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).

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025

and ending

12/31/2025

A This return/report is for: D a multiemployer plan

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

employer information in accordance with the form instructions.)

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 planis 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
THE MOSCOE GROUP WELFARE BENEFIT PLAN number (PN) » s01
1c Effective date of plan
12/01/2008
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)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
THE MOSCOE GROUP

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

Number (EIN)
41-0879573

2c

Plan Sponsor’s telephone
number
952-829-7850

2d

Business code (see
instructions)
541110

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. 04/29/2026 RICHARD BROMS
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 04/29/2026 RICHARD BROMS
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312
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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 ‘ 127
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), 6b, 6¢, and 6d).

a(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1) 127

a(2) Total number of active participants at the end of the plan year ..., 6a(2) 126

b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b

C Other retired or separated participants entitled to future benefits ..o 6C

d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 126

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

f Total. Add lINES B0 AN BE. ........oiuiiiiiiii b 6f 126

1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

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

4A 4E 4H 4D 4B

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 3
actuary (4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes 4 No

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

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

11c Enter the Receipt Confirmation Code for the 2025 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(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

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE

GROUP

41-0879573

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
UNITED OF OMAHA LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
47-0322111 69868 G000CGM3 126 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

22146

2330

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

DATTILO CONS

ULTING, INC.

1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

22146

2330

AMOUNT OF SERVICE FEEDS PAID OR OTHER FEES 3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f B] Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d @ Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 158854
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




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

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE

GROUP

41-0879573

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
ALLINA HEALTH AND AETNA INSURANCE

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
82-2091197 16194 0148491AH 193 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

42517

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

DATTILO CONS

ULTING, INC.

1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

42517

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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025
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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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 1503442
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department

Internal Revenue Service

t of the Treasury

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

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2025

This Form is Open to Public

Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
THE MOSCOE GROUP WELFARE BENEFIT PLAN plan number (PN) > 501

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

THE MOSCOE GROUP

41-0879573

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE CO.

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
06-6033492 60054 0148491 10 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

(b) Total amount of fees paid

2109

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

DATTILO CONS

ULTING, INC.

1711 LAKE DRIVE WEST
CHANHASSEN, MN 55317

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2109

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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)
a Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 74402
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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

3300 Mutual of Smaha Plaza | Omaha, NE 68175

February 11, 2026

THE MQOSCOE GROUP
10900 WAYZATA BLVYD STE 600

MINNETONKA, MN B5B305

Re: Certified Information for Department of Labor
Form 5500, Schedule A - Group Number(s):
GLLVOCGM3 GLTDOCGM3 GUDBOCGM3

GVTLOCGM3

Thank you for choosing Mutual of Omaha as your group insurance carrier. We appreciate the
opportunity to service you and your employees. Attached, you'll find the Form 53500, Schedule
A : : :

I certify that the attached informatio.n. for the Form 5500, Schedule A, Part I and Part IIL, has been

‘taken from our company records and is correct to the best of my knowledge. Mutual of Omaha is

providing you with the attached information but makes no representation regarding reporting
requirements. Please consult your attorney or other advisor as to your reporting obligations,

For questions, please contact your dedicated Customer Service team or call 1-800-655-5142.

Sincerely,

U}/)%& Swetl”

Nancy A. Sinnett
Vice President
Finance Operations
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(1

Name of Carrier:
EIN Number:
Group Identification
Number:

Legacy Group ID:
Type of Contract:

Béneﬁts Pi’ovi(le'd

" SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP

MINNETONKA, MN

United of Omaba Life Insurance Company - NAIC Code 69868

47-0322111

GOOOCGM3

GLLVOCGM3

Persons Covered

Data for Perind:  01-01-2025 to 01-01-2026

Vision - Voluntary

62

Name of Each Recipient

Amount of
Commission
Paid

Amount of Service
Fees Paid or Other Purpose for
Fees ‘Which Paid

Organization
Type

DATTILO CONSULTING INC
1711 LAKEDR W
CHANHASSEN, MN 55317

DATTILO CONSULTING INC
1711 LAKEDR W
CHANHASSEN, MN 55317

675

Agent or Broker of Record

Other Compensation
- 156

3

INFORMATION FOR COMPLETION OF PART ITI

10, Non-experience Rated Contracts:

PIOIMIITIS | . v ettt sttt ettt e e e e e e 6,751

Memo Items; Benefit Charges — ClaimsPaid ................
Administrative Service Fees ..................

Group Office; MINNEAPOLIS



58192286.1 0-o

000% B466

COLRT02E 1258 5009 125 36 20260213 PG 2 OF 3

Name of Carrier:
EIN Number:
Group Identification
Number:

Legacy Group I:
Type of Contract:

Benefits Provided

SUPPORT FOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART 1

THE MOSCOE GROUP
MINNETONKA, MN

United of Omaha Life Insurance Company - NAIC Code 69868
47-0322111
GOOOCGM3 Data for Period:  01-01-2025 to 03-01-2026

GLTDOCGM3
NON-RETENTION

Persons Covered

Long Tert Disability Insured

126

Namie of Each Recipient

Amount of Amount of Service
Commission Fees Paid or Other Purposc for
Paid Fees Which Paid

Organization
Type

DATTILO CONSULTING INC
1711 LAKE DR W
CHANHASSEN, MN 55317

DATTILO CONSULTING INC
1711 LAKEDR W
CHANHASSEN, MN 55317

0 Other Compensation
585

6,022 Agent or Broker of Record

3

INFORMATION FOR COMPLETION OF PART 11T

10. Non-experience Rated Contracts:

Premivms...............

" Memo Items: Benefit Charges —Claims Paid ................
Administrative Service Fees ............. ...

30,109

==

Group Office: MINNEAPOLIS



Name of Carrier:
EIN Number:
Group Identification
Number:

Legacy Group ID:
Type of Contract:

Benefits Provided

SUPPORT EOR FORM 5500, SCHEDULE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART I

THE MOSCOE GROUP

MINNETONKA, MN

United of Omaha Life Insurance Company - NAIC Code 69868

47-0322111
GODOCGM3

GUDBOCGM3
NON-RETENTION

Persons Covered

Data for Period:  (1-01-2025 o 01-01-2026

Dental - Voluntary

85

Name of Each Recipient

Amount of
Commission
Paid

Amount of Service
Fees Paid or Other Purpose for

Organization
Type

DATTILOC CONSULTING INC
1711 LAKEDR W
CHANHASSEN, MN 55317

. DATTILO CONSULTING INC

1711 LAKE DR W
CHANHASSEN, MN 53317

8,949

Fees Which Paid

Other Compsnsation
880

Agent or Broker of Record

3

INFORMATION FOR COMPLETION OF PART III

10. Non-experience Rated Contracts:
Premiums . ....... ............... 89,494

Memo Items; Benefit Charges — Claims Paid
Administrative Service Fees

Group Office: MINNEAPOLIS



o-0

5819322886.1

96019466

COLRZO2E 1258 5009 125 36 20260213 PG 3 OF 3

SUPPORT FOR FORM 5500, SCHEDULLE A, INSURANCE INFORMATION
INFORMATION FOR COMPLETION OF PART 1

THE MOSCOE GROUP
MINNETONEA, MN

Name of Carrier: United of Omaha Life Insurance Company - NAIC Code 69868
EIN Number: 47-0322111
Group Identification GO00CGM3 Data for Peviod:  01-01-2025 to 01-01-2026
Number;
Legacy Group ID: GVTLOCGM3
Type of Contract: NON-RETENTION
Benefits Provided Persons Covered
Term Life - Voluntary 62

Amount of Amount of Service

Commission- Fees Paid or Other Purpose for Organization

Name of Each Recipient Paid Fees Which Paid Type
DATTILO CONSULTING INC 6,500 - Agent or Broker of Record 3
1711 LAKEDR W
CHANHASSEN, MN 55317
DATTILO CONSULTING INC 0 Other Compensation 3

1711 LAKEDR W
CHANHASSEN, MN 55317

709

INFORMATION FOR COMPLETION OF PART IIL

10. Non-gxperience Rated Contracts:

Premiums...............

32,500

Memo Ifems: Benefit Charges — Claims Paid ................ 0
Administrative Service Fees .................. 0

Group Office: MINNEAPOLIS
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. . . ERISA 5500 SCHEDULE A TEAM
AllinaHealth¥: | ¥aetna PO BOX 818091

CLEVELAND OH 44181-8091

April 22, 2026
Important Document Enclosed

THE MOSCOE GROUP

CAROL MAO

10900 WAYZATA BLVD SUITE 600
MINNETONKA MN 55305

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: THE MOSCOE GROUP
0148491AH
Policy Period: January 01, 2025  through December 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. Allina Health
and Aetna Insura 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 Allina Health and Aetna Insura, 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 Allina Health and Aetna Insura account manager, or call
1-800-818-0691 to speak with the ERISA support team.

Sincerely,

Allina Health and Aetna Insura

Enclosure

DD130
148491AH-TP-02262026
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*000065*J1KNERE*000198*

AllinaHealth: | ®aetna’ 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 01/01/2025 and ending 12/31/2025
C. Name of the Plan Sponsor: THE MOSCOE GROUP

PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.

1. Coverage: Traditional Prospective

(a) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of )
Allina Health and Aetna Insura or Identification: persons covered at the end Policy or contract Year

(b) EIN: 82-2091197 0148491AH of policy or contract year: (f) From: (9)To:
(c) NAIC Code: 16194 193 01/01/2025 12/31/2025
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
0148491AH
TOTAL

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 |:| 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:

9. Non experience rated contracts:

(a) Total premiums or subscription Charges PaId tO CAITIEN. .........coiuuii ittt e e se e e sbe e e anees | $1,503,442.96

(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 ............cccceveiiiniiie e
Specify nature of costs -->

This information was generated as of 02/26/2026

Date 04/13/2026 10:59 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
hereby certifies that the foregoing statement is
complete and accurate

Tameka Baker

Registrar

DD232
148491AH-TP-02262026






AllinaHealth¥: | ®aetna*

INSURANCE INFORMATION
AETNA LIFE INSURANCE COMPANY

AND AFFILIATES

*000065*J1KNERE*000199*

completing Schedu

The following information is intended for your use in

le C of Form 5500.

General Information

Name of the Plan Sponsor: THE MOSCOE GROUP
Contract Number: 0148491AH

Policy or contract year: January 01, 2025

through December 31, 2025

Part |- Service Provider Information

2. Information on Other Service Providers Receiving Direct or Indirect Compensation.
(b) (© (d) (e) ® C)] (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a
organization, or the plan. If none, compensation? eligible indirect by service provider formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Broker Information: @ DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317
$42,517.49 |:| Yes No |:| Yes No |:| Yes No
Broker Information:
|:|Yes |:|No |:|Yes |:|No |:|Yes |:|No
Direct Billed Fees (Direct Compensation reported on a Calendar year basis )
(b) (© (d) (e) ® )] (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect
Code(s) | employer, employee

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

compensation paid by

the plan. If none,
enter -0-.

receive indirect
compensation?
(sources other than
plan or plan sponsor)

compensation include
eligible indirect

compensation for
which the plan

compensation received
by service provider
excluding eligible

indirect compensation

Did the service
provider give you a
formula instead of an
amount or estimated

amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Vendor Information:
|:|Yes |:|No |:|Yes |:|No |:|Yes 1 No
This information was generated as of 02/26/2026

Date Prepared:
Prepared by:

DD232

04/13/2026 10:59

FINAL RELEASE

Tameka Baker

Registrar

148491AH-TP-02262026







*000065*J1KNERE*000200*
ERISA 5500 SCHEDULE A TEAM

vaetna i
CLEVELAND OH 44181-8091

April 22, 2026
Important Document Enclosed

THE MOSCOE GROUP

CAROL MAO

10900 WAYZATA BLVD SUITE 600
MINNETONKA MN 55305

Re: Annual Reporting Under Employee Retirement Income Security Act of 1974 (ERISA)
For: THE MOSCOE GROUP
0148491
Policy Period: January 01, 2025  through December 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

DD130
148491-TP-02262026
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*000065*J1KNERE*000201*

’a,etna® 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 01/01/2025 and ending 12/31/2025
C. Name of the Plan Sponsor: THE MOSCOE GROUP

PART | Information Concerning Insurance Contract Coverage, Fees, and Commissions.

1. Coverage: Traditional Prospective

(a) Name of Insurance Carrier: (d) Contract Number | (e) Approximate Number of )
Aetna Life Insurance Co. or Identification: persons covered at the end Policy or contract Year

(b) EIN: 06-6033492 0148491 of policy or contract year: (f) From: (9)To:
(c) NAIC Code: See Attached Listing 10 01/01/2025 12/31/2025
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
0148491
TOTAL

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 |:| 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:

9. Non experience rated contracts:

(a) Total premiums or subscription Charges PaId tO CAITIEN. .........coiuuii ittt e e se e e sbe e e anees | $74,402.52

(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 ............cccceveiiiniiie e
Specify nature of costs -->

This information was generated as of 02/26/2026

Date 04/13/2026 10:58 FINAL RELEASE AETNA LIFE INSURANCE COMPANY AND AFFILIATES
hereby certifies that the foregoing statement is
complete and accurate

Tameka Baker

Registrar

DD232
148491-TP-02262026



DD112

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

*000065*J1KNERE*000201*



vaetna

INSURANCE INFORMATION
AETNA LIFE INSURANCE COMPANY

AND AFFILIATES

*000065*J1KNERE*000202*

completing Schedu

The following information is intended for your use in

le C of Form 5500.

General Information

Name of the Plan Sponsor: THE MOSCOE GROUP
Contract Number: 0148491

Policy or contract year: January 01, 2025

through December 31, 2025

Part |- Service Provider Information

2. Information on Other Service Providers Receiving Direct or Indirect Compensation.
(b) (© (d) (e) ® C)] (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation paid by receive indirect compensation include| compensation received | provider give you a
organization, or the plan. If none, compensation? eligible indirect by service provider formula instead of an
person known to be a enter -0-. (sources other than compensation for excluding eligible amount or estimated
party-in-interest. plan or plan sponsor) which the plan indirect compensation amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Broker Information: @ DATTILO CONSULTING INC.
1711 Lake Dr West Chanhassen, MN 55317
$2,109.54 |:| Yes No |:| Yes No |:| Yes No
Broker Information:
|:|Yes |:|No |:|Yes |:|No |:|Yes |:|No
Direct Billed Fees (Direct Compensation reported on a Calendar year basis )
(b) (© (d) (e) ® )] (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect
Code(s) | employer, employee

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

compensation paid by

the plan. If none,
enter -0-.

receive indirect
compensation?
(sources other than
plan or plan sponsor)

compensation include
eligible indirect

compensation for
which the plan

compensation received
by service provider
excluding eligible

indirect compensation

Did the service
provider give you a
formula instead of an
amount or estimated

amount?
received the required| for which you answered
disclosures? "Yes" to element (f). If
none, enter -0-.
Vendor Information:
|:|Yes |:|No |:|Yes |:|No |:|Yes 1 No
This information was generated as of 02/26/2026

Date Prepared:
Prepared by:

DD232

04/13/2026 10:58

FINAL RELEASE

Tameka Baker

Registrar

148491-TP-02262026







Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Bensfits 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).

2025

This Form is Open to Public

Inspection

Part| | Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025

and ending

12/31/2025

A This return/report is for: D & muliismplayer plan

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

employer information in accordance with the form instructions.)

a single-employer plan
D the first return/report

D an amended return/report

B This return/report is: D the final return/report

C Ifthe plan is a collectively-bargained plan, CheCK NEre. . . . ..o\ttt et e e e e et e e

D Form 5558
D special extension (enter description)

D Check box if filing under: D automatic extension

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

[] a DFE (specify)

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

THE MOSCOE GROUP WELFARE BENEFIT PLAN number (PN) » | 99
1¢ Effective date of plan
12/01/2008
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)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
THE MOSCOE GROUP

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

10900 WAYZATA BLVD STE 600
MINNETONKA, MN 55305-5803

Number (EIN)
41-0879573

2c

Plan Sponsor’s telephone
number
952-829-7850

2d

Business code (see
instructions)
541110

Caution: A penalty for the late or incomplete filing of this return/report will be as

d 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.

sian / Z/// /%M«, ) é/ 7%;% St RD LKoo

Slgnature,pf plan adminlstrator Date

Enter name of individual signing as plan administrator

ggnature ofﬁ‘loym sponsor Date

son | 2 N MM /o0 / s 57 e MRD LAk S

Enter name of individual signing as employer or plan sponsor

SIGN
HERE

Signature of DFE Date

Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312




