit Guaranty Corporalion This Form is Open to Public

Inspection
| Part | | Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A This retumireport is for: |:| a multiemployer plan D a multipte-employer plan (Filers checking this box must provide participating
’ amployer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This returnireport is: D the first return/report D the final return/repart
D an amended returnfreport D a short plan year return/report (less than 12 months}
C i the ptan is a collectively-bargained plan, check here. . .. ... ... .. ... .. .. .. i » D
D Check box if filing undsr: D Form 5558 D aulomatic extansion D the DFVC pragram
D special extension {enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here, .. ... ... .. .. ... ou.. » I:l

| Part il | Basic Plan Information—enter all requested information
1a Name of plan

1b Three-digit plan
VISION FIRST EYE CARE GROUP HEALTH BENEFIT PLAN number (PN) » | 501

1¢ Effective date of plan
01/01/2021
2b Employer Identification
Number (EiN)
75-2993005

2a Plan sponsor's name (employer, if for a single-emplayer plan)
Mailing address (include room, apl., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
VISION FIRST EYE CARE

2¢ Plan Sponsor's telephone
number
(502) 459-2020

4000 POPLAR LEVEL ROAD 2d Business code (see

instructions)
LOUISVILLE, KY 40213 621320

Caution; A penalty for the late or Incompiete 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 retum/repon, including accompanying schedules,
stalementls and attachments, as well as the elecironic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

]
SIGN . - L m'zg\m DEREK RADCLIFFE
HERE }
Signature of plan adminis ltor Dale ' Enter name of individual signing as plan administrator
SIGN
HERE
Slgnature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Datle Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2025)

v. 250312







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

1210-0089
This form is required to be filed for employee benefit plans under sectlons 104
D fthe T and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
I:?:r::;a;;\?am: S':r?:ery sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
Dapartment of Labor » Complete all entrigs In accordance with
R the Instructions to the Form 5500,

Pension Benefit Guaranty Corporation This Form Is Open to Public

Ingpection
[ Part | | Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A This returnireport is for: D a multiemployer plan D a multiple-employt.;r p!an (Filers checkilng this box rnust prpvide participating
employer information in accordance with the form instructions.)
E a single-employer plan D a DFE (specify)
B This returnireport is: D the first returnireport D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe planis a collectively-bargained plan, check here. . .. ... .. ... ... . e » D
D Check box if fiing under: D Form 5558 D automatic extension D the DFVC program

I:I special extension (enter description)
E f this is a retroactively adopted plan permitted by SECURE Act section 201, check here

I Part |l | Basic Plan Information—enter all requested information
1a Name of plan

1b Three-digit plan
VISION FIRST EYE CARE GROUP HEALTH BENEFIT PLAN number (PN) » | 501

1¢ Effective date of plan
01/01/2021

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (inciude room, apt., suite no. and sireet, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (f foreign, see instructions)
VISION FIRST EYE CARE

4000 POPLAR LEVEL ROAD

LOUISVILLE, KY 40213

2b Employer Identification
Number {EIN)
75-2993005

2¢ Plan Sponsor's telephone
number
{502) 459-2020

2d Business code (ses
instructions)
621320

Caution: A penalty for the late or Incompiete filing of this return/report will be assessed unless reasonable causa is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including sccompanying schedules,
slatements and attachments, as well as the electronic version of this returr/report, and to the best of my knowledge and befief, it is true, correct, and complete.

SIGN DEREK RADCLIFFE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Slgnature of employeriplan 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 (2025)
v, 250312



Form 5500 (2025) Page 2

3a Plan administrator's name and address { Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephane
number
4  |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this ptan, 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 | 102
6 Number of participants as of the end of the plan year unless otherwise staled (welfare plans complete only lines 6a(1),
6a(2), &b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ... . 6a(1) 102
a(2) Total number of active parficipants al the end of the Plan Year ... i e ssssssars s 6a(2) 111
b Retired or separatad parficipants receiving DENBIMS...........cvcvrrierrisrrs s vresest s eres e rer e s s srerassesssesseansn s saessssaren 6b
¢ Other retired or separated participants entitled to future benefits ... 6¢c
d Subtotal. Add lines 6a(2), 6b, and 6c.... 6d 111
e Deceased parlicipants whose beneficiaries are receiving or are entilfed to receive benefits, .........cocvecrnirnnnninncnnnns e
f Total. Add lines 8d and B@. ... s e eees | G
(1 ) Number of participants with account balances as of the beginning of the plan year {only defined contribution plans 6 (1)
GUTY COMPILE TS IBM) w..rvveveeeeneeerreressessssereeneeesoesssessmesesosssssresesesseessssssasmeseessonssesssossmssaesseessosssssessssssssereeesesssmseseerssssssse )
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TRIS IBIM) ..ottt e et b s sa e OO SOOR PR bR e R aR R o4 b e | 6g({2)
h Number of participants who terminated employment durlng the plan year with accrued benefits that were
1855 thaN 100% VESIEO. .....oris ittt ie e et sese s seteseees s sesebes et os£ssbs et et £ 8 bttt st At L84t et S L4t LA LAt b b ek tecmn s scmsmsnacas 6h
7 Enter the total number of employers obligated to contnbute to the plan (only multiemployer plans complete this item) 7
Ba Ifthe plan provides pension banefils, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply}
1 Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e}(3) insurance contracts
(3) Trust (3) Trust
(4) General assels of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (] D H (Financial Information)
{2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 E A (insurance Information) — Number Attached __ 1___
actuary ) [J c (senice Provider information)

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

(5) I:l D (DFE/Participating Plan Information)

(4) D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2025) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? {See instructions and 29 CFR
2520.101-2.) coovcrvcersccrneccreveecneconees || 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 28 CFR 2520.101-2.) ........... [(Qves [] No

11¢ Enter the Receipt Confirmation Code for the 2025 Form M-4 annual report. if the plan was not required to file the 2025 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 Farm M-1 filing requirements, (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.) d

Receipt Confirmation Cade




SCHEDULE A Insurance Information OME No. 12100110

(Form 5500)
Dapartment of tha Treasury This schedule is required to be filed under section 104 of the
Interma! Revenue Servico Employee Relirernent Income Securily Act of 1974 (ERISA). 2025
Employes g:f:i?t? ;m?:::mnhmnm P Fite as an attachment to Form 5500,

Persion Benefil Guaranty Corporation P Insurance companies are required to provide the information

: This Form is Open to Publlc
pursuant to ERISA section 103(a){2).

Inspection
For calendar plan year 2025 or fiscal plan year beginning01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit 501
VISION FIRST EYE CARE GROUP HEALTH BENEFIT PLAN plan number (PN} [ ]
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
VISION FIRST EYE CARE 75-2993005
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unitin Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

ANTHEM HEALTH PLANS OF KENTUCKY, INC.

(€) NAIC (d) Contract or {e) Approximate number of Policy or contract year
(b} EIN i persons covered at end of
code identification number nolicy or contract year () From {g} To
611237516 95120 LOBS41 188 01/01/2025 1213112025

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 faes paid

28042 1017

3 Persons receiving commissions and fees. (Complele as many entries as needed 1o report all persons).

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

FOUNDATION RISK PARTNERS CORP 2125 YGNACIO VALLEY RD
SUITE 200
WALNUT CREEK, CA 94598

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d} Purpose {e) Organization code
28042 1017|FEES 3

(a) Name and addrass 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 pald {c) Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {Form 5500) 2025

v. 250312
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{a) Name and address of the agent, broker, or other persen to whom commissions or fees were paid

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

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

Fees and other commissions paid (8)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d) Purpose code

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

Fees and other commissions paid ]
{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 cr fees were paid

Fees and other commissions paid (e)

{b) Amount of sales and base Organizaticn
commissions paid (€) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general account at Year end ..........ccvuiniereeressvmrmerssnssnenes 4
8 Current value of plan's interest under this contract in separate accounts at year end...........cocieiriiererecornmsresssesane 5

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

D Premiums Paid 10 CAIMIEF ............c..ieiarernenssimrirssersissssserssesssssresscasmeessassassssssesssoesssaresssessssisnsasessssarirensrssrssens 6b
€ Premiums due but unpaid at the end of the year 6¢
d Ifthe camier, seivice, or other arganization incurred any specific costs in connection with the acquisition or 6d
retention of the contract of policy, enter amount. ... ... e s e s
Specify nature of costs P
@ Type of contract: (1) ﬂ individual policles (2) :| group deferred annuity
3 I:l other (specify) ¥
f  If contract purchased, in whole or in part, to distribule benefits from a terminating plan, check here [ 4 |:|
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a8 Type of contract: {1) D deposit administration 2) |:| immediate parlicipation guarantee
(3) l:l guaranteed investment 4) |:| other P
B Balance at the end Of e PrEVIOUS YA .........c..coivvirereresarsssssissrisiretarerssssssritstsressnismsssarasssssasostersassisorararasanss | 7b
C Additions: (1) Contributions deposited during the Year .........c....oeevervnesneens 7c(1)
(2) DIvIdONds and GrEditS. ......... ... eeeeeeeesreeeeeeeseesseseessseesesessee s senesneonns 7ci2)
(3) Interest credited dUring the YOar..................cccoovveeeeeerveererseeserenseenescnne. | TCLS)
(4) Transferred from separate 8CCOUNL ..........coceeriirircercerc e 70(4)
(5) Other (SPECIfY DBIOW).............eorveeeeeeeeeceeceereeeaeeectes e e seessensessnenenns 7¢(5)
>
(BTGB BAGIIONS 1...voovveoereenisrssasisessesessesssssssessssesssoss st atsssbesas 00444t arese b bbbt bae b s besrssm st s st st sessmsaressararssnes 7¢(6)
d Total of balance and additions (add ines 7b and TE{B)). .....c..veceverereennsniririssssssrrssnsrsssssssescesesrarerserseseosnes | 7d
e Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7e(1)
(2) Administration charge Made by CAITIEN........wwemrervoessacransisenens . | 7e(2)
(3) Transferred to separate account... . | 7e(3)
(4) OLNET (SPOCITY DBIOW).....cverecernisiisisessiaessesseseacrssssensestesmsiesesstonseseseaneasss 7e(d)
>
(5) TOUAI ABAUCHONS ....o.voveeeveereereeseeemaresasesesssesnsasseaessesssssss st aenssess st eebenssensassss s bentssnsasssssesassensbens 7e(5)
f Balance at the end of the current year (subtract line 7e{5) from ling 7d)...........ocevivererimrmsesinsesnsenenens |o7E
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Part Ill | Welfare Banefit 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 information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
smployeass, 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 E Heaith {other than dental or vision} bEl Dental c[] Vision d I:l Life insurance
e D Temporary disability (accident and sickness) § I:I Long-term disability g EI Supplemental unemployment  h D Prescriplion drug
i [] Stop loss (iarge deductible) i {J HMoO contract k 4 PPO contract 1] indemnity contract

m l:] Other {specify) »

9 Experience-rated contracts:
A Pramiums: (1) AMOUNE FECEIVET ........vvvecrevvererirerrirersrscsssanssesesiroreseeressesnenes 9a(1)
(2) Increase (decrease) in amount due but unpaid ..........ccecevvrvvrineirenene 9a(2)
(3) Increase {decrease) in uneamed Premium rESEIVE ....c.vvvvvrrierirnrrnes 9a(3)
(8 EBIMEA (1) 4 {2) = (BY) covvooeoeeoeeeeoeeeeeeeseseoeeesevesares e eee e eeessos s eee oo s e esee s ems st e ees s cmssonermsreeres 9a(4)
b Benefit charges (1) ClaIMS Paid......ceccocivreeniieersse e resserssssenns 9b{1)
(2) Increase {dacrease) in Claim reSBIVES..............cocvverr e 9b(2)
(3) Incurred claims (Add (1) NG (2))...vooverrereee et s bbb ettt b 9b(3)
(8) ClAIME CRANGEM ..o oceeeeeececeeere ettt et eereaeessrese e essaeaserese bbb eababes e b e s best ot sabebdshebba s e bbb eberbetesraberesasens 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
{A) COMMISSIONS .1ivivisiireisiiiiini bbbt ssss e s s st bbb sbanins 9c{1)(A)
(B) Administrative service or other FEes .........ccevvviiiiineneerssecrnrensns 9c(1)(B)
(C) Other specific acquisition costs............ wre 9c(1){C)
(D) OthEr BXPBASAS ........coceevveeeeirecvercaceeesrese e cseresesesa i sasssasessens 9c(1)(D)
() TANES. oo eeeemese e sssenesen s e oo | 9c(1)(E)
{F) Charges for risks or other contingencias ................coceevenrrenen, |_IELTHF)
{G) Other retention Charges..........cvcvevrenen i resssessssss e ressensenes 9c(1)(G)
(H) TOMI FEIBNLION.....o.ecviveveriserrrseeesessreraeeresersaresssssstocsaresmesssssescereacenrtes oo saseesemmnmnseteacessesenssmnnereriesbssiss 9c(1)(H)
(2} Dividends or retroaclive rate refunds, (These amounts were D paid in cash, or D credited. ). 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retiremant.. gd(1)
{2) ClAIM TBSBIVES ..eceerieieiariesieiaeieasssesrsresseisessessesserassssesssasssessersrasessersrrnsesssnerasesssrnransasesaessesssssnsassanyereesessens 9d(2)
{3) OB FESBIVES .ovveeesi vt rerasrrrbe e b s e s e e raree e res s es e eraa e e as s sbe e eaTaere s Pesagse s Bagaga st se et abee s nretaas st eeeseneanenn ad(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).}........ccoiniiiiiinnens Se
10 Nonexperience-rated contracts:
a Total premiums or subscription chargas paid to CarfiBr.. ... s 10a 928829
b ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..........ccovvevrereese 10b
Specify nature of costs.
| PartIV | Provision of Information
11 _Did the insurance company fail to provide any information necessary lo complete Schedule A7 ............. D Yes E No

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







