Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

2024

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2024 or fiscal plan year beginning 11/01/2024

and ending  10/31/2025

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.)

D a DFE (specify)
D the final return/report

a single-employer plan
B This return/report is: D the first return/report
D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here
[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
JUSTWORKS GROUP HEALTH & WELFARE PLAN number (PN) » s01
1c Effective date of plan
09/01/2004
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) 46-2283648
JUSTWORKS EMPLOYMENT GROUP LLC -
2C Plan Sponsor’s telephone
number
888-534-1711
CHURCH STREET STATION CHURCH STREET STATION 2d Business code (see

PO BOX 7119
NEW YORK, NY 10008-7119

PO BOX 7119
NEW YORK, NY 10008-7119

instructions)
561300

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. 04/24/2026 DAVID FEINBERG
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 04/24/2026 DAVID FEINBERG
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 131268
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) 131268
a(2) Total number of active participants at the end of the plan year ... 63_(2) 153848
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add lINES 6a(2), B0, AN BC.........cveeeeieeiete et ete et ee et ee et ete e e e eaeeteeeteeseeteeseeteeseeeteeseetesseeeesseenseereeans 6d 153848
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f L= I X To I g Tot ol =T Vo TSR PRSPR 6f 153848
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 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached _ 13
actuary 4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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

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

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

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

Receipt Confirmation Code




SCHEDULE A Insurance Information 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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
AETNA LIFE INSURANCE CO.

(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
06-6033492 0868062 179301 11/01/2024 10/31/2025

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

2271280

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose (e) Organization code

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

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2024

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

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

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b B] Dental c @ Vision
e 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) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 70979312
(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)) e+rvrevveeerereeeeseeeeeeeesesseeseseseseeeesesesseesesessseseeeeseeesesesasessssssssssassessasssesssesssssssssssssssssssssssens | 9a4) 70979312
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 54098405
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) AN (2))...vcveeeeee oottt ettt e e ettt e e et ee et ea e s e e 9b(3) 54098405
(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) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 170801
(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) 11193322
(E) TAXES. ...ttt ee ettt ee et e e et eae e e e 9c(1)(E) 144303
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G)
(HY TOUAI FEEEMEON. ....c.vvte ettt ettt s s s s b st es s sesenes 9c(H)(H) 11508426
(2) Dividends or retroactive rate refunds. (These amounts were @ paid in cash, or |:| credited.)......ccevvene 9¢c(2) 5372481
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2)
(B) OUNEI FESEIVES .....eeeveeeteete ettt ettt et et e e ettt te et e et e et et et eseeaeeae et e ete et essessenseseeteeteesesessenseseereeresaetens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......cceoverveniiianenns 9e 5372481
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1426758490
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
AETNA HEALTH, INC.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
0868062HNO 964 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b 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 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)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 6044330
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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

UNITEDHEALTHCARE 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
36-2739571 79413 1662634 15505 11/01/2024 10/31/2025

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

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3

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

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

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

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

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

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

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

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

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

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

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

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

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

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 63445559
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
JUSTWORKS EMPLOYMENT GROUP LLC

D Employer Identification Number (EIN)
46-2283648

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 0215166 162220 11/01/2024 10/31/2025

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

814616

248909

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

JUSTWORKS INSURANCE SERVICES

55 WATER ST FL 29
NEW YORK, NY 10041-0007

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

814616

248909

SUPPLEMENTAL 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

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




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)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 16150925
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
JUSTWORKS EMPLOYMENT GROUP LLC

D Employer Identification Number (EIN)
46-2283648

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 0214990 235584 11/01/2024 10/31/2025

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

1333171

106868

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

JUSTWORKS INSURANCE SERVICES

55 WATER ST FL 29
NEW YORK, NY 10041-0007

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1333171

106868

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




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

m B Other (specify) » ADD

d |X Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 27615892
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2024

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) » 501

C Plan sponsor’s name as shown on line 2a of Form 5500
JUSTWORKS EMPLOYMENT GROUP LLC

D Employer Identification Number (EIN)
46-2283648

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 0235676 60888 11/01/2024 10/31/2025

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

1063272

114311

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

JUSTWORKS INSURANCE SERVICES

55 WATER ST FL 29
NEW YORK, NY 10041-0007

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1063272

114311

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

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

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

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

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

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

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

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

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

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

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




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)
e D Temporary disability (accident and sickness)
i |:| Stop loss (large deductible)
m |:| Other (specify) P

b B] Dental
f D Long-term disability
] D HMO contract

C D Vision

g D Supplemental unemployment
k D PPO contract

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

9 Experience-rated contracts:
a Premiums: (1) AMOUNE rECEIVE ........c.eevieueeiecieeeeete et 9a(1) 35628215
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(4) EAMEA (1) + (2) = (3)) wvvvrevrerrereeeemsesoemessesesseeeessessssseeeesseeesse e | a4 35628215
b Benefit charges (1) Claims Paid...........ocoovoveeeeeeeeeeeeeeeeeeeeeeeeeeee 9b(1) 28658827
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 1535
(3) Incurred claims (AAd (1) AN (2))...vcveeeeee oottt ettt e e ettt e e et ee et ea e s e e 9b(3) 28660362
(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 .....vvvieiiieeeieieiene s eesese et eesene s eeseeeas 9c(H(A) 1063272
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) OtNEI EXPENSES .....eoveveeeeeeeeeeeeeeeeeee et eeee e 9¢c(1)(D) 1805738
(E) TAXES.cvvevieeeeeeieeeieeeee et esees st eae s s e e aee e eneneas e eannanesnaeans 9c(1)(E) 664485
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 712564
(G) Other retention ChAIGES .........o.vveieeeeeeeeeeeeeeeeeeeeee e 9¢c(1)(G) -9996
IS e= I (=TT TSP 9c(1)(H) 4236063
(2) Dividends or retroactive rate refunds. (These amounts were @ paid in cash, or |:| credited.).................. 9c(2) 2731790
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ........ocveeieteete ettt ettt et et et et et et e e te et e et e et et et eseeasese et e et et ensessenseseetestessensessensereeseeresaetens 9d(2) 2092094
(B) OFNEI FESEIVES ...ttt e e e et e e e e ee e e et ee e e eaes et eaeeesan et eaeeneeeneananas 9d(3) 1781411
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A Insurance Information
OMB 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN OF COLORADO

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
84-0591617 95669 47334 92 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 439908
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN OF GEORGIA, INC.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
58-1592076 96237 10443 129 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 811549
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN, INC.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
94-1340523 60053 11209 182 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 980749
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN OF THE MID-ATLANTIC STATES, INC.

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
52-0954463 95639 27740 117 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 647834
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN, INC.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
94-1340523 00000 606292 2614 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 16238393
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN OF THE NORTHWEST

®) N @NaC | @ comractor | ) ArProcas e Poliov o cpiactyea
code identification number perso (f) From (9) To
policy or contract year
93-0798039 95540 22499 80 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 461615
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. 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
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 11/01/2024 and ending  10/31/2025
A Name of plan B Three-digit
JUSTWORKS GROUP HEALTH & WELFARE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
JUSTWORKS EMPLOYMENT GROUP LLC 46-2283648
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
KAISER FOUNDATION HEALTH PLAN, INC

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
94-1340523 00000 234402 1532 11/01/2024 10/31/2025

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

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

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

commissions paid (c) Amount (d) Purpose (e) Organization 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 (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3)
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 7905920
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




% KAISER PERMANENTE.

Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS EMPLOYMENT GROUP LLC Reporting Period: 11/2024 - 10/2025
2100 THORNTON AVE 3RD FLOOR
BURBANK, CA 91504

January 30, 2026

Dear JUSTWORKS EMPLOYMENT GROUP LLC:

Enclosed is your information from Kaiser Foundation Health Plan of Colorado that may assist you in completing the
Schedule A to the Form 5500. The enclosed report provides you with the following information:
e Kaiser Foundation Health Plan of Colorado Employer Identification Number (EIN) and National Association
of Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan of Colorado during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan of Colorado during your plan’s
contract year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan of Colorado posted the premium payment to your account. The enclosed premium
information is not based on coverage or billing periods.

Kaiser Foundation Health Plan of Colorado is providing the enclosed information pursuant to section 103 (a)(2) of
the Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A to the Form 5500. If
you feel you have received this information in error and do not file the Form 5500, please contact your Kaiser
Permanente representative to request to have this report discontinued in future years. If you are unsure about your
requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or other qualified
advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the Form 5500.

We at Kaiser Foundation Health Plan of Colorado value our business relationship with you and trust that you share
our philosophy of maintaining the highest ethical standards of business practices. Our practices for broker
compensation disclosure reporting reflect our shared commitment to full compliance with the law. Thank you for your
continued support.

Sincerely,
Kaiser Foundation Health Plan of Colorado
5500-Central-Team@kp.org
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&% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan of Colorado
Plan Sponsor’'s Name: JUSTWORKS EMPLOYMENT GROUP LLC

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: CO

Insurance Carrier: Kaiser Foundation Health Plan of Colorado

Insurance Carrier Employer Identification Number: 84-0591617

Insurance Carrier NAIC Code: 95669

Plan Sponsor Contract or Identification Number: 47334

Approximate number of persons covered at end of policy contract year: 92
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan of Colorado is not offering you an investment or annuity contract.



Part Ill: Welfare Benefit Contract Information

Premium applied by Kaiser Foundation Health Plan of Colorado during your plan’s contract year:
$439,908.36

Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 30, 2026
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Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS EMPLOYMENT GROUP LLC Reporting Period: 11/2024 - 10/2025
1800 HARRISON ST.

9TH FLOOR

OAKLAND, CA 94612 January 30, 2026

Dear JUSTWORKS EMPLOYMENT GROUP LLC:

Enclosed is your information from Kaiser Foundation Health Plan of Georgia, Inc. that may assist you in completing
the Schedule A to the Form 5500. The enclosed report provides you with the following information:
e Kaiser Foundation Health Plan of Georgia, Inc. Employer Identification Number (EIN) and National
Association of Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan of Georgia, Inc. during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan of Georgia, Inc. during your plan’s
contract year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan of Georgia, Inc. posted the premium payment to your account. The enclosed premium
information is not based on coverage or billing periods.

Kaiser Foundation Health Plan of Georgia, Inc. is providing the enclosed information pursuant to section 103 (a)(2) of
the Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A to the Form 5500. If
you feel you have received this information in error and do not file the Form 5500, please contact your Kaiser
Permanente representative to request to have this report discontinued in future years. If you are unsure about your
requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or other qualified
advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the Form 5500.

We at Kaiser Foundation Health Plan of Georgia, Inc. value our business relationship with you and trust that you
share our philosophy of maintaining the highest ethical standards of business practices. Our practices for broker
compensation disclosure reporting reflect our shared commitment to full compliance with the law. Thank you for your
continued support.

Sincerely,
Kaiser Foundation Health Plan of Georgia, Inc.
5500-Central-Team@kp.org
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INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan of Georgia, Inc.
Plan Sponsor's Name: JUSTWORKS EMPLOYMENT GROUP LLC

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: GA

Insurance Carrier: Kaiser Foundation Health Plan of Georgia, Inc.
Insurance Carrier Employer Identification Number: 58-1592076

Insurance Carrier NAIC Code: 96237

Plan Sponsor Contract or Identification Number: 10443

Approximate number of persons covered at end of policy contract year: 129
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan of Georgia, Inc. is not offering you an investment or annuity contract.



Part Ill: Welfare Benefit Contract Information

Premium applied by Kaiser Foundation Health Plan of Georgia, Inc. during your plan’s contract year:
$811,549.40

Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 30, 2026
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Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS EMPLOYMENT GROUP LLC Reporting Period: 11/2024 - 10/2025
PO BOX 7119

CHURCH STREET STATION

NEW YORK, NY 10008 January 30, 2026

Dear JUSTWORKS EMPLOYMENT GROUP LLC:

Enclosed is your information from Kaiser Foundation Health Plan, Inc. that may assist you in completing the
Schedule A to the Form 5500. The enclosed report provides you with the following information:
e Kaiser Foundation Health Plan, Inc. Employer Identification Number (EIN) and National Association of
Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan, Inc. during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract
year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan, Inc. posted the premium payment to your account. The enclosed premium information is not
based on coverage or billing periods.

Kaiser Foundation Health Plan, Inc. is providing the enclosed information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A to the Form 5500. If you
feel you have received this information in error and do not file the Form 5500, please contact your Kaiser
Permanente representative to request to have this report discontinued in future years. If you are unsure about your
requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or other qualified
advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the Form 5500.

We at Kaiser Foundation Health Plan, Inc. value our business relationship with you and trust that you share our
philosophy of maintaining the highest ethical standards of business practices. Our practices for broker compensation
disclosure reporting reflect our shared commitment to full compliance with the law. Thank you for your continued
support.

Sincerely,
Kaiser Foundation Health Plan, Inc.
5500-Central-Team@kp.org
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8% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan, Inc.
Plan Sponsor’'s Name: JUSTWORKS EMPLOYMENT GROUP LLC

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: HI

Insurance Carrier: Kaiser Foundation Health Plan, Inc.

Insurance Carrier Employer Identification Number: 94-1340523

Insurance Carrier NAIC Code: 60053

Plan Sponsor Contract or Identification Number: 11209

Approximate number of persons covered at end of policy contract year: 182
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan, Inc. is not offering you an investment or annuity contract.



Part lll: Welfare Benefit Contract Information
Premium applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract year: $980,749.07
Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 30, 2026
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Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS DHMO500_0.94 Reporting Period: 11/2024 - 10/2025
55 WATER ST FL 29
NEW YORK, NY 10041

January 27, 2026

Dear JUSTWORKS DHMO500_0.94:

Enclosed is your information from Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. that may assist you
in completmg the Schedule A to the Form 5500. The enclosed report provides you with the foIIowmg information:
Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. Employer Identification Number (EIN) and
National Association of Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
during your plan’s contract year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan of the Mid-Atlantic States, Inc. posted the premium payment to your account. The enclosed
premium information is not based on coverage or billing periods.

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. is providing the enclosed information pursuant to
section 103 (a)(2) of the Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A
to the Form 5500. If you feel you have received this information in error and do not file the Form 5500, please
contact your Kaiser Permanente representative to request to have this report discontinued in future years. If you are
unsure about your requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or
other qualified advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the
Form 5500.

We at Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. value our business relationship with you and
trust that you share our philosophy of maintaining the highest ethical standards of business practices. Our practices
for broker compensation disclosure reporting reflect our shared commitment to full compliance with the law. Thank
you for your continued support.

Sincerely,
Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
5500-Central-Team@kp.org
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8% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
Plan Sponsor’'s Name: JUSTWORKS DHMO500_0.94

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: MA

Insurance Carrier: Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc.
Insurance Carrier Employer Identification Number: 52-0954463

Insurance Carrier NAIC Code: 95639

Plan Sponsor Contract or Identification Number: 27740

Approximate number of persons covered at end of policy contract year: 117
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. is not offering you an investment or annuity
contract.



Part Ill: Welfare Benefit Contract Information

Premium applied by Kaiser Foundation Health Plan of the Mid-Atlantic States, Inc. during your plan’s
contract year: $647,834.49

Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 27, 2026
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Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS EMPLOYMENT GROUP LLC Reporting Period: 11/2024 - 10/2025
55 WATER ST, 29TH FL

4TH FLOOR

NEW YORK, NY 10041 January 30, 2026

Dear JUSTWORKS EMPLOYMENT GROUP LLC:

Enclosed is your information from Kaiser Foundation Health Plan of the Northwest that may assist you in completing
the Schedule A to the Form 5500. The enclosed report provides you with the following information:
e Kaiser Foundation Health Plan of the Northwest Employer Identification Number (EIN) and National
Association of Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan of the Northwest during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan of the Northwest during your plan’s
contract year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan of the Northwest posted the premium payment to your account. The enclosed premium
information is not based on coverage or billing periods.

Kaiser Foundation Health Plan of the Northwest is providing the enclosed information pursuant to section 103 (a)(2)
of the Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A to the Form 5500.
If you feel you have received this information in error and do not file the Form 5500, please contact your Kaiser
Permanente representative to request to have this report discontinued in future years. If you are unsure about your
requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or other qualified
advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the Form 5500.

We at Kaiser Foundation Health Plan of the Northwest value our business relationship with you and trust that you
share our philosophy of maintaining the highest ethical standards of business practices. Our practices for broker
compensation disclosure reporting reflect our shared commitment to full compliance with the law. Thank you for your
continued support.

Sincerely,
Kaiser Foundation Health Plan of the Northwest
5500-Central-Team@kp.org
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&% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan of the Northwest
Plan Sponsor’'s Name: JUSTWORKS EMPLOYMENT GROUP LLC

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: NW

Insurance Carrier: Kaiser Foundation Health Plan of the Northwest
Insurance Carrier Employer Identification Number: 93-0798039

Insurance Carrier NAIC Code: 95540

Plan Sponsor Contract or Identification Number: 22499

Approximate number of persons covered at end of policy contract year: 80
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan of the Northwest is not offering you an investment or annuity contract.



Part Ill: Welfare Benefit Contract Information

Premium applied by Kaiser Foundation Health Plan of the Northwest during your plan’s contract year:
$461,615.98

Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 30, 2026
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% KAISER PERMANENTE.

Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIA Reporting Period: 11/2024 - 10/2025
DAVID FEINBERG

55 WATER ST FL 29

NEW YORK, NY 10041-0008 January 27, 2026

Dear JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIATES:

Enclosed is your information from Kaiser Foundation Health Plan, Inc. that may assist you in completing the
Schedule A to the Form 5500. The enclosed report provides you with the following information:
e Kaiser Foundation Health Plan, Inc. Employer Identification Number (EIN) and National Association of
Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan, Inc. during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract
year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan, Inc. posted the premium payment to your account. The enclosed premium information is not
based on coverage or billing periods.

Kaiser Foundation Health Plan, Inc. is providing the enclosed information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A to the Form 5500. If you
feel you have received this information in error and do not file the Form 5500, please contact your Kaiser
Permanente representative to request to have this report discontinued in future years. If you are unsure about your
requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or other qualified
advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the Form 5500.

We at Kaiser Foundation Health Plan, Inc. value our business relationship with you and trust that you share our
philosophy of maintaining the highest ethical standards of business practices. Our practices for broker compensation
disclosure reporting reflect our shared commitment to full compliance with the law. Thank you for your continued
support.

Sincerely,
Kaiser Foundation Health Plan, Inc.
5500-Central-Team@kp.org
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&% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan, Inc.
Plan Sponsor’'s Name: JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIATES

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: CA

Insurance Carrier: Kaiser Foundation Health Plan, Inc.

Insurance Carrier Employer Identification Number: 94-1340523

Insurance Carrier NAIC Code: 00000

Plan Sponsor Contract or Identification Number: 606292

Approximate number of persons covered at end of policy contract year: 2614
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan, Inc. is not offering you an investment or annuity contract.



Part lll: Welfare Benefit Contract Information
Premium applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract year: $16,238,393.37
Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 27, 2026
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% KAISER PERMANENTE.

Attention: 5500 Central Team
3840 Murphy Canyon Road
San Diego, CA 92123

JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIA Reporting Period: 11/2024 - 10/2025
DAVID FEINBERG

55 WATER ST FL 29

NEW YORK, NY 10041-0008 January 27, 2026

Dear JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIATES:

Enclosed is your information from Kaiser Foundation Health Plan, Inc. that may assist you in completing the
Schedule A to the Form 5500. The enclosed report provides you with the following information:
e Kaiser Foundation Health Plan, Inc. Employer Identification Number (EIN) and National Association of
Insurance Commissioners (NAIC) code.
® The name and address of your broker, or other agent working on your behalf, who received compensation
from Kaiser Foundation Health Plan, Inc. during your plan’s contract year.
® The amount of sales and base commissions paid to your broker, or other agent working on your behalf,
during your plan’s contract year.
® The amount of any fees paid to your broker, or other agent working on your behalf during your plan’s
contract year. (Please note that bonus payments and non-monetary compensation are defined as fees on
the actual Schedule A to the Form 5500.)
® The approximate number of covered persons as of the last day of your plan’s contract year. (The
approximate number of covered persons includes the number of health plan subscribers in addition to their
spouses and dependents, if any.)
® The total amount of premiums applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract
year.

Please be aware that the amount of premium dollars provided on the enclosed report is based on the date Kaiser
Foundation Health Plan, Inc. posted the premium payment to your account. The enclosed premium information is not
based on coverage or billing periods.

Kaiser Foundation Health Plan, Inc. is providing the enclosed information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completion of Schedule A to the Form 5500. If you
feel you have received this information in error and do not file the Form 5500, please contact your Kaiser
Permanente representative to request to have this report discontinued in future years. If you are unsure about your
requirement to file the Form 5500 you should contact your broker, tax advisor, legal counsel or other qualified
advisor for guidance. Kaiser Permanente is unable to help determine if you are required to file the Form 5500.

We at Kaiser Foundation Health Plan, Inc. value our business relationship with you and trust that you share our
philosophy of maintaining the highest ethical standards of business practices. Our practices for broker compensation
disclosure reporting reflect our shared commitment to full compliance with the law. Thank you for your continued
support.

Sincerely,
Kaiser Foundation Health Plan, Inc.
5500-Central-Team@kp.org
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8% KAISER PERMANENTE.

INSURANCE INFORMATION
Insurance companies are required to provide the following information pursuant to section 103 (a)(2) of the
Employee Income Securities Act of 1974 (ERISA) to assist you in completing the Schedule A of your Form 5500.

Part I: Information Concerning Insurance Coverage, Fees, and Commissions

Name of Insurance Carrier: Kaiser Foundation Health Plan, Inc.
Plan Sponsor’'s Name: JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIATES

Information Concerning Insurance Contract Coverage

Kaiser Foundation Health Plan Region: CA

Insurance Carrier: Kaiser Foundation Health Plan, Inc.

Insurance Carrier Employer Identification Number: 94-1340523

Insurance Carrier NAIC Code: 00000

Plan Sponsor Contract or Identification Number: 234402

Approximate number of persons covered at end of policy contract year: 1532
Contract Year from 11/2024 - 10/2025

Information Concerning Insurance Contract Fees and Commissions

Total Amount of Commissions Paid: $0.00
Total Amount of Fees Paid: $0.00

1) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

2) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None



3) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

4) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

5) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

6) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

7) Name and address of the agent, broker, or other person to whom commissions or fees were paid:
None

Amount of sales and base commissions paid to None $0.00
Fees and other compensation paid to None: $0.00
Bonus Amount: $0.00
Bonus Purpose: None
Value of Non-Monetary Compensation: $0.00
Type/Purpose of Non-Monetary Compensation: None

Part lI: Investment and Annuity Contract Information

Kaiser Foundation Health Plan, Inc. is not offering you an investment or annuity contract.



Part lll: Welfare Benefit Contract Information
Premium applied by Kaiser Foundation Health Plan, Inc. during your plan’s contract year: $7,905,920.93
Part IV: Provision of Information

Kaiser Foundation Health Plan, Inc. hereby certifies that the foregoing statement furnished pursuant to 29
US Code of Federal Regulations 2520.103(c) is complete and accurate.

Laura Sokolowski

Vice President, Commercial Membership Administration
Kaiser Foundation Health Plan, Inc

January 27, 2026
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ERISA 5500 SCHEDULE A TEAM

®
PO BOX 818091
CLEVELAND, OH 44181-8091

MARCH 26, 2026

JUSTWORKS EMPLOYMENT GROUP LLC

HEALTH BENEFITS OPERATIONS, BENEFIT OPERATIONS MGR
PO BOX 7119

NEW YORK, NY 10008

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: JUSTWORKS EMPLOYMENT GROUP LLC - 0868062
Policy Period : November 01, 2024 through October 31, 2025

We have enclosed information for your policy period listed above to help you complete the Schedule A to
ERISA Form 5500 Annual Report. We are providing this information in accordance with U.S. Department of
Labor regulations.

Note that compliance with the ERISA requirements for completion of the Annual Report and its filing with
the Internal Revenue Service is the sole responsibility of employers, plan administrators and their
professional advisors. Aetna Life Insurance Co. cannot and does not assume any responsibility for such
compliance, but we are pleased to provide information pertaining to your insurance program as needed to
complete the Report.

Information may also be included in the enclosure(s) for your consideration in completing Schedule C of
your Form 5500. This information may consist of one or more of the following: Producer Service Fees,
Indirect Compensation (as it pertains to meals and entertainment) and/or Direct Billed Fees. Information
pertaining to Indirect Compensation and Direct Billed Fees is provided on a calendar year basis, which may
not coincide with your plan year.

If you have other benefits plans with Aetna Life Insurance Co., you may receive additional ERISA
information to complete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Aetna Life Insurance Co. account manager,
or call 1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Aetna Life Insurance Co.

Enclosure(s)

x920261€0-41-290898x«



INSURANCE INFORMATION

L
5 AETNA LIFE INSURANCE COMPANY
AND AFFILIATES

For Fiscal Plan Year beginning 11/01/2024, and ending 10/31/2025.

The following information is intended for your use in
completing Schedule A of Form 5500.

C. Name of Plan Sponsor: JUSTWORKS EMPLOYMENT GROUP LLC

PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.
1. Coverage: Traditional Retrospective

(a) Name of Insurance Carrier: (d) Contract Number |(e) Approximate number of
Aetna Life Insurance Co. or |dentification: persons covered at end of Policy or contract year
(b) EIN 06-6033492 policy or contract year. (f) From: (9) To:
— 0868062 179301
(c) NAIC Code: See Attached Listing ’ 11/01/2024 10/31/2025

2. Insurance fees and commissions paid to agents and brokers:

Contract or

(a) Name and address of the agents or brokers

(b) Amount of

(c) & (d) Fees Paid

identification to whom commissions or fees were paid. commissions paid Amount Purpose
0868062 JUSTWORKS INSURANCE SERVICES PO BOX 7119 $2,271,280.77
CHURCH ST STATION NEW YORK, NY 10008
TOTAL $2,271,280.77

Reported fees and commissions may be attributed to multiple Aetna companies.

Part Ill 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 organization(s),

the information may be combined for reporting purposes if such contracts are experience-rated as a unit. 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.

7 Benefit and contract type (check all applicable boxes)
Health (other than dental or vision) Dental Vision

[ ] Temporary disability (accident and sickness)

[ ] Stop loss (large deductible) [ ] HMO contract []
[ ] Accidental Death Dismemberment [ ] Short Term Disability

PPO contract

[ ] Life Insurance

[ ] Long-term disability [ ] Supplemental unemployment [ ] Prescription drug

[ ] Indemnity contract

8 Experience Rated Contracts: See Attached

9.  Non experience rated contracts:
(a) Total premiums or subscription charges paidtocarrier. . . ......... ... ... ... .. i .....1,426,758,490.93
(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 2 above, report amount

Specify nature of costs  -->

This information was generated as of March 19, 2026.

Date

March 26, 2026 FINAL RELEASE

AETNA LIFE INSURANCE COMPANY AND AFFILIATES

Vicki Silva hereby certifies that the foregoing statement is

Registrar

complete and accurate

x9202¢61€0-41-290898«



INSURANCE INFORMATION The following information is intended for your use in

® AETNA LIFE INSURANCE COMPANY completing Schedule A of Form 5500.
AND AFFILIATES

For Fiscal Plan Year beginning 11/01/2024, and ending 10/31/2025.

C. Name of Plan Sponsor: JUSTWORKS EMPLOYMENT GROUP LLC

8. Experience rated contracts for: 0868062
(@) Premiums:

1) AMOUNEIECEIVEM. . . . . o o $70,979,312.00

3) Increase (decrease) in unearned premium reserve
4) Premiums earned, (1) plus (2), minus (3)
(b) Benefit charges:

(
(2) Increase (decrease) inamountdue butunpaid. . ............. ... . ... . ...
(
(

(
(2) Increase (decrease) in Claim reServes. . . ...t

(3) Incurred claims (1) PIUS (2). . . o .ottt
(4) Claims charged. . . .. ...

(c) Remainder of premium:
1) Retention charges (on an accrual basis)-

(A) COMMISSIONS. . . . .ttt e e e e e e $170,801.00

(B) Administrative service orotherfees. .. ....... ... ... ... . . . .. .
(C) Other specific acquisition costs. . ... ...

(D) Ofher XPENSES. . . o . vttt et e ettt $11,193,322.00
(B) TaXES. . vttt et e $144,303.00

(F) Charges forrisk or contingencies. . . ...... ... ... ... . . . . ..
(G) Otherretentioncharges. . ...

1) Claims paid. .. ... ... $54,098,405.00

$70,979,312.00

$54,098,405.00

(H) Total retention. . . .. ... e
(2) Dividends or retroactive rate refunds. (Such amounts were 1) [wlpaidin cashor 2) [] credited)
(d) Status of policyholder reserves at end of year:
(1)  Amount held to provide benefits after retirement. ... ... ..
(2)  ClaiM rESEIVES. . . . ottt et e e e

() Other reSerVeS. . . .ttt e e
(e) Dividends or retroactive rate refunds due (do not include amount entered in (c) (2))

$11,508,426.00

$5,372,481.00

$5,372,481.00

x920261€0-41-290898«



State NAIC Code Service Area EIN
95094 Aetna Health Inc. (a Georgia Corporation) 06-6033492
95910 Aetna Dental Inc (a Texas Corporation) 06-6033492
60054 Aetna Life Insurance Company 06-6033492
N/A Aetna Dental of California Inc. 06-6033492
11183 Aetna Dental Inc (a New Jersey Corporation) 06-6033492
95003 Aetna Health Inc. (an Arizona Corporation) 06-6033492







ERISA 5500 SCHEDULE A TEAM

®
PO BOX 818091
CLEVELAND, OH 44181-8091

MARCH 26, 2026

JUSTWORKS EMPLOYMENT GROUP LLC

HEALTH BENEFITS OPERATIONS, BENEFIT OPERATIONS MGR
PO BOX 7119

NEW YORK, NY 10008

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: JUSTWORKS EMPLOYMENT GROUP LLC - 0868062HNO
Policy Period : November 01, 2024 through October 31, 2025

We have enclosed information for your policy period listed above to help you complete the Schedule A to
ERISA Form 5500 Annual Report. We are providing this information in accordance with U.S. Department of
Labor regulations.

Note that compliance with the ERISA requirements for completion of the Annual Report and its filing with
the Internal Revenue Service is the sole responsibility of employers, plan administrators and their
professional advisors. Aetna Health, Inc. cannot and does not assume any responsibility for such
compliance, but we are pleased to provide information pertaining to your insurance program as needed to
complete the Report.

Information may also be included in the enclosure(s) for your consideration in completing Schedule C of
your Form 5500. This information may consist of one or more of the following: Producer Service Fees,
Indirect Compensation (as it pertains to meals and entertainment) and/or Direct Billed Fees. Information
pertaining to Indirect Compensation and Direct Billed Fees is provided on a calendar year basis, which may
not coincide with your plan year.

If you have other benefits plans with Aetna Health, Inc., you may receive additional ERISA information to
complete your Schedule A and Schedule C for those plans under separate cover.

If you have any additional reporting needs, please contact your Aetna Health, Inc. account manager, or call
1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Aetna Health, Inc.

Enclosure(s)

x9¢0261€0-NH-ONHZ90898«



INSURANCE INFORMATION The following information is intended for your use in

® AETNA LIFE INSURANCE COMPANY completing Schedule A of Form 5500.
AND AFFILIATES

For Fiscal Plan Year beginning 11/01/2024, and ending 10/31/2025.

C. Name of Plan Sponsor: JUSTWORKS EMPLOYMENT GROUP LLC

PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.
1. Coverage: HNO Prospective

(a) Name of Insurance Carrier: (d) Contract Number |(e) Approximate number of
Aetna Health, Inc. or |dentification: persons covered at end of Policy or contract year
b) EIN See Attached policy or contract year. f) From: To:
(b) - 0868062HNO 964 ® @
(c) NAIC Code: See Attached Listing 11/01/2024 10/31/2025
2. Insurance fees and commissions paid to agents and brokers:
Contract or (a) Name and address of the agents or brokers (b) Amount of ) (c) & (d) Fees Paid
identification to whom commissions or fees were paid. commissions paid | Amount Purpose

TOTAL

Reported fees and commissions may be attributed to multiple Aetna companies.

Part lll Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organization(s),

the information may be combined for reporting purposes if such contracts are experience-rated as a unit. 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.

7 Benefit and contract type (check all applicable boxes)

[ ] Health (other than dental or vision) [ ] Dental [ ] Vision [ ] Life Insurance

[ ] Temporary disability (accident and sickness) [ | Long-term disability [ | Supplemental unemployment [ | Prescription drug
[ ] Stop loss (large deductible) HMO contract [ ] PPO contract [ ] Indemnity contract
[ ] Accidental Death Dismemberment [ ] Short Term Disability

8 Experience Rated Contracts: N/A

9. Non experience rated contracts:

(a) Total premiums or subscription charges paid to carrier. . . . . ... ... . . e $6,044,330.11

(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 2 above, reportamount. . .. ..................

Specify nature of costs  -->
This information was generated as of March 19, 2026.

Date March 23, 2026 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
Vicki Silva hereby certifies that the foregoing statement is
complete and accurate

Registrar

x9¢0261€0-NH-ONHZ90898x«



State NAIC Code Service Area EIN
WA 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
CT 95935 Aetna Heath Inc. (a Connecticut Corporation) 23-2442048
CO 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
X 95490 Aetna Health Inc. (a Texas Corporation) 76-0189680
VA 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
TN 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
PA 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
OK 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
OH 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
NY 95234 Aetna Health Inc. (a New York Corporation) 22-2663623
NV 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
VA 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
MO 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
CA 0 Aetna Health of California Inc. (a California Corporation) 95-3402799

IL 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
DE 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
FL 95088 Aetna Health Inc. (a Florida Corporation) 59-2411584
GA 95094 Aetna Health Inc. (a Georgia Corporation) 58-1649568
NJ 95287 Aetna Health Inc. (a New Jersey Corporation) 52-1270921
KS 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
Mi 95756 Aetna Health Inc. (a Michigan Corporation) 23-2861565
KY 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
AZ 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
LA 95173 Aetna Health Inc. (a Louisiana Corporation) 74-2381406
MA 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
MD 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
ME 95517 Aetna Health Inc. (a Maine Corporation) 01-0504252
NC 95109 Aetna Health Inc. (a Pennsylvania Corporation) 23-2169745
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Metropolitan Life Insurance Company
501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

MetLife

Sales & Broker Compensation Services

February 6, 2026

ATTENTION: DAVID FEINBERG

JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIA
CHURCH STREET STATION, P.O. BOX 7119

NEW YORK, NY 10008

The Employee Retirement -Income Security Act of 1974 ("ERISA™) requires an annual financial report on
employee welfare benefit plans and pension benefit plans which cover 100 or more participants at the beginning
of the plan year and are subject to ERISA. The administrator of such a plan is required to file an annual report
on L.R.S./DOL Form 5500, including the accompanying Schedule A, with the Employee Benefits Security
Administration.

Your Metropolitan Life Insurance Company ("MetLife") employee welfare benefit plan may be subject to
ERISA's annual reporting requirements and MetLife is therefore providing you with the information needed to
complete Schedule A of Form 5500. The attached report is not an actual Schedule A form and should not be
attached to the Form 5500 for regulatory filing. The information should be forwarded to the person who will be
completing your annual filing. The information is taken from the data MetLife maintains within its normal
business records and is, to the best of MetLife's knowledge and belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries
may include brokers, consultants, agents and third-party administrators. There are several categories of
compensation that may be paid to an intermediary. For your reference, the categories of compensation are
listed below.

e Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are
usually calculated as a percentage of premium. Base commissions are typically factored into the cost of the
customer’s plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based
on an intermediary's new business or total inforce premium for a specified year. It is not MetLife's practice
to specifically factor supplemental compensation into the cost of customer's plan. Supplemental
compensation is factored into the price structure of MetLife's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration,
communication, enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly
charged to the customer's plan.

e Award - If your intermediary received an award (such as travel or a gift) from MetLife, MetLife allocated the
value of the award to all plans that were considered in the qualification criteria proportionately.

Note, the non-monetary compensation amount included in the Schedule A, Fees Paid section of the enclosed
report is based on the calendar year tracking of all individual gifts or items of non-monetary compensation such
as dinners, tickets for shows or other entertainment events, membership dues, hotels, equal to or greater than
$10, that are given to or provided directly or indirectly to brokers, producers, and other insurance
intermediaries and/or their spouses, companions or family members. This information is tracked and
aggregated at the brokerage firm or company level. The total value is divided by the total number of active
contracts or policies in place with that firm for that year except for items relating directly to a specific customer
or customers (which are reported to the specific customer(s)). This allocation is reported on the Schedule A
reports for all ERISA customers who are part of a given broker firm's book of business.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in
addition to the information MetLife has provided, you should enter in the Schedule the appropriate name of the
plan, three-digit plan number and emplover identification number in the appropriate spaces immediately
preceding Part 1.

1of2
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You may also wish to consult with your counsel concerning any heed for attaching an opinion by an independent
qualified public accoumtant.

This letter, together with your copy of the complete annual report should be retained for at least the G-year
period required by ERISA.

# The Gross Dealer Concession is based on premiums received and represents the total compensation and fees

paid by the Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s)
received payments subject to selling agreements that they have with the selling firm. The remaining
compensation is used by the distributor or selling firm to pay other expenses, including Management
Compensation, Conference expenses, etc. The Gross Dealer Concession includes the Commission Paid which is
listed separately. The Metropolitan Life Insurance Company attests that the foregoing statement is complete
and accurate to the best of its knowledge, information, and belief.

If you have any questions please contact your MetLife Account Representative:
DANIEL MOTA, +1 (813)673-3785 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information

MetLlfe apprec1ates your business.

-+

i - R LR
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Official Use Only
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. 2024
Department of Labor
Employee Benefits Security Administration » File as an attachment to Form 5500
_ _ » Insurance companies are required to provide this information This Form is Open to

Pensian Benefit Guaranty Carporation pursuant to ERISA section 103(a)(2), Public Inspection.

For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 , and ending 10/31/2025

A Name of plan

B Three digit
plan number »

PEO AFFILIA

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

~-JUSTWORKS-EMPLOYMENT GROUP-LLC-ANDITS—

D Employer Identification Number

. e —— JRUR—

Part| |Information Concerning Insurance Contract Coverage, Fees, and Commissions

Provide information for each confract on a separate Schedule A. Individual contracts grouped as a unit can be reported
on a single Schedule A

1 Coverage:

{a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

{e) Approximate number of persons Policy or contract year

NAIC d) Contract ;
(b} EIN (clode ideé-lt?ﬁca?ir;r:anuroni)er covered at end ;: ;:hcy or contract 0 From @10
13-5581829 | 65978 0215166 162,220 11/01/2024 | 10/31/2025

Part 1.

2 Insurance fees and commissiens paid to agents, brokers and other persons. Enter the total fees and total commissions below and
list agents, brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in

Totals *

Total amount of commissions paid

Total Fees Paid / amount

814,616

248,909

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. V7.2 Schedule A (Form 5§500) 2024



Schedule A (Form 5500) 2024 ' Page 2 ]

Partll ' ' Official Use Only
-".Ia:i'::-i:-':; {a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid
g
¥ ; Name: JUSTWORKS INSURANCE SERVICES
' Address: 55 WATER ST FL 29 . City: NEWYORK ST NY  ZIP: 10041-0007
Commissions Paid ' ._{ﬁ Fees Paid . Organization
é- Coverage Amount |Purpose §s’! Coverage Amount {Purpose code
g ¢
g Temporary ‘ s k|: Temparary Supplemental
% Disability 814,616 |[Base Commissions ,g Disability 248,909 Compensation 03
g 814 616 |Sub-total 248, 909 Sub-total
E: R e R R i
é
g ] . ..
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I Schedule A {Form 5500) 2024 ' Page 4

" Official Use Only

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 organization(s), the information may be combined for reporting purposes if such contracts are
experience-rated as a unit. Where individual contracts are provided, the entire group of such individual contracts with
each carrier may be freated as a unit for purposes of this report,

8 Benefit and contract type (check all-applicable boxes)

G)OOCPOOOOOOOGOOOOOI- 1 0O0O0Q0T+HI0Y0G0/ 000

a Health (other than dental or vision) b | Dental c Vision d Life Insurance
e | X ;il;(nnpeosrsa)ry disability (accident & f Long-term disability g nggﬁ;:;;t:;t h (I;’:s;cription
i Stop'Loss (farge dedudtible) i| {Hvoconract k| _|PPO contract 1 L’Lﬁg&‘t"
m Other (specify) »
9  Experience-rated contracts N/A
10 Nonexperience-rated contracts _ Coverage Amcunt
" Temporary Disability 16,150,925
a Total premiums or subscription charges paid to carrier 16,150,825
b Ifthe carrier, service, or other organization incurred any specific costs in.connection with the acquisition i
or retention of the contract'or policy, other than reported in Part [, item 2 above, report amourit

Specify nature of costs below P

Footnote(s)

The approximate number of persons covered as shown on the first page of the Schedule A is MetLife's estimated.
view of participants, spouses and dependents at the end of the policy period. This estimation should be used for
reporting purposes only.

If the plan named in ltem A on the first page of Schedule A (the "Plan"} retains the services of a broker, consultant, agent or
third-party administrator {each an "Intermediary"”) for the Plan, MetlLife may in addition to' paying base commission provide
additional compensation to the inteimediary under various preferred broker and other. compensation programs and expense
-reimbursement: Under such-programs, an Intermeadiary may qualify for additional compensatlon that may or may not be directly )
charged.to the Plan. Such conipensation may not be included in the amount listed in Item 2 on the first page of Schedule A.

Please contact MetLife if you would like additional information or details.

FEB 13 2026
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Metropolitan Life Insurance Company
501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

Metlife

Sales & Broker Compensation Services

February 6, 2026

ATTENTION: DAVID FEINBERG

JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIA
CHURCH STREET STATION, P.O. BOX 7119

NEW YORK, NY 10008

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on
employee welfare benefit plans and pension benefit plans which cover 100 or more participants at the beginning
of the plan year and are subject to ERISA. The administrator of such a plan is required to file an annual report
on L.LR.S./DOL Form 5500, including the accompanying Schedule A, with the Employee Benefits Security
Administration.

Your Metropolitan Life Insurance Company ("MetLife") employee welfare benefit plan may be subject to
ERISA's annual reporting requirements and MetLife is therefore providing you with the information needed to
complete Schedule A of Form 5500. The attached report is not an actual Schedule A form and should not be
attached to the Form 5500 for regulatory filing. The information should be forwarded to the person who will be
completing your annual filing. The information is taken from the data MetLife maintains within its normal
business records and is, to the best of MetLife's knowledge and belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries
may include brokers, consultants, agents and third-party administrators. There are several categories of
compensation that may be paid to an intermediary. For your reference, the categories of compensation are
listed below.

e Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are
usually calculated as a percentage of premium. Base commissions are typically factored into the cost of the
customer's plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based
on an intermediary's new business or total inforce premium for a specified year. It is not MetLife's practice
to specifically factor supplemental compensation into the cost of customer's plan. Supplemental
compensation is factored into the price structure of MetLife's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration,
communication, enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly
charged to the customer's plan.

e  Award - If your intermediary received an award (such as travel or a gift) from MetLife, MetLife allocated the
value of the award to all plans that were considered in the qualification criteria proportionately.

Note, the non-monetary compensation amount included in the Schedule A, Fees Paid section of the enclosed
report is based on the calendar year tracking of all individual gifts or items of non-monetary compensation such
as dinners, tickets for shows or other entertainment events, membership dues, hotels, equal to or greater than
$10, that are given to or provided directly or indirectly to brokers, producers, and other insurance
intermediaries and/or their spouses, companions or family members. This information is tracked and
aggregated at the brokerage firm or company level. The total value is divided by the total number of active
contracts or policies in place with that firm for that year except for items relating directly to a specific customer
or customers (which are reported to the specific customer(s)). This allocation is reported on the Schedule A
reports for all ERISA customers who are part of a given broker firm's book of business.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in
addition to the information MetLife has provided, you should enter in the Schedule the appropriate name of the
plan, three-digit plan number and employer identification number in the appropriate spaces immediately
preceding Part I.

10f2



You may also wish to consult with your counsel concerning any need for attaching an opinion by an independent
qualified public accountant.

This letter, together with your copy of the complete annual report should be retained for at least the 6-year
period required by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees
paid by the Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s)
received payments subject to selling agreements that they have with the selling firm. The remaining
compensation is used by the distributor or selling firm to pay other expenses, including Management
Compensation, Conference expenses, etc. The Gross Dealer Concession includes the Commission Paid which is
listed separately. The Metropolitan Life Insurance Company attests that the foregoing statement is complete
and accurate to the best of its knowledge, information, and belief.

If you have any questions please contact your MetLife Account Representative:
DANIEL MOTA, +1 (813)673-3785 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information.

MetLife appreciates your business. I ; LT
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Cfficial Use Only
SCHEDULE A surance Information
(Form 5500) In ce nfo t 0 OMB No. 1210-0110
Depariment of the Treasury This schedule is required to be filed under section 104 of the

Internal Revenue Service

Bepartment of Laber

Employee Retirement Income Securtity Act of 1974.

2024

Employee Benefits Security Administration P File as an attachment to Form 5500
, _ _ P insurance companies are required to provide this information This Form is Open to
Pension Benefit Guaranty Corporation pursuant to ERISA section 103(a)(2). Public Inspection.

For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 |, and ending 10/31/2025

A Name of plan

B Three digit
plan number #

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

¥
|

!

i
1

:
2
-
:
:
1
g
:

PEO AFFILIA

1 JUSTWORKS EMPLOYMENT GROUP LLC AND1TS ™

D Employer ldentification Number

S =

Partl [ Information Concerning Insurance Contract Coverage, Fees, and Commissions

Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit can be reported

on a single Schedule A

1 Coverage:

(a) Name

of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(e) Approximate number of persons

Policy or contract year

(b} EIN (C)c gﬁc ideg(jt?ﬁ.-ﬁ:a‘tjgr:a:fj:ﬂsrl)er covered at end ;Jé E;:rolic:y or contract p— oo
13-55681829 | 65978 0214990 235,584 11/01/2024 | 10/31/2025

Part 1.

2 Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total commissions below and
list agents, brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in

Totals *

Total amount of commissions paid

Total Fees Paid / amount

1,333,171

106,868

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. V7.2 Schedule A (Form 5500) 2024
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Schedule A (Form 5500) 2024 Page 2

Part Il Official Use Only
(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid
Name: JUSTWORKS INSURANCE SERVICES
Address: 55 WATER ST FL 29 City: NEW YORK ST;NY ZIP: 10041-0007

- Commissions Paid l Fees Paid. Organization
g Coverage Amount ;Purpose | Coverage Amount |Purpose code

Temporary ; W Temporary Supplemental
5 Disability 515,839 |Base Commissions B Disability 52,971 Compensation 03
8
g Long Term e Supplemental
=2 Lo 366,932 |B Ci LIFE 22,710 s
g Disability ' ase Lommissians ' Cormpensation
8 8 | ong Term
8 LIF 337,742 |Base Commissi h -ong I 17,354  |Supplemental
g IFE \ ase Commissions B Dicability , Compensation
(=]
g Vision 60,952 [Base Commissions Vision 8,031 __ |Supplemental .
8= =~ g —— Compensaton
8 AD&D 51,706  |Base Commissions W AD2D 5802  |Supplemental

Compensation
1,333,171 [Sub-total 106,868 |[Sub-total

B m—




I Schedule A (Form §500) 2024 Page 4

:r::-l"‘.: Official Use Only
A
Part HI Welfare Benefit Contract Information
I more than one contract covers the same group of employees of the same employer(s) or members of the same
o employee organization(s), the information may be combined for reporting purposes if such contracts are
% experience-rated as a unit. Where individual contracts are provided, the entire group of such individual contracts with
E each carrier may be treated as a unit for purposes of this report.
E
E 8 Benefit and contract type (check all applicable boxes)
% a Health (other than dental or vision) b Dental c | X | vision d| X | Life Insurance
3
Temporary disability (accident & " A Supplemental Prescription
g e | X sickness) f | X | Long-term disabiity g unemployment h drug
. . . fndemnity
~ g_ i Stop Loss (large deductible) i HMC contract . & PPO contract . | contract
g m | X | Other specify) » ADD
9  Experience-rated contracts N/A
10 Nonexperience-rated contracts Coverage Amount
Temporary Disability 10,582,990
Long Term Disability 7,179,136
LIFE 6,717,965
Vision 2,078,231
AD&D 1,057,570
a Total premiums or subscription charges paid to carrier 27,615,892
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 |, item 2 above, report armount

Specify nature of costs below ¥

Footnote(s)

The.approximate number of persons covered as shown on the first page of the Schedule A is MetLife's estimated
view of participants, spousées and dependents at the end of the policy period. This estimation should be used for
reporting purposes only,

If the plan named in ltem A on the first page of Schedule A (the "Plan") retains the services of a broker, consultant, agent or
third-party administrator (each an “"Intermediary™) for the Plan, MetLife may in addition to paying base tommission provide
additional compensation to the Intermediary under various preferred broker and other compensation programs and expense
reimbursement. Under such programs, an Intermediary may qualify for additional compensation that may or may not be directly
charged to the Plan. Such compensation may not be included in the amount listed in ltem 2 on the first page of Schedule A.
Please contact MetLife if you would like additional information or details.

FEB 13 2026



Metropolitan Life Insurance Company . MetLife

501 U.S. Highway 22, 2nd Floor - West
Bridgewater, NJ 08807

Sales & Broker Compensation Services

March 2, 2026

ATTENTION: DAVID FEINBERG

JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIA
CHURCH STREET STATION, P.O. BOX 7119

NEW YORK, NY 10008

The Employee Retirement Income Security Act of 1974 ("ERISA") requires an annual financial report on
employee welfare benefit plans and pension benefit plans which cover 100 or more participants at the beginning
of the plan year and are subject to ERISA. The administrator of such a plan is required to file an annual report
on LR.S./DOL Form 5500, including the accompanying Schedule A, with the Employee Benefits Security
Administration.

Your Metropolitan Life Insurance Company ("MetLife") employee welfare benefit plan may be subject to
ERISA's annual reporting requirements and MetLife is therefore providing you with the information needed to
complete Schedule A of Form 5500. The attached report is not an actual Schedule A form and should not be
attached to the Form 5500 for regulatory filing. The information should be forwarded to the person who will be
completing your annual filing. The information is taken from the data MetLife maintains within its normal
business records and is, to the best of MetLife's knowledge and belief, complete and accurate.

Part I, Section 2 of this report lists the compensation paid to intermediaries related to your plan. Intermediaries
may include brokers, consultants, agents and third-party administrators. There are several categories of
compensation that may be paid to an intermediary. For your reference, the categories of compensation are
listed below.

e Base Commissions - Base commissions are generally paid to an intermediary on a monthly basis and are
usually calculated as a percentage of premium. Base commissions are typically factored into the cost of the
customer's plan.

e Supplemental Compensation - Supplemental compensation may be paid to qualifying intermediaries based
on an intermediary's new business or total inforce premium for a specified year. It is not MetLife's practice
to specifically factor supplemental compensation into the cost of customer's plan. Supplemental
compensation is factored into the price structure of MetLife's institutional business products.

e Fees - Fees may include payments made to intermediaries for services such as administration,
communication, enrollment, billing, eligibility, recordkeeping, printing and mailing. Fees may be directly
charged to the customer's plan.

e Award - If your intermediary received an award (such as travel or a gift) from MetLife, MetLife allocated the
value of the award to all plans that were considered in the qualification criteria proportionately.

Note, the non-monetary compensation amount included in the Schedule A, Fees Paid section of the enclosed
report is based on the calendar year tracking of all individual gifts or items of non-monetary compensation such
as dinners, tickets for shows or other entertainment events, membership dues, hotels, equal to or greater than
$10, that are given to or provided directly or indirectly to brokers, producers, and other insurance
intermediaries and/or their spouses, companions or family members. This information is tracked and
aggregated at the brokerage firm or company level. The total value is divided by the total number of active
contracts or policies in place with that firm for that year except for items relating directly to a specific customer
or customers (which are reported to the specific customer(s)). This allocation is reported on the Schedule A
reports for all ERISA customers who are part of a given broker firm's book of business.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in
addition to the information MetLife has provided, you should enter in the Schedule the appropriate name of the
plan, three-digit plan number and employer identification number in the appropriate spaces immediately
preceding Part 1.

10of2



You may also wish to consult with your counsel concerning any need for attaching an opinion by an independent
qualified public accountant.

This letter, together with your copy of the complete annual report should be retained for at least the 6-year
period required by ERISA.

* The Gross Dealer Concession is based on premiums received and represents the total compensation and fees
paid by the Insurance Company to the selling firm for the coverage used to fund the plan. Your representative(s)
received payments subject to selling agreements that they have with the selling firm. The remaining
compensation is used by the distributor or selling firm to pay other expenses, including Management
Compensation, Conference expenses, etc. The Gross Dealer Concession includes the Commission Paid which is
listed separately. The Metropolitan Life Insurance Company attests that the foregoing statement is complete
and accurate to the best of its knowledge, information, and belief.

If you have any questions please contact your MetLife Account Representative:
DANIEL MOTA, +1 (813)673-3785 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information.

MetLife appreciates your business.

20f2
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Official Use Only

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. 2024
Department of Labor
Employee Benefits Security Administration " File as an attachment to Form 5500
_ _ _ P Insurance companies are required to provide this information This Form is Open to
Pension Benefit Guaranty Corporation pursuant to ERISA section 103(a)(2). Public Inspection.
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 , and ending 10/31/2025
A Name of plan B Three digit
plan number | 2
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
JUSTWORKS EMPLOYMENT GROUP LLC AND ITS
PEO AFFILIA

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 can be reported
on a single Schedule A

1 Coverage:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

o En | ONAC | (© Conacior | (/PIATe Nberolperers | Polly o eonvactyor
code identification number year (f) From () To
13-5581829 | 65978 0235676 60,888 11/01/2024 | 10/31/2025

2 |Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total commissions below and
list agents, brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in

Part 1.
Totals *

Total amount of commissions paid Total Fees Paid / amount

1,063,272 114,311

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. V7.2 Schedule A (Form 5500) 2024




Part Il

Schedule A (Form 5500) 2024

Page 2

Official Use Only

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid

Name: JUSTWORKS INSURANCE SERVICES
Address: 55 WATER ST FL 29

City: NEW YORK

ST:NY _ ZIP: 10041-0007

Commissions Paid Fees Paid Organization
Coverage Amount |Purpose Coverage Amount |Purpose code
Dental 1,063,272 |Base Commissions Dental 114,311  |[Supplemental 03
Compensation
1,063,272 | Sub-total 114,311 Sub-total
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Part lll

Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(s), the information may be combined for reporting purposes if such contracts are
experience-rated as a unit. 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.

8 Benefit and contract type (check all applicable boxes)
a Health (other than dental or vision) b | X | Dental c Vision d Life Insurance
e 'Sl'iir;np(:sr:)ry disability (accident & § Long-term disability g S:gﬁqls{gj:qt;lﬂ h (I;’:Sscription
i Stop Loss (large deductible) j HMO contract k PPO contract | Lnodrﬁggity
m Other (specify) P
9 Experience-rated contracts
a Premiums: (1) Amount received 35,628,215
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reserve 0
(4) Eamed (1) +(2)-(3)) 35.626.215
b Benefit charges: (1) Claims paid 28,658,827
(2) Increase (decrease) in claim reserves 1,535
(3) Incurred claims (add (1) and (2)) 28,660,362
(4) Claims charged 28,660,362
¢ Remainder of premium: (1) Retention charges (on an accrual
basis)--
(A) Commissions 1,063,272
(B) Administrative service or other fees 0
(C) Other specific acquisition costs 0
(D) Other expenses 1,805,738
(E) Taxes 664,485
(F) Charges for risks or other contingencies 712,564
(G) Other retention charges (9,996)
(H) Total retention 4,236,063
(2) Dividends or retroactive rate refunds. These amounts were: X | paid in cash, or credited 2,731,790
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 0
(2) Claim reserves 2,092,094
(3) Other reserves 1,781.411

e Dividends or retroactive rate refunds due. (Do not include amount entered in c (2).)

10

Nonexperience-rated contracts

N/A

Footnote(s)




If the plan named in Item A on the first page of Schedule A (the "Plan") retains the services of a broker, consultant, agent or
third-party administrator (each an "Intermediary") for the Plan, MetLife may in addition to paying base commission provide
additional compensation to the Intermediary under various preferred broker and other compensation programs and expense
reimbursement. Under such programs, an Intermediary may qualify for additional compensation that may or may not be directly
charged to the Plan. Such compensation may not be included in the amount listed in Item 2 on the first page of Schedule A.
Please contact MetLife if you would like additional information or details.



UnitedHealthcare

A UnitedHaalth Group Company

January 22, 2026

JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIATES
55 WATER STREET, 29TH FLOOR
NEW YORK, NY, 10041

Dear Valued Customer:
Employee Retirement Income Security Act of 1974 (ERISA)

We have enclosed information that you may need for completing the 5500 Form Schedule A. This information
reflects compensation paid to your agent or consultant for the plan year that recently ended for the coverages you
have with us.

We are reporting any base commissions, bonuses and other types of compensation paid in relation to the plan during
the plan year. Please note that only base commissions are included in the specific calculation of your premium or
administrative service fee. Bonus and other non-base commission payments are not directly included in the
determination of your premium or administrative service fee. Bonus payments may be based on the recipient's
combined block of business and are allocated to cases according to their contribution to the amount earned.

IMPORTANT NOTE: The enclosed information may be divided into two reports. Some customers may receive a
5500 Addendum Report in addition to the standard 5500 Schedule A report form. The 5500 Addendum Report
itemizes bonus compensation and payments that were processed manually separately. If you have received the 5500
Addendum Report as well as the standard 5500 Schedule A report form, you will need to add the amounts in
the Total line of the 5500 Addendum Report to the amount found in the standard 5500 Schedule A report
form.

Should you have any questions related to this information, please contact your agent, consultant, or the
UnitedHealthcare Strategic Account Executive assigned to your case.

I hereby certify that to the best of my knowledge, information or belief at this time, and based upon information
provided by duly authorized personnel, the foregoing statement furnished pursuant to 29 CFR 2520.103-5(c) is
complete and accurate.

Thank you.

Sincerely,
The United Healthcare Team



Schedule A (Form 5500) Parts | and il Principal Address:
Insurance Information Certified by Carrier 55 WATER STREET, 29TH FLOOR
Department of Labor Pension and Welfare Benefits

NEW YORK, NY, 10041

A Name of Plan: JUSTWORKS EMPLOYMENT GROUP LLC AND ITS PEO AFFILIATES

Partl Information Concerning Insurance Contract Coverage, Fee, and Commissions
1. Coverage
(a) Name of Insurance carrier: UnitedHealthcare Insurance Company
(b) EIN: 36-2739571 (c) NAIC code: 79413 (d) Contract or identification number: 1662634
(e) Approximate number of persons covered at the end of policy or contract year: * 15,505
* If the policy holder determines that they have a more accurate count, they should use their figure.

Policy or Contract year (f) From: November 1, 2024 (g) To: October 31, 2025

2. Insurance fees and commissions paid to agents, brokers, and other persons
Totals Total amount of commissions Total fees paid / amount: $0.00
Paid: $0.00

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid:

(b) Amount of commissions paid: $0.00 (c) Fees paid / Amount: NONE (d) Fees paid / Purpose: N/A
(e) Organizational Code: 3

Part Ill Welfare Benefit Contract Information

7. Benefit and contract type
(a) Health

9. Non experience-rated contracts:
(a) Total premiums or subscription charges paid to carrier: $63,445,559.12

(b) Additional costs incurred by carrier, service, or other
Organization not reported in Part 1, item 2 above:

Specify Nature of cost: This special request report covers with the following customer number’s
information totaled in the premiums, commissions, and other pertinent information:

1663814, 1663642, 1729453, 1698477, 1698484, 1729465, 1663712, 1698485, 1663989, 1664081, 1698473,
1663679, 1663755, 1663834, 1663744, 1663697, 1663761, 1663898, 1698479, 1698474, 1698478, 1663503,
1663858, 1663824, 1664060, 1663625, 1663902, 1663485, 1664046, 1663698, 1664085, 1698481, 1663526,
1663534, 1663565, 1664033, 1663884, 1663830, 1663864, 1663896, 1663545, 1663787, 1663788, 1663903,
1663726, 1663694, 1663550, 1663762, 1663800, 1663732, 1663765, 1663643, 1663967, 1664070, 1663767,
1663950, 1663734, 1663701, 1663985, 1663933, 1663914, 1663612, 1663746, 1663620, 1663607, 1663748,
1663641, 1663648, 1663617, 1663516, 1663633, 1663737, 1663945, 1663990, 1663490, 1663518, 1663764,
1663488, 1663589, 1663517, 1663512, 1663685, 1663860, 1663500, 1663741, 1663804, 1663529, 1663540,
1663877, 1663754, 1663524, 1663710, 1663918, 1663506, 1663530, 1663501, 1664071, 1663969, 1729450,
1663778, 1663981, 1663994, 1663891, 1664059, 1663999, 1664001, 1663600, 1664012, 1664027, 1663995,
1664079, 1664005, 1663644, 1663908, 1663939, 1663976, 1663672, 1663766, 1663947, 1663699, 1663504,
1663801, 1668104, 1663924, 1663645, 1663665, 1663733, 1663639, 1663720, 1663992, 1663706, 1663962,
1663678, 1664077, 1663980, 1663532, 1663963, 1663861, 1664042, 1664043, 1663537, 1663937, 1729456,
1663874, 1663829, 1664025, 1663509, 1663651, 1663794, 1663539, 1663727, 1664052, 1663993, 1664022,
1663856, 1663951, 1664078, 1664063, 1698486, 1663996, 1664082, 1663965, 1663889, 1664031, 1698426,
1664066, 1663927, 1663520, 1663925, 1663708, 1663491, 1663899, 1663926, 1664000, 1663844, 1698447,
1664024, 1663952, 1664083, 1663771, 1664051, 1663544, 1663502, 1663654, 1663738, 1663956, 1663493,



1663809, 1663484, 1663822, 1663747, 1664056, 1663792, 1664049, 1663736, 1663802, 1664038, 1663515,
1663593, 1663756, 1663674, 1663768, 1663722, 1729435, 1663675, 1663649, 1698460, 1664061, 1663772,
1663563, 1663668, 1663723, 1663669, 1663978, 1678943, 1663687, 1663682, 1663587, 1663781, 1663586,
1663611, 1663709, 1663770, 1663580, 1663695, 1663870, 1663566, 1663595, 1663724, 1663820, 1664037,
1664023, 1664080, 1663666, 1729490, 1698472, 1663988, 1663692, 1663626, 1664040, 1663568, 1663535,
1663570, 1664047, 1664020, 1663813, 1664075, 1663740, 1663546, 1664017, 1663998, 1663775, 1664028,
1664016, 1664067, 1664011, 1663882, 1663854, 1664035, 1663817, 1663752, 1664068, 1663718, 1663894,
1664009, 1664036, 1668067, 1664015, 1663673, 1663628, 1663636, 1663656, 1663811, 1663660, 1663640,
1663977, 1663513, 1663716, 1663816, 1663960, 1663890, 1663974, 1663876, 1698436, 1663494, 1668087,
1663567, 1663923, 1663551, 1663689, 1664065, 1663579, 1663562, 1663911, 1663555, 1663486, 1663541,
1664002, 1663523, 1663531, 1663577, 1663743, 1663879, 1663527, 1663711, 1663880, 1663833, 1663552,
1663696, 1663721, 1698446, 1663970, 1663871, 1663919, 1663647, 1698453, 1663920, 1663826, 1663525,
1668107, 1663944, 1663597, 1668085, 1663946, 1663893, 1663913, 1663795, 1663786, 1663866, 1663878,
1663805, 1663783, 1663725, 1663930, 1663693, 1668090, 1663964, 1663975, 1663853, 1663730, 1663489,
1663825, 1663886, 1663904, 1663961, 1663905, 1663821, 1663839, 1664044, 1663780, 1663511, 1663885,
1664045, 1664014, 1663881, 1663941, 1663848, 1664026, 1664062, 1664018, 1663953, 1663851, 1663966,
1663932, 1663561, 1729425, 1663982, 1664030, 1663986, 1663658, 1664013, 1663510, 1663807, 1663934,
1663901, 1663469, 1663483, 1663823, 1663875, 1663784, 1664003, 1663865, 1664029, 1663769, 1664053,
1663559, 1663916, 1663972, 1663671, 1663935, 1663948, 1663731, 1663759, 1663700, 1698423, 1663957,
1663705, 1729469, 1698456, 1698449, 1663650, 1663676, 1663798, 1663757, 1663688, 1663638, 1663776,
1663751, 1663670, 1663928, 1668099, 1663859, 1663632, 1663606, 1729480, 1729485, 1663637, 1663686,
1663973, 1663745, 1664010, 1663812, 1698471, 1678949, 1729443, 1663714, 1663655, 1663796, 1729483,
1663845, 1663653, 1729474, 1663849, 1663487, 1663750, 1663652, 1663514, 1729479, 1663779, 1663888,
1663840, 1663519, 1663742, 1663873, 1663715, 1729484, 1663906, 1663663, 1663496, 1663955, 1663887,
1663481, 1663528, 1663958, 1663547, 1668084, 1663855, 1663831, 1663907, 1729409, 1663895, 1663497,
1663482, 1663591, 1698437, 1663910, 1663507, 1663548, 1663505, 1678953, 1663949, 1663572, 1729454,
1663616, 1729459, 1663584, 1663601, 1663581, 1663909, 1663498, 1663574, 1678955, 1663585, 1663774,
1663571, 1668071, 1663863, 1663627, 1663560, 1663850, 1663624, 1663557, 1663564, 1663868, 1663799,
1663613, 1663622, 1663596, 1663549, 1663602, 1663621, 1729495, 1663634, 1663592, 1698465, 1668077,
1729599, 1663604, 1663608, 1668097, 1663619, 1663837, 1663818, 1663615, 1668101, 1663631, 1663797,
1663782, 1663810, 1668064, 1668080, 1668066, 1663749, 1668070, 1698444, 1698490, 1663815, 1668105,
1663791, 1668098, 1668093, 1698419, 1668109, 1663846, 1668117, 1729472, 1668094, 1668118, 1729504,
1668089, 1668119, 1698480, 1668114, 1698475, 1668102, 1668082, 1668083, 1668096, 1668113, 1729582,
1668092, 1698489, 1698438, 1668063, 1698469, 1698476, 1668095, 1668086, 1698483, 1698443, 1668079,
1668081, 1698491, 1698493, 1729482, 1678952, 1668075, 1678946, 1698454, 1729401, 1678959, 1668072,
1698487, 1668068, 1698467, 1678956, 1678963, 1678940, 1678950, 1698461, 1678944, 1698451, 1698448,
1698463, 1698429, 1678938, 1678937, 1698418, 1698450, 1698466, 1698430, 1698468, 1698455, 1698420,
1729590, 1698435, 1729488, 1698482, 1729455, 1698462, 1698428, 1698424, 1729497, 1698470, 1698488,
1698441, 1698459, 1698433, 1698417, 1729463, 1698464, 1698445, 1698458, 1698457, 1698434, 1729581,
1698422, 1698440, 1698442, 1729491, 1678941, 1729458, 1698452, 1698432, 1698421, 1678960, 1678935,
1678942, 1678948, 1729493, 1678936, 1698492, 1729489, 1678947, 1729501, 1678964, 1678951, 1729475,
1678945, 1729471, 1729477, 1729500, 1729462, 1729492, 1729432, 1729431, 1729467, 1729468, 1729461,
1729486, 1729445, 1729407, 1729470, 1729412, 1729460, 1729417, 1729473, 1729444, 1729446, 1729466,
1729427, 1729405, 1729452, 1729447, 1729438, 1729422, 1729411, 1729426, 1729451, 1729400, 1729596,
1729449, 1729603, 1729448, 1729601, 1729597, 1729588, 1729415, 1729571, 1729587



