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

Department of the Treasury

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2024

Department of Labor
Employee Benefits Security

Pension Benefit Guaranty Corporation

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

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 muItipIe-.empongr pllan (Filers checki'ng this box !'nust pr'ovide participating
employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i 4 |:[
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program

D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
ABEL HR, INC. HEALTH INSURANCE PLAN

1b Three-digit plan
number (PN) » 501

1c Effective date of plan
11/01/1995

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

2b  Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 22-3163382

ABEL HR, INC.

2 CORPORATE DRIVE
CRANBURY, NJ 08512

2C Plan Sponsor’s telephone
number
800-400-1968

2d Business code (see
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. 05/13/2026 JAMES W. BELL, SR.
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2024)
v. 240311




Form 5500 (2024) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 I 6671
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) 6671
a(2) Total number of active participants at the end of the plan year ... 63_(2) 13957
b Retired or separated participants receiving benefits...........cooiiiiiiii 6b 0
C Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add iNes BA(2), BB, NG BC...........cuevieeeeeeeeeee ettt e et e et ee et eaeaen 6d 13957
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................cccocoi 6e
f Total. Add lINES BA BNA BE. ..........e.ieieeeceeeiteteieieieiee ettt ettt ettt e es e st s e seee e es et e s e s e s et bbb s es e snses s s esesesen s s e ees 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [oleTaaT o1 1=t (R (g TS (=Y o ) SRS PPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 [olelaaT o1 1=t (R (g TS (=Y ) SRS UPPP R 69 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thaN 100% VESE. ... ...eeeieititititetet ettt ittt ettt sttt eecs sttt st et es e s st eh et et e bbbt s s e sss s b b eb st etss e cecreaebensans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4F 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
) Insurance 1) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
©) [ Trust 3) [ ] Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(@) D R (Retirement Plan Information) 1) D H (Financial Information)
2 I (Fi ial Inf tion — Small Pl
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Financial Information —Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 A (Insurance Information) — Number Attached __ 6
actuary 4) 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.) ........... B 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 16074704




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
ABEL HR, INC. HEALTH INSURANCE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ABEL HR, INC.

Part |

22-3163382

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 905975 1937

descending order of the amount paid.

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

(a) Total amount of commissions paid

(b) Total amount of fees paid
79968 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
COMPASS CONSULTING GROUP LLC 200 GALLERIA PKWY SE
SUITE 1950

(b) Amount of sales and base
commissions paid

ATLANTA, GA 30339-5946

(c) Amount

Fees and other commissions paid

79968

(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

commissions paid

(c) Amount

Fees and other commissions paid

(d) Purpose

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

(e) Organization code

Schedule A (Form 5500) 2024

v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1069931
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




SCHEDULE A

Insurance Information
(Form 5500)

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).

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

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
ABEL HR, INC. HEALTH INSURANCE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ABEL HR, INC.

22-3163382
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

FLAGSHIP HEALTH SYSTEMS

(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 T
policy or contract year (f) Fro (@) To
22-2671069 0 09284 74 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
632 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
COMPASS CONSULTING GROUP LLC 200 GALLERIA PKWY SE
SUITE 1950

ATLANTA, GA 30339

(b) Amount of sales and base
commissions paid

Fees and other commissions paid
(c) Amount

(d) Purpose
632

(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

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

(e) Organization code

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

m |:| Other (specify) P

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......c.cueuuiiiririecicicieieieee s 9a(1) 20844
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2) 0
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3) 0
(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) 20844
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1) 13601
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2) 53
(3) Incurred claims (AAd (1) @NA (2))....veveueeeee oottt et e ettt e e et e e e et ee e 9b(3) 13654
(4) ClaIMS ChAIGEA........veeeeeeeeeeee et e e ee e ee e en e ene e n s ene e nanannas 9b(4) 13654
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMIUSSIONS ......cveeeeivieeetceceeeeeee e teeees et s e seasnesesesenes 9c(D)(A) 632
(B) Administrative service or other fees ............ccccoeoieeeeeeeeeeeeeeeenns 9¢c(1)(B) 3016
(C) Other specific acquisition costs . | 9c(1)(C) 0
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D) 0
(E) TAXES.. ettt 9c(1)(E) 521
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F) 0
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G) 0
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 4169
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or @ credited.).........ccueeen. 9¢c(2) 0
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ......vvvteeisii ettt ettt ettt sttt ettt s bbb s e se s bbb e b et e et es bbb e se et b e b e st es e e e s s s esenens 9d(2) 150
(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).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 0
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
ABEL HR, INC. HEALTH INSURANCE PLAN plan number (PN) S 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ABEL HR, INC. 22-3163382
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 0281001 2955 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



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 18238888
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

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

OMB No. 1210-0110

2024

This Form is Open to 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
ABEL HR, INC. HEALTH INSURANCE PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
ABEL HR, INC.

22-3163382

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
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 0239670 5744 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

186528

25917

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

SUMMIT FINANCIAL GROUP INC

5420 LYNDON B JOHNSON FWY STE 1940

DALLAS, TX 75240-6251

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

186528

25917
COMPENSATION

SUPPLEMENTAL COMPENSATION NON-MONETARY 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 Instructio

ns for Form 5500.

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b B] Dental c D Vision
e 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) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 1213931
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




SCHE

(Form 5500)

Department

Internal Revenue Service

DULE A

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

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
ABEL HR, INC. HEALTH INSURANCE PLAN plan number (PN) » 501

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

ABEL HR, INC.

22-3163382

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
SAFEGUARD HEALTH PLANS, INC. A TEXAS CORPORATION

(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
75-2046497 95051 0239670 74 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

35

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

SUMMIT FINANCIAL GROUP INC

5420 LYNDON B JOHNSON FWY STE 1940

DALLAS, TX 75240-6251

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

35

1 | SUPPLEMENTAL COMPENSATION

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 521
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

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

OMB No. 1210-0110

2024

This Form is Open to 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
ABEL HR, INC. HEALTH INSURANCE PLAN plan number (PN) > 501

C Plan sponsor’s name as shown on line 2a of Form 5500
ABEL HR, INC.

22-3163382

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
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 0239675 3240 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

7443

1390

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

SUMMIT FINANCIAL GROUP INC

5420 LYNDON B JOHNSON FWY STE 1940

DALLAS, TX 75240-6251

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7443

1390

SUPPLMENTAL COMPENSATION

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) 2024
v. 240311



Schedule A (Form 5500) 2024 Page2—| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2024 Page 3

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

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




Schedule A (Form 5500) 2024 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received ..o 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeieinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.coueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) vvrveeeeeeeemeeeeeeeeeeesee e eeeeeee e e ee e eeeee e e e e e e e eee et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccceveveverecerereceeeeees oo 9b(1)
(2) Increase (decrease) in Claim rESEIVES. ........c.covveveeveiveeeeeeeereeieieeenens 9b(2)
(3) Incurred claims (AAd (1) BN (2))...ceerrireereieeeeeeeee e eeeeeeeeeteeee et e e atesteeteseete e eseereeresteseestessenesresreareseearens 9h(3) 0
(4) ClaiMS CRAIGET. .......eeuiiuiiiieieieieeiete ettt ettt e te e tesseste e neeseeseesesseesessenseseeneeseeseesessesessenseseeneenessesens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....evivitiieiieierieet ettt ettt sae e eneaneenas 9c(1)(A)
(B) Administrative service or other fees ..........ccccevvvvveiieeeeeeeeeesnne. 9c(1)(B)
(C) Other specific acquisition costs . | 9c(1)(C)
(D) OthEr EXPENSES .......ooveeeeeeeeeeeeeeeeeeeee e eese e enee e eennen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeeeveeeeennns 9c(1)(F)
(G) Other retention Charges .............ceweveueveereeeeeeeeeeee e 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(D(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........ccueeen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.vivieeieieteie ettt ettt ettt ettt et et e st e s eae s e ete s e et et e s e st e s eaese et e sees et es e e et enteseseesene st eneseesensennreas 9d(2)
(B) OFNEI TESEIVES .....o.eieeieiete ettt ettt ettt ettt s e e st e et e et e e e s e s e e s enees et e s e es et es e e s enteseseesene et ene e esensennneas 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccvviviiniiiinnennnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier..............occiiiiiii 10a 476981
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Part IV Provision of Information

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

D Yes

BNO

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




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1318338 gg

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

D f the Tt

|ﬁ?:rrn":|e£xerl\uz sr::?éjery sections 6057(b) and 6058(a) of the Intemal Revenue Code (the Code). 202 4

Department of Labor » Complete all entries in accordance with

Employee Benefits Securi N h
P oy::miﬁinjrazonecunw the instructions to the Form 5500.

Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report Identification Information
For calendar plan year 2024 or fiscal plan year beginning 11/01/2024 and ending 10/31/2025
A This retumireport is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
’ employer information in accordance with the form instructions.)
@ a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. .. ... ... ... ... . ... . . i » D
D Check box if filing under: D Form 5558 I:I automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . ... oo » ﬂ
| Part I} | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ABEL HR, INC. HEALTH INSURANCE PLAN number (PN) » | 501
4¢ Effective date of plan
11/01/1995
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) 22-3163382
ABEL HR, INC. 2C Plan Sponsor's telephone
number
800-400-1968
> CORPORATE DRIVE 2d Business code (see
instructions)
561300
CRANBURY NJ 08512
Caution: A penalty for the late or incomplete filing of this return/report will be 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.

&/ -
SIGN &i/ 5-( 3-46 James W. Bell, Sr-
HERE =
ature of plan administrator Date Enter name of individual signing as plan administrator

SIGN
HERE

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2024)

v. 240311




Form 5500 (2024)

Page 2

3a Plan administrator's name and address IE Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 I 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 | 6,671
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, 6c, and €d).
a(1) Total number of active participants at the beginning of the PIaN YEar ... s 6a(1) 6,671
a(2) Total number of active participants at the end of the plan Year ... | §@(2) 13,957
b Retired or separated participants receiving benefits............ oo 6b 0
c Other retired or separated participants entitled to future benefits........... ... | BC 0
d Subtotal. Add lines 8a(2), 6D, AN BC. .....coccouciiiouiiieieiieie ettt st cnees | (@O 13,957
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... | 6@
f Total. Add lINES B ANA B@. ......o.oceeiiiiieieiieie ittt ettt ee et ee e e e es e caea R R e s s s RS 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 complete this item)... . e N 0. N— 9
2) Number of part|0|pants with account balances as of the end of the plan year (only defined contribution plans
a( complete this item)... . ES(Z)
h Number of part|(:|pants who termlnated employment dur|ng the plan year W|th accrued benefts that were
less than 100% vested.. 6h
7  Enter the total number of employers obl|gated to contr|bute to the plan (only multlemployer plans complete thls |tem) 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:
47 4B 4D 4F 4H  4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) l Code section 412(e)(3) insurance contracts
(3) 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

M []
@ []

@ [

@[]
® (]

R (Retirement Plan Information)

MB (Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary
DCG (Individual Plan Information) —

MEP (Multiple-Employer Retirement Plan Information)

Number Attached

b General Schedules

()
(2
(3)
(4)
(5)
6

[

I -

H (Financial Information)
(Financial Information — Small Plan)
A (Insurance Information) — Number Attached 6

C (Service Provider Information)
D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)



Form 5500 (2024) Page 3

| Part Il J 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
2620.101-2.) occoverinrvereennrenennrenenene. @ 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.) ........... KYes [] No

11¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 Form M-1 annual report, 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 000016074704




Form 5500 - Insurance Information

Plan sponsor's name:

ABEL HR SERVICES

Part |

|Information Concerning Insurance Contract Coverage, Fees, and Commissions

1 Coverage information:

(a) Name of insurance carri

er: FLAGSHIP HEALTH SYSTEMS

(e) Approximate number of persons

Policy or contract year

(b) EIN (c) NAIC code (d) Contract or identification number covered at end of policy or contract
(f) From (g) To
year
Total Subscribers Total Members
22-2671069 0 09284 11/1/24 10/31/25
40 74
2 Insurance fee and commission information
(a) Total amount of commission paid: 5632
3 Persons receiving commissions and fees
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Name: COMPASS CONSULTING GROUP LLC Name:
Address Line 1: 200 GALLERIA PARKWAY Address Line 1:
Address Line 2: SUITE 1950 Address Line 2:
Address Line 3: Address Line 3:
City, State Zip: ATLANTA, GA 30339 City, State Zip:
Amount: $632 Amount:
Name: Name:
Address Line 1: Address Line 1:
Address Line 2: Address Line 2:
Address Line 3: Address Line 3:
City, State Zip: City, State Zip:
Amount: Amount:
Part Il |Welfare Benefit Contract Information
8 Benefit and contract type
a [ Health (other than dental or vision) b M Dental ¢ O Vision d [ Life insurance
e O Temporary disability (accident and sickness) f O Long-term disability g O Supplemental unemployment h O Prescription drug
i [ Stop loss (large deductible) j 0 HMO contract k O PPO contract | O Indemnity contract
m O Other (specify) »
9 Experience-rated contracts:
A Premiums: (1) AMOUNT FECERIVEM.........ceueeceececeeereeceesecseesaesstesaesssessssssessassssassssseesssssssssassssesassssasnassssesasssasnassssesnssssasnassns 9a(1) 520,844
(2) Increase (decrease) in amount due but UNPAid.........ccceererinnieniennennicnsnnnisssssnssss s ssssssssessessessssssssssssasssssssnsenns 9a(2) S0
(3) Increase (decrease) in UNEArNEd PreMIUM FESEIVE.........cueireereerreererseeseesseessersseessesssessssssssssessssssassassssesssssssssassssennd 9a(3) S0
(4) EQrNEd ((1)  (2) - (3))eeeeererurseerereesereiseesessssessnssesessesssssssesssssssassasesssssssessssssssssasssassssssssesssssesassasesssssesassessssassasssssssssnssesasssesassasesssssesesssssssassassssenes 9a(4) 520,844
b Benefit charges (1) Claims Pait........ccccceeerererereeeresnenreessersssensessesesasssessesesasssssessesesasssssessssssssss sssssssasssssessssassassesesassssseserasas 9b(1) $13,601
(2) Increase (decrease) iN ClAaIMS FESEIVES...... ..o s siesensrisrecrssnssessesssssssssssssessessesssassessessessssnsenssssssassasssssssssnssessensenses 9b(2) S53
(3) Incurred claims (A0 (1) QN (2)).ceceiceeeererrinereeresesiesessessssssesessssssssssesssssssassssesssssesessesssssssassssssssssssasasssssassase sasssessssessssssassssesasssssassessssassasess 9b(3) $13,654
(8) ClaimSs CRAIZEM.......cuveeirereerereesereereesrasessesassessssessssssssssesassessssssssssssassesessessrssssssssssssesessessessas esassssesessesassssssnsassssesessessessassnsasessesessesassssssnsasaeses 9b(4) $13,654
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS.....c.crrireereererereeneeseeesasssesesssasssssesessesasssssessssssssssasesassssssssesssssssastess sassssssssesasssesessane sesssssessesssassassssesassnssanss 9¢(1)(A) $632
(B) AdmIinistrative SErViCe OF OLNEr fEES......civiviviniceiceineereenenanaeae e ses e e seesas st stesnssnssassassasssesassnsssesssansansansaneed 9¢(1)(B) $3,016
(C) Other Specific ACQUISTEION COSTS....cceriiiririesececstteteestecse et eesseestesse st eessssstessessseessssssessssssesnassssasssssesnasssessssssssnnasss 9¢(1)(C) SO
(D) OtNEI EXPENSES.......cereeneeeereriesneceesersssessestesssasssesessessssessesessssas st sessssasssss s sssssssessesssssssesssse sasssesessssassesserssasssssessenasnnns 9¢(1)(D) SO
(E) TAXES.ueeeereererurseeessesessnesesessesssssssesssssssassasessssssstasesssssssassasesasssssnssssssssesassasesasasssessesssssesassssesanssesessesassssasessessssnssasasssssnns 9¢(1)(E) $521
(F) Charges for risks or 0ther CONtINGENCIES.......cccereecrrceceeer e s eceer e cessaesseessanesessaessessassessansssesnasssessassreesnasssens 9¢(1)(F) SO
(G) Other Retention CRArgEs.......ccvcierienseesecsessessiesnssnssnisnssnssnsssssassasssssssssssssssesssassassassassassssssensssssssssassassssssssasssessassasss 9¢(1)(G) SO
(H) TOTAl RETENTION......ccee e eeereireiereiesesseeseesarssssesessesas s sesassssssssssesassss sessesssasessssasesassss sessesasssesase saeses ts asssssss sesase sasssssnssesssssssassasesassnssessesassnssases 9¢(1)(H) $4,169
(2) Dividends or retroactive rate refunds. (These amounts were L1 paid in cash, or [XI credited.)......ccccceeerevereneerereeseenesnsccsnecseseesesenes 9¢(2) o)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits at retirement............cceeevercererenrerneneressesreessesanns 9d(1)
(2) ClAIMS FESEIVES....cucererereereereeererstesesassesstesesesassssssssesssssssessssesasssssessssssssssesesasssssnssesssssessesssesasssssessesssssesase sasses te esassssssesese sassessessesssasesasessssassnsses 9d(2) $150
(3) ONEE FESEIVES........eeceeeeeereeeereiieentesaesssesseessasssesstessssssassassssessssssessssssessssesssssssssssssssassassssssssssssesasssnsssssssssasssesssssrsessassssssnssrssssasssessnssrsssansssessnesy 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in liN€ 9¢(2).)...cccceurrveerrrreenmrrseesrnseenerrseesesseesseesseesasseesnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIEr ... rceieiece e rree s esre s sssssess s sessassssesssss sessanssnessanssnssassnessanssnssansrnasaans 10a
b If the carrier, service, or other organization included any specific costs in connection with the acquisition or 10b
or retention of the contract or policy, other than reported in Part I, line 2 above, report amount.............ccccrniiinnnnnnineneninnens e ssesnes

This statement contains only the data necessary to complete your Form 5500. It does not represent the actual form. For further information about filing, please contact your

attorney or tax consultant.



Metropolitan Life Insurance Company . MetLife

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

Sales & Broker Compensation Services

February 27, 2026

ATTENTION: JAKE PRAVKEWITZ
ABEL HR

2 CORPORATE DRIVE
CRANBURY, NJ 08512

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 employer identification number in the appropriate spaces immediately
preceding Part I.
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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:
ELIZABETH MARTINEZ, +1 (813)424-3478 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information.

MetLife appreciates your business.
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SCHEDULE A i
(Form 5500) Insurance Information OMB No. 12100110

Official Use Only

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(3)(2). Public |nspecti°n_
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 [ 3
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
ABEL HR

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

oEn | ©OWC | @ conaor | ENTEITAS MRS oTpeors | Poloyorconrctye
code identification number year (f) From (9) To
13-5581829 | 65978 0239675 3,240 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

7,443 1,390

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



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: SUMMIT FINANCIAL GROUP INC

Address: 5420 LYNDON B JOHNSON FWY STE 1940 City: DALLAS ST: TX  ZIP: 75240-6251
Commissions Paid Fees Paid Organization
Coverage Amount |Purpose Coverage Amount |Purpose code
Lemporary 7443  |Base Commissions Temporary 1,390 |Supplemental 03
isability Disability Compensation
7,443 Sub-total 1,390 Sub-total




| 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 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 c Vision d Life Insurance
e X Temporary disability (accident & f Long-term disability g Supplemental h Prescription
sickness) unemployment drug
i Stop Loss (large deductible) j HMO contract k PPO contract | Indemnity
contract

m Other (specify) W

9 Experience-rated contracts N/A

10 Nonexperience-rated contracts Coverage Amount
Temporary Disability 476,981

a Total premiums or subscription charges paid to carrier 476,981

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 |, item 2 above, report amount

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, spouses and dependents at the end of the policy period. This estimation should be used for
reporting purposes only.

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.



Metropolitan Life Insurance Company . MetLife

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

Sales & Broker Compensation Services

February 6, 2026

ATTENTION: JAKE PRAVKEWITZ
ABEL HR

2 CORPORATE DRIVE
CRANBURY, NJ 08512

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 employer identification number in the appropriate spaces immediately
preceding Part I.
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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:
ELIZABETH MARTINEZ, +1 (813)424-3478 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information.

MetLife appreciates your business.
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SCHEDULE A i
(Form 5500) Insurance Information OMB No. 12100110

Official Use Only

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(3)(2). Public |nspecti°n_
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 | 3
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
ABEL HR

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

oEn | ©@WC | @ conator | ENTEITAS IS otpoons | Poloyorconrctyem
code identification number year (f) From (9) To
13-5581829 | 65978 0239670 5,744 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

186,528 25,917

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



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: SUMMIT FINANCIAL GROUP INC
Address: 5420 LYNDON B JOHNSON FWY STE 1940 City: DALLAS ST: TX  ZIP: 75240-6251
Commissions Paid Fees Paid Organization
Coverage Amount |Purpose Coverage Amount |Purpose code
Temporary 64,273 |Base Commissions Temporary 12,263  |Supplemental 03
Disability Disability Compensation
LIFE 63,066 |Base Commissions LIFE 7,288  |Supplemental
Compensation
Long Term 47,291  |Base Commissions Long Term 5,964 Supplemental
Disability Disability Compensation
Dental 9,607  |Base Commissions AD&D 342  [Supplemental
Compensation
AD&D 2,291  |Base Commissions Dental 60 Supplemental
Compensation
186,528 |Sub-total 25,917 Sub-total




| Schedule A (Form 5500) 2024 Page 4

Official Use Only

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.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b | X | Dental c Vision d| X | Life Insurance
e X ;I'iirknnrg)sr:)ry disability (accident & f | X | Long-term disability g S:gﬂ;g;r;t;!t h cF;;'L(?gs]cription
i Stop Loss (large deductible) j HMO contract k PPO contract | L’gﬁggty
m | X | Other (specify) ® ADD
9 Experience-rated contracts N/A
10 Nonexperience-rated contracts Coverage Amount
Temporary Disability 458,474
LIFE 354,884
Long Term Disability 259,641
Dental 128,181
AD&D 12,751
a Total premiums or subscription charges paid to carrier 1,213,931
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 |, item 2 above, report amount

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, spouses and dependents at the end of the policy period. This estimation should be used for
reporting purposes only.

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 MetL.ife if you would like additional information or details.



i
Metropolitan Life Insurance Company b safeGuard

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

Sales & Broker Compensation Services

February 6, 2026

ATTENTION: JAKE PRAVKEWITZ
ABEL HR

2 CORPORATE DRIVE
CRANBURY, NJ 08512

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 SafeGuard Health Plans, Inc. ("SafeGuard") employee welfare benefit plan may be subject to ERISA's
annual reporting requirements and SafeGuard 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 SafeGuard maintains within its normal
business records and is, to the best of SafeGuard'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. The categories of compensation that
may be paid to an intermediary 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 SafeGuard's
practice to specifically factor supplemental compensation into the cost of customer's plan. Supplemental
compensation is factored into the price structure of SafeGuard'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.

Before submitting the Schedule A with your annual report to the Employee Benefits Security Administration, in
addition to the information SafeGuard 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.

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.
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* 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 ("MetLife") 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:

ELIZABETH MARTINEZ, +1 (813)424-3478 or 800-ASK-4-MET and MetLife will assist you in obtaining this
information.

SafeGuard appreciates your business.
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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 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
Dental HMO plan number |
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
ABEL HR
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

SAFEGUARD HEALTH PLANS, INC., A TEXAS CORPORATION

©) EN @NAIC | (@) Contractor | R O o ot oy orecnrac yeer
code identification number year (f) From (9) To
75-2046497 | 95051 0239670 7 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

35 1

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




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: SUMMIT FINANCIAL GROUP INC

Address: 5420 LYNDON B JOHNSON FWY STE 1940 City: DALLAS ST: TX  ZIP: 75240-6251
Commissions Paid Fees Paid Organization
Coverage Amount |Purpose Coverage Amount |Purpose code
DHMO-TX 35  |Base Commissions DHMO-TX 1 Supplemental 03
Compensation
35 Sub-total 1 Sub-total




| 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 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 Temporary disability (accident & f Long-term disability g Supplemental h Prescription
sickness) unemployment drug

. . . Indemnity

i Stop Loss (large deductible) i | X | HMO contract k PPO contract | contract

m Other (specify) W

9 Experience-rated contracts N/A

10 Nonexperience-rated contracts Coverage Amount
DHMO-TX 521

a Total premiums or subscription charges paid to carrier 521

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 |, item 2 above, report amount

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, spouses and dependents at the end of the policy period. This estimation should be used for
reporting purposes only.

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 UnitedHealth Group Company
May 7, 2026 lﬂ

TRACEY TAYLOR
2 CORPORATE DRIVE
CRANBURY, NJ 08512

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 coverage 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 UnitedHealthcare Team



Schedule A (Form 5500) Parts 1 and 111 Principal Address:

Insurance Information Certified by Carrier 2 CORPORATE DRIVE
Department of Labor Pension and Welfare Benefits CRANBURY, NJ 08512
A Name of Plan:

ABEL HR, INC

Part]l 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: 281001
(e) Approximate number of persons covered at the end of policy or contract year: * 2,955
* If the policy holder determines that they have a more accurate count, they should use their figure.
Policy or Contract year (f) From: 11/01/2024 (g) To: 10/31/2025
2. Insurance fees and commissions paid to agents, brokers, and other persons
Totals: Total amount of commissions paid: $0.00 Total fees paid/amount: $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: $0.00
(d) Fees paid / Purpose: N/A
(e) Organizational Code: 3

Part 11l 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: $18,238,888.13

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

Specify Nature of cost: None



UnitedHealthcare

A UnitedHealth Group Company
March 30, 2026 'JJ

TRACEY TAYLOR
2 CORPORATE DRIVE
CRANBURY, NJ 08520

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 coverage 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 UnitedHealthcare Team



Schedule A (Form 5500) Parts 1 and 111 Principal Address:

Insurance Information Certified by Carrier 2 CORPORATE DRIVE
Department of Labor Pension and Welfare Benefits CRANBURY, NJ 08520
A Name of Plan:

ABEL HR, INC

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: 905975
(e) Approximate number of persons covered at the end of policy or contract year: * 1,937
* If the policy holder determines that they have a more accurate count, they should use their figure.
Policy or Contract year  (f) From: 11/01/2024 (g) To: 10/31/2025
2. Insurance fees and commissions paid to agents, brokers, and other persons

Totals: Total amount of commissions paid: $79,968.84
Total fees paid/amount: $0.00

(a) Name and address of the agents, brokers or other persons to whom commissions or fees were paid:
COMPASS CONSULTING GROUP INC
200 GALLERIA PKWY SE STE 1950
ATLANTA, GA 30339

(b) Amount of commissions paid: $79,968.84

(c) Fees paid / Amount: $0.00

(d) Fees paid / Purpose: N/A
(e) Organizational Code: 3

Part 11l 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: $1,069,931.63

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

Specify Nature of cost: None



