Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

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

12/31/2025

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

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

a single-employer plan

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

D an amended return/report

C Ifthe planis a collectively-bargained plan, check here. . . .......... ... ... ..

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
OHIO VALLEY BANK COMPANY HEALTH AND DENTAL INSURANCE PLAN

1b

Three-digit plan
number (PN) » 506

1c

Effective date of plan
12/25/1989

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)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
OHIO VALLEY BANC CORP

PO BOX 240
GALLIPOLIS, OH 45631-0240

420 THIRD AVENUE
GALLIPOLIS, OH 45631

2b

Employer Identification
Number (EIN)
31-1359191

2c

Plan Sponsor’s telephone
number
740-578-3503

2d

Business code (see
instructions)
551111

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. 06/10/2026 TERRI M CAMDEN
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’s EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 252
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(l) Total number of active participants at the beginning of the plan year ..............cooii i, 6a(1) 252
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 249
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b 0
Cc Other retired or separated participants entitled to future benefits ..o 6C 0
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 249
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 2
actuary (4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes 4 No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2025

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
OHIO VALLEY BANK COMPANY HEALTH AND DENTAL INSURANCE PLAN plan number (PN) Y 506

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

OHIO VALLEY BANC CORP

31-1359191

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

UNITEDHEALTHCARE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-2739571 79413 707409 376 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

22928

42125

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

WISEMAN AGENCY INC

PO BOX 359
GALLIPOLIS, OH 45631

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

9671

42125

SERVICE FEE AGREEMENT

3

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

EMERSON ROGERS LLC OH

1787 SENTRY PKWY W
BLDG 16 STE 320
BLUE BELL, PA 19422-2239

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

13257

3

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 2723180
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the

OMB No. 1210-0110

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

This Form is Open to Public

Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
OHIO VALLEY BANK COMPANY HEALTH AND DENTAL INSURANCE PLAN plan number (PN) > 506

C Plan sponsor’s name as shown on line 2a of Form 5500
OHIO VALLEY BANC CORP

D Employer Identification Number (EIN)
31-1359191

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
VISION SERVICE PLAN

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
06-1227840 39616 30011560 141 01/01/2025 12/31/2025

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1852 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE WISEMAN AGENCY PO BOX 359
GALLIPOLIS, OH 45631-0359
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1852 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 0
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3) 0
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
LG LIS L= I 5 £ a1 1o TR 9c(H(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 49315
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




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

1210-0089
This form is required to be filed for employee benefit plans under sections 104
and 40656 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
c Dlepaﬂ'g:-'“ ?I Lgbof i » Complete all entries in accordance with
P aministraton the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
|_Part! | Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A This returmireport is for: D a multiemployer plan D a muItlpIe-.emplonyr pl.an (Filers checks.ng this box must pr.ovide participating
employer information in accordance with the form instructions.)
Ig] a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report [___l 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. ... ... .. P A R D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension {enter description)
E Ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here. .. ...........coooiuioo » D
|V Part Il } Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digitplan |
OHIO VALLEY BANK COMPANY HEALTH AND DENTAL INSURANCE PLAN number (PN) » | 506
1c Effective date of plan
12/25/1989
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) 31-1359191
CHIO VALLEY BANC CORP 2¢ Plan Sponsor’s telephone
number
740-578-3503
PO BOX 240 420 THIRD AVENUE 2d Busines_s code (see
instructions)
. ~ 551111
GALLIPOLIS OH 45631-0240 GALLIPOLIS OH 45631

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 JJLWL M W 6/10/2026 | rgrpr M caMDEN
HERE - - -

Signature of plan administrator | Date Enter name of individual signing as plan administrator
SIGN
HERE —

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

| Signature of DFE Date |_Enter name of individual signing as DFE - ]

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

v. 250312



Form 5500 (2025) Page 2

3a Plan administrator's name and address @ Same as Plan Sponsor 3b Administrator's EIN
3¢ 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 | 252
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 PIaN YT ..o s 6a(1) ‘ 252
a(2) Total number of active participants at the end of the PIaN YEAr ... e e 6a(2) . 249
b Retired or separated participants receiving DENEfItS ...........ccovri et s 6b 0
[ Other retired or separated participants entitled to future BENefits...............ooo s 6c 0
d Subtotal. Add lINes B8a(2), 61, BNA BC. ..ottt et et et e b e tans 6d 249
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............coeeeveiriiicciceennen, e '
f Total. Add liNES B ANG BE. .......c.ouvieieercreeiiei et eeresesa et sb b enas st renans . 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1
ol COMPIETE IS HEM) ..o ettt ettt ettt ettese e e eeeae e e e e s rsee st eeesaeebessrssaasassassaess 9(1)
() Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIELE IS O ..o e e st et e et ebe bt e et e ae st ateete s e eteeeeetemee s srenteeeesteereaees 29(2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1858 than 100% VESIEM ......ooiiieei ettt ettt sttt sttt ent e 6h B
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4D  4E
9a Plan fun(ihg; arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) -
(1) xl  Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) | General 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
(M [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 I (Financial Inf on — Il P
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money @ D (Fi lat Information — Small Plan)
Purchase Plan Actuarial information) - signed by the plan (3) El A (insurance Information) — Number Attached __ 2
actuary 4) D C (Service Provider information)
3) D SB (Slngle—Employer Defined Benefit Plan Actuarial ) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
(4) D DCG (Individua! Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)

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



Form 5500 (2025) Page 3

|__Part il | Form M-1 Compliance Information (to be compléted 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.) wevrvveemeeennieresrinene e [ Yes [ No

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

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

11 ¢ Enter the Receipt Confirmation Code for the 2026 Form M-1 annual report. If the plan was not required to file the 2025 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULEA | j
Insurance Information OME No. 1210.0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employée Retirement Income Security Act of 1974 (ERISA). 2025
Department of Lab
Employee B:ﬁ:ﬁl? gzcﬂﬁtyaAg:ninislration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
OHIO VALLEY BANK COMPANY HEALTH AND DENTAL INSURANCE plan number (PN) » 506
PLAN
' C Plén sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
31-1359191

CHIO VALLEY BANC CORP

Part | Information Concernirig 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 Iil can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

UNITEDHEALTHCARE INSURANCE COMPANY

(e) Approximate number of | Policy or contract year ;
EIN (c) NAIC _ (d)_ Coptract or d at end of
(b) ) code identification number pe;zﬁgj gfgg;et " ait ;‘2 a ro (f) From (g) To
36-2739571 79413 707409 | 376 01/01/2025 12/31/2025

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

(a) Total amount of commissions paid

| (b) Total amount of fees paid
22,928 42,125

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

WISEMAN AGENCY INC
PC BOX 359

GALLIPOLIS OH 45631

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

9,671 42,125 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
EMERSON ROGERS LLC OH
1787 SENTRY PKWY W
BLDG 16 STE 320

BLUE BELL PA 19422-2239 _
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
13,257 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount {d) Purpose

(e}
Organization
code

|

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

Fees and other commissions paid

{b) Amount of sales and base

commissions paid (c) Amount (d) Purpose

{e)
Organization
_code

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

Fees and other commissions paid

{b) Amount of sales and base

commissions paid (c) Amount (d) Purpose

(e)
Organization
code

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

Fees and other commissions paid

{b) Amount of sales and base

commissions paid {c) Amount (d) Purpose

(e)
Organization
code

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

Fees and other commissions paid

{b) Amount of sales and base

commissions paid (¢} Amount ~ (d)Purpose

(e)
Organization
code
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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.

Part Il

4 Current value of plan’s interest under this contract in the general account at year end ... sreseseeeneenes | 4

5 Current value of plan's interest under this contract in separate accounts at year end.... I 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid 10 CAITIET .....ovveves ettt et ce a2 bbb e s | 6b
€  Premiums due but unpaid at the end O the YEAI...........cccrrriieeeei et re e L 6¢c
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 @MOUNL. ..o e s s e e sreenes l
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3 [] 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: ) D deposit administration 2 D immediate participation guarantee
3 D guaranteed investment (4) D other P
b Balance at the end 0F the PreVIOUS YEBI..........oviiiis i sessess s s ssess st 7b - B - C
C  Additions: (1) Contributions deposited during the year ...............c.cc.c.coeueean. 7c(1)
(2) DIVIdeNds AN CIEAIS ...........ovrveeeeeeeeeesee oo eeeee e eeeeeees e 7c(2)
(3) Interest credited during the YEar .................cccervveveveeereeeseeeesereee e, 7¢(3)
(4) Transferred from SEPArate aCCOUNt................cccoouermrrereereeeererneeeses e | 7c(4) |
(5) Other (SPECify DRIOW) .......o.oviiv oo eeeeeeeeee e 7¢(5)
4
(BYTOMA @UUIIONS ... oo eeeesseeeesee e eese oo et eeeee e eese e eereeeeereeeeeee oo seeees e eeeee e 7¢(6) 0
d Total of balance and additions (add ines 7b and 7C(B)). ...uuvuueiiirinimirmisieeinieins | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carrier .............c...cocoooeivoiveececveeieee Te(2)
(3) Transferred t0 SEParate ACCOUNL............ccvrireieerecerssesessseseeetsesnsees s 7e(3)
(4) Other (SPECITY DEIOW) .......ccoiiviieieeiiieciee ettt eees e e 7e(4)
>
(5) TOWI GEAUGHONS .........eooveveee oo seesees e eesesees s ee oo cemeere e eeeseseeseeseeseseeeeses e 7e(5) 0
f Balance at the end of the current year (subtract ling 7e(5) from iNe 7d) .......co.covoeeovueirosreieeeeiee s esieeeean [ 7f 0




Schedule A (Forrq _5500) 2025 o 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 d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract kD PPO contract ID Indemnity contract

m D Other (specify) P

9 Experience-rateg contracts: ] ‘
a Premiums: (1) Amount received ...........cccccoevicvnnene o 9a(1) ‘

(2) Increase (decrease) in amount due but unpaid...........ccoccovvieicennnn. 9a(2) N

(3) Increase (decrease) in unearned premium reServe ...........coeeeevnveee... 9a(3) [

O R R v T v ) | 9a(4) 0
b Benefit charges (1) CIaIMS PAIG............ov.eveeeeeeeeeee oo | 9b(1) ]

(2) Increase (decrease) in claim reserves.................... 9b(2) .

(3) Incurred claims (A0 (1) BN (2))evvrvviierseiieeieeeeeeeee e oo eeee e ee et eseeeeeeseeess e er e e ereeaseaseneeeees | 9b(3) - 0
(4) ClaIMS ChAIGEA ... ettt ettt e s b en e et s st s et et e b et ass et st seeeeeseensreanann | Sh(4) -
C Remainder of premium: (1) Retention charges (on an accrual basis) -- ]
(A) COMMUSSIONS ...ttt ettt e e 9¢c(1)(A)
(B) Administrative service or other fees...........covevveeriiieiiincninennn, 9¢(1){B) |
(C) Other specific acquisSition COStS ..........c.cocvirviiceinive e, 9c(1)(C)
(D) ONET EXPENSES ...c.cvvvvoeveeeieeee oo eeeeeresesesesee s ses e sereenee 9c(1(D) |
(E) TAXES coeeneeecieiie vttt e s ee s es e s sesse s sr s smb et e st e e s s eaee 9c(1)(E)
(F) Charges for risks or other contingencies.. .. | 9c(1)(F)
(G) Other retention CHARGES .............ovveeeeeseeeseieeveeseeseeeeeeseeeeeseeseeone 9¢(1)(G) )
(H) TOAI TEHEITION ... esseeeee e oo s e ee e oeseeeseeeeseeeeesses oo [ 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) ... !_ 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES ..ottt ettt ettt es e is st s e e bt e e en s ses s e bt es e s e ee s er e eeeeens 9d(2) B
(3) OHNET TESBIVES.. ...t ettt ettt ee et ebee et st e teb et e s et e e e aeee e et eares et eeesestets s sesses e eeeeeenenen 9d(3)
_____€e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...cococoveveriereueunnens 9e o
10 Nonexperience-rated contracts: o
@ Total premiums or SUDSCrIption Charges Pait 10 CAMTIET ................oow.ooeveeerre e eeeeeeeeereeseeseesees e s eeeeeeeeeeen. 10a 2,723,180
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 1, line 2 above, report amount...............o........... 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?............. | Yes No

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




SCHEDULE A Insurance Information MR heL 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Reverue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025

Department of Labor

Employse Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
_For calendar plan year 2025 or fiscal ptan year beginning  01/01/2025 andending 12/31/2025 -
A Name of plan 1 B Three-digit
OHIO VALIEY BANK COMPANY HEALTH AND DENTAL INSURANCE plan number (PN) » 506
PLAN . -
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN) -
OHIO VALLEY BANC CORP 31-1359191

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Scheduie A. [ndividual 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

VISION SERVICE PLAN

(c) NAIC (d) Contract or | {e) Approximate number of Policy or contract year
(b) EIN . A . persons covered at end of
code identification number policy or contract year (f) From B (g) To
06-1227840 [ 39616 30011560 141 01/01/2025 12/31/2025

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
__descending order of the amount paid. .
(a) Total amount of commissions paid (b) Total amount of fees paid
1,852 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
THE WISEMAN AGENCY

PO BOX 358
GALLIPOLIS OH 45631-0359
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1,852 3

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

(b) Amount of sales and base Fees and other commissions paid
__commissions paid {c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5§500. Schedule A (Form 5500) 2025

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e}
Organization
code

l

(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

(c) Amount

{d) Purpose

(e)

Organization

commissions paid 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 B
| 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

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code




Schedule A (Form 5500) 2025
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| Partll | Investment and Annuity Contract Information
‘ Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
| this report. o B
4 Current value of plan’s interest under this contract in the general account at year end ... 4 |
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates »
D Premiums pait 10 CAMIEN ..ot s ss s s ss s s sss s sssss e sss s es s s 6b |
€ Premiums due but unpaid at the end 0f the YEaI.......cccceeiiiiiieeeee e et 6¢c
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 @MOUNL. ..........ccoiiiiiriii et
Specify nature of costs P
€ Type of contract: (1) I_—_| individual policies 2) D group deferred annuity
3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) I:l deposit administration ) D immediate participation guarantee
3) D guaranteed investment @ D other »
b Balance at the end Of the PrEVIOUS YBAI ...........vv.euiiierieeeseeescees st st 7b - 0
C  Additions: (1) Contributions deposited during the year .................occcoeeveeee.. 7c(1)
(2) Dividends and credits.................
(3) Interest credited during the year .
(4) Transferred from Separate aCCOUNL.............c.ccocvveoirveeeeireeeeeeeeeeesaeiie 7c(4) _
(5) Other (SPECIfY DEIOW) ....c..o.ivveeeeeee e 7¢(5) |
>
(B)TOMAI @AUIIONS ......ocoe. vttt et et e nes s eenss s e s saen s s ss st ees et s e 7c(6 0
d Total of balance and additions (2dd HNES 7B ANG TC{B)). ...vureurvrevreereeeeeeeseseeseesseeessesseeseeesee e e reeseeeeseereseeeeeseeener 7d 0
€@ Deductions: _
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1)
(2) Administration charge made by Carfier ..............ocvreiereecsesseeeeseer s 7e(2)
(3) Transferred to SeParate aCCOUNL................coovevereeereeee e eeeeeeeeees e eeeenes 7e(3)
(4) Other (SPECITY DEIOW) ..vv.veviveieieeieitee ettt e 7e(4)
>
(5) TOMAI GEAUCHONS .........oo oo oo oot eoe e eeeeese e ees s eseee s eensseses e e 0
f Balance at the end of the current year (subtract line 7¢(5) from line 7d) | C
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Part I | 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 repart.

8 Benefit and contract type (check alt applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:

a  Premiums: (1) AMOUNt FECEIVET ...cvveueeiireeiireriiiecce e e e 9a(1)
(2) Increase (decrease) in amount due but unpaid.............ccc.ocecveeeennn.. 9a(2)
(3) Increase (decrease) in unearned Premium resServe .......o.voeeeeeeveeee.an. 9a(3)
(4) EAIMEA (1) % (2) = (3))-ervvmreeeseeees oo e oo eeeeesseseseseeeseseseseeseeseeesees oo e e oot eeceeeeneneeseer [ 9a(4) 0
b Benefit charges (1) CIAIMS PAIG..............coooveoireeeeeeeeeeeeeseereeseeee e eeeneen ] 9b(1)
(2) Increase (decrease) in claim reserves .. ,[ 9b(2) —_ !
(3) Incurred claims (BAA (1) BN (2] rerererriericeis e eeeeee et eeeeeeeeee e eee et eeeeeeeseseeeee et eneseereseeseneens 9b(3) 0
(4) ClalmS CRATGEA ......cco.oii it cesee e ettt et te e be et es et e e eteeee e et e s eneevessee s s seeeneeeeeeae e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -- ]
(A) COMMISSIONS ....eoeeeeeeeeeeee ettt | 9c(1)(A) ]
(B) Administrative service or other fees........ccooeeviioicivivineennn, 9c(1)(B) |
(C) Other Specific aCQUISIION COSES ....ovvvv oo eeeiesveee e eres s 9c(1)X(C)
(D) OthEr @XPENSES ..-...ovo. oo eeee e eer e 9c¢(1)(D)
(B) TAXES ..ottt eee s ee e eee s s s ensen s 9c(1)(E)
(F) Charges for risks or other contingencies.. .. | 9c(1)(F)
(G) Other retention Charges..........coocoreeeorrrrvrnreesrmseseeeseeee e, 9c(1)(G) il o
(H) TOtAl FEEBNEION ...ttt ettt e b s sttt 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).........oc.u... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAM TESEIVES .....eeeeeeeeeeceteee sttt ettt ettt e e ee e eeeee et ee et e et et et eea e sssan e tas e s easasete et teeeeeeaeeeeae 9d(2)
(3) OFNBI TESEIVES ... vveceetetetest sttt et ettt e s e ee s e ae et et e s e s ase e es e e et et eaeeeemeenamness et teeeeeaeeesereneesasaneeneseeaen 9d(3)
____ e Dividends or retroactive rate refunds due. (Do not include amount entered in ine 96(2).) -.coocooviverercsinienen. | e
10 Nonexperience-rated contracts:
a Total premiums or sUbScription Charges Pait t0 CAMTIET ...................ccocueeeeeereeeeeeeeceeee e eeeeess e s s 10a 49,315
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount............ccceevevne.. 10b B

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 EI No

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




