
Form 5500 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

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 

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). 

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

OMB Nos. 1210-0110 
1210-0089 

2025 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning  and ending 

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

X  a single-employer plan X  

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

X  an amended return/report X  

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

the final return/report

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

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .. X 

D  Check box if filing under: X  Form 5558      X  automatic extension X  the DFVC program 

 X  special extension (enter description) 

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

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 1b Three-digit plan 
number (PN)  

1c Effective date of plan 

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) 

2b Employer Identification 
Number (EIN) 

2c Plan Sponsor’s telephone 
number 

2d Business code (see 
instructions) 

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, I declare that I 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 
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

01/01/2025 12/31/2025

X

ANNE CARLSEN CENTER HEALTH AND WELFARE BENEFIT PLAN 506

07/01/2003

87-0694180
ANNE CARLSEN CENTER

701-252-3850

2200 20TH ST SW 
JAMESTOWN, ND 58401

621498

Filed with authorized/valid electronic signature. 07/13/2026 STEPHANIE NELSON
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3a Plan administrator’s name and address  X  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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN 

a Sponsor’s name 
c Plan Name 
 

4d PN 
 

5 Total number of participants at the beginning of the plan year 5  

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 6d).  

a(1) Total number of active participants at the beginning of the plan year  ............................................................................  6a(1)  

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

b Retired or separated participants receiving benefits .......................................................................................................  6b  

c Other retired or separated participants entitled to future benefits ...................................................................................  6c  

d Subtotal. Add lines 6a(2), 6b, and 6c. ............................................................................................................................  6d  

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

f Total.  Add lines 6d and 6e. ...........................................................................................................................................  6f  

g(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .........................................................................................................................................................  6g(1)  

g(2)  Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .........................................................................................................................................................  6g(2)  

h  Number of participants who terminated employment during the plan year with accrued benefits that were  
less than 100% vested....................................................................................................................................................  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:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  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)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2)  X  I   (Financial Information – Small Plan) 

(3)  X    A  (Insurance Information) – Number Attached ______ 

(4)  X  C  (Service Provider Information) 
(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          

Information) - signed by the plan actuary 
(5)  X  D  (DFE/Participating Plan Information) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

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

 

X

 
 

452

449

414

0

0

414

4H4A 4B 4D 4E 4F 4L 4Q

X X

XX

3X
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Part III  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.) ........................………..….  X    Yes       X    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.) …….....  X Yes    X   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______________________              
                                            

 

X



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 

2025 

This Form is Open to Public 
Inspection 

For calendar plan year 2025 or fiscal plan year beginning  and ending 
A  Name of plan B    Three-digit 

plan number (PN) 

C  Plan sponsor’s name as shown on line 2a of Form 5500 D  Employer Identification Number (EIN) 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 

(a) Name of insurance carrier

(b) EIN (c) NAIC
code

(d) Contract or
 identification number 

(e) Approximate number of
persons covered at end of

policy or contract year 

Policy or contract year 

(f) From (g) To

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
commissions paid

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025 
v. 250312

01/01/2025 12/31/2025

ANNE CARLSEN CENTER HEALTH AND WELFARE BENEFIT PLAN 506

ANNE CARLSEN CENTER 87-0694180

BLUE CROSS BLUE SHIELD OF NORTH DAKOTA

45-0173185 55891 250974 498 01/01/2025 12/31/2025

73967 0

MARSH & MCLENNAN AGENCY LLC

73967 0 N/A 3
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(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

  
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

1
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Part II 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 ...............................................  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  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b  

c Premiums due but unpaid at the end of the year ................................................................................................  6c  

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d  

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b  

c Additions:  (1) Contributions deposited during the year ...............................  7c(1)   

(2) Dividends and credits .............................................................................  7c(2)   

(3) Interest credited during the year .............................................................  7c(3)   

(4) Transferred from separate account ........................................................  7c(4)   

(5) Other (specify below) .............................................................................  7c(5)   

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6)  

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d  

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)   

      (2) Administration charge made by carrier ....................................................  7e(2)   

      (3) Transferred to separate account .............................................................  7e(3)   

      (4) Other (specify below) ..............................................................................  7e(4)   

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5)  

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f  

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)   

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1)   

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

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3)   

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4)  

 b Benefit charges (1) Claims paid ...............................................................  9b(1)   

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

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3)  

      (4) Claims charged ..........................................................................................................................................  9b(4)  

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

             (A) Commissions ...............................................................................  9c(1)(A)   

             (B) Administrative service or other fees .............................................  9c(1)(B)   

             (C) Other specific acquisition costs ....................................................  9c(1)(C)   

             (D) Other expenses ...........................................................................  9c(1)(D)   

             (E) Taxes ...........................................................................................  9c(1)(E)   

             (F) Charges for risks or other contingencies ......................................  9c(1)(F)   

             (G) Other retention charges ...............................................................  9c(1)(G)   

             (H) Total retention.....................................................................................................................................  9c(1)(H)  

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2)  

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1)  

     (2) Claim reserves ..........................................................................................................................................  9d(2)  

   (3) Other reserves ..........................................................................................................................................  9d(3)  

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e  

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a  

 b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, other than reported in Part I, 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? .............  X Yes    X No 

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

 

  

 

X

0

0

0

4674375

0

N/A

X



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 

2025 

This Form is Open to Public 
Inspection 

For calendar plan year 2025 or fiscal plan year beginning  and ending 
A  Name of plan B    Three-digit 

plan number (PN) 

C  Plan sponsor’s name as shown on line 2a of Form 5500 D  Employer Identification Number (EIN) 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 

(a) Name of insurance carrier

(b) EIN (c) NAIC
code

(d) Contract or
 identification number 

(e) Approximate number of
persons covered at end of

policy or contract year 

Policy or contract year 

(f) From (g) To

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
commissions paid

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025 
v. 250312

01/01/2025 12/31/2025

ANNE CARLSEN CENTER HEALTH AND WELFARE BENEFIT PLAN 506

ANNE CARLSEN CENTER 87-0694180

VISION SERVICE PLAN

06-1227840 39616 12219584 261 01/01/2025 12/31/2025

0 0
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(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

  
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

1
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Part II 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 ...............................................  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  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b  

c Premiums due but unpaid at the end of the year ................................................................................................  6c  

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d  

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b  

c Additions:  (1) Contributions deposited during the year ...............................  7c(1)   

(2) Dividends and credits .............................................................................  7c(2)   

(3) Interest credited during the year .............................................................  7c(3)   

(4) Transferred from separate account ........................................................  7c(4)   

(5) Other (specify below) .............................................................................  7c(5)   

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6)  

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d  

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)   

      (2) Administration charge made by carrier ....................................................  7e(2)   

      (3) Transferred to separate account .............................................................  7e(3)   

      (4) Other (specify below) ..............................................................................  7e(4)   

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5)  

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f  

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)   

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1)   

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

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3)   

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4)  

 b Benefit charges (1) Claims paid ...............................................................  9b(1)   

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

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3)  

      (4) Claims charged ..........................................................................................................................................  9b(4)  

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

             (A) Commissions ...............................................................................  9c(1)(A)   

             (B) Administrative service or other fees .............................................  9c(1)(B)   

             (C) Other specific acquisition costs ....................................................  9c(1)(C)   

             (D) Other expenses ...........................................................................  9c(1)(D)   

             (E) Taxes ...........................................................................................  9c(1)(E)   

             (F) Charges for risks or other contingencies ......................................  9c(1)(F)   

             (G) Other retention charges ...............................................................  9c(1)(G)   

             (H) Total retention.....................................................................................................................................  9c(1)(H)  

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2)  

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1)  

     (2) Claim reserves ..........................................................................................................................................  9d(2)  

   (3) Other reserves ..........................................................................................................................................  9d(3)  

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e  

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a  

 b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, other than reported in Part I, 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? .............  X Yes    X No 

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

 

  

 

X

0

0

0

45996

0

N/A

X



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 

2025 

This Form is Open to Public 
Inspection 

For calendar plan year 2025 or fiscal plan year beginning  and ending 
A  Name of plan B    Three-digit 

plan number (PN) 

C  Plan sponsor’s name as shown on line 2a of Form 5500 D  Employer Identification Number (EIN) 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 

(a) Name of insurance carrier

(b) EIN (c) NAIC
code

(d) Contract or
 identification number 

(e) Approximate number of
persons covered at end of

policy or contract year 

Policy or contract year 

(f) From (g) To

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
commissions paid

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025 
v. 250312

01/01/2025 12/31/2025

ANNE CARLSEN CENTER HEALTH AND WELFARE BENEFIT PLAN 506

ANNE CARLSEN CENTER 87-0694180

UNITED OF OMAHA LIFE INSURANCE COMPANY

47-0322111 69868 G000BSB2 414 01/01/2025 12/31/2025

4118 10925

MARSH & MCLENNAN AGENCY LLC 6160 GOLDEN HILLS DR 
MINNEAPOLIS, MN 55416

4118 10925 OTHER COMPENSATION 3
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(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

  
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

 
(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 (e) 
Organization 

code (c) Amount (d) Purpose 

    

1
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Part II 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 ...............................................  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  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b  

c Premiums due but unpaid at the end of the year ................................................................................................  6c  

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d  

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year .............................................................................................................  7b  

c Additions:  (1) Contributions deposited during the year ...............................  7c(1)   

(2) Dividends and credits .............................................................................  7c(2)   

(3) Interest credited during the year .............................................................  7c(3)   

(4) Transferred from separate account ........................................................  7c(4)   

(5) Other (specify below) .............................................................................  7c(5)   

 

 

 

  

  
  

(6)Total additions ...............................................................................................................................................  7c(6)  

 d  Total of balance and additions (add lines 7b and 7c(6)).  .....................................................................................  7d  

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)   

      (2) Administration charge made by carrier ....................................................  7e(2)   

      (3) Transferred to separate account .............................................................  7e(3)   

      (4) Other (specify below) ..............................................................................  7e(4)   

 

 

 

  

  
  

      (5) Total deductions ............................................................................................................................................  7e(5)  

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............................................................  7f  

0

0
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)   

9  Experience-rated contracts:  

a   Premiums: (1) Amount received ................................................................  9a(1)   

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

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3)   

(4) Earned ((1) + (2) - (3)) ...............................................................................................................................................  9a(4)  

 b Benefit charges (1) Claims paid ...............................................................  9b(1)   

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

      (3) Incurred claims (add (1) and (2)) ................................................................................................................  9b(3)  

      (4) Claims charged ..........................................................................................................................................  9b(4)  

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

             (A) Commissions ...............................................................................  9c(1)(A)   

             (B) Administrative service or other fees .............................................  9c(1)(B)   

             (C) Other specific acquisition costs ....................................................  9c(1)(C)   

             (D) Other expenses ...........................................................................  9c(1)(D)   

             (E) Taxes ...........................................................................................  9c(1)(E)   

             (F) Charges for risks or other contingencies ......................................  9c(1)(F)   

             (G) Other retention charges ...............................................................  9c(1)(G)   

             (H) Total retention.....................................................................................................................................  9c(1)(H)  

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.)..................  9c(2)  

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1)  

     (2) Claim reserves ..........................................................................................................................................  9d(2)  

   (3) Other reserves ..........................................................................................................................................  9d(3)  

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e  

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier ...................................................................................  10a  

 b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, other than reported in Part I, 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? .............  X Yes    X No 

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

 

  

 

X

X X

X ACCIDENTAL DEATH & DISMEMBERMENT, ACCIDENT, CRITICAL ILLNESS, HOSPITAL INDEMNITY

0

0

0

223571

0

N/A

X



Annual Return/Report of Employee Benefit Plan
This form is requned to be filed for employee benefit plans under s€ctions 104

and 4065 oI the Emd.ryee Retirernenl lncorE Security Ad of'1974 (ERISA) and
secrions 6057(b) ard 605E(a) ot lhe lntemal Revenue Code (the Code).

t Compleb all enlrie6 in accordance with
tlle in3tructions to the Form 55m.

@

Form 5500

DeprtnEi ot 0E T@uy
l.le@lR.l€@ S.rv@

OMB Nc. 1210{110
12104080

2025
arploy* B€.rfl! Serly

P6sih 8.n6ft Gur.nty Cdpo.atd

Annual rt ldentifi cation lnformation
For calendar plan year 2025 or fscalplan year beginning 01/012025

This Form is Open to Public

andending 1281f2025

A Thb r€runt/repon bfo. 0 a multbmployer plan

E a sing[eempbyer plan

B This .€lurn/report is: I fte mt tett"t*eoon

I an arneoded Etum/Gport

C l, lhe plan is a colleclivev-bargained plan, check here. . . . . . .

D ched( box iffiling under: I rorm sssa

I a multiOleemObVer plan Cikrrs 6€ddnO thb box mtEt provide penicipdin!
ernployer htomatbn h accorda.rce wih the brm instuclbns.)

I a DFE (spe<ify) 

-
I the finar ,etunr/repo.r

I a short plan year retuflVrepon (bqs than 12 mo.{r6)

,..,.,,,, ',.,''',1[

I automatr elension ! tre OfVC program

1C Effeclive date of plan

07 t01t2003

2b Employerldentifcation
Number (ElN)

870694180

I special enension (enter dGcription)

E I this is a refoaclivety adopted plan pemilted by SECURE Act section 201. check here.

Basic Plan lnformation---enter all uested information

la Name of plan

Anns Csallrn Clnbr Hrlih and wsfs,r 8€ftdt Plgn

2a Plao spoNo/s ngllc (employer, if for I 3lngle-employer plan)
Mailing address (indude room. apt., suite no. and streel, or P.O. Box)
Ciy or tosm, state or province, counlry, and ZIP or brelJn postal code (if tureign, see instruclions)

Ann6 Cadaon Cont€r

506

2C Plan Sponso/s lelephone
number

701-252-3850

2200 20th St Sw' Jam6slo,vn. ND. 58401, USA 2d Business code (see
instn clions)
62 t 494

Caution: A penalty tor lhe lab or incomolete filino ot this retum/reoort will be assessed unless reasonable caus. is established

Under penalties ol periury and otlEr penalties set fonh in the irEtructions, I declare that I have examined lhis relum/rcport, including accomp.nying schedules.
statemenls a .as versiofl ot this refuarrrepo(, and to the besl ot rny knon ledge and belief. it is true. conecl. and cornplele

numbet
1b Three{ioit plan

Q,^-CA qn)u2021
Dale Enter name of irdividual sionino as plan administralor

stcta,.Y
of

)

Enter name of ind ividual signino as employer or plan sponsorDate

\
stG
HERE

Siqnature ot employer/plan 3pon3or

Date Enter name orindivrdual signing as DFE

SIGN
HERE

Siqnature ot DFE
Foa Paperworl Reduction Act l{otlce, 3ee the lnlttucliona lor Form 55{10. Fo.m 5500 (2025)

t. 250112

tP"rt tt



Form 5500 (2025)

3a Plan adminrstrato/s name and address Same as Plan Sponsor 3b Adminbtrato/s EIN

4b ErN

9b Plan benefit anangemenl (check allthal apply)

H (Financiallnfomation)

I (Financial lnbrmation - Small Plan)

A (lnsurance lnbmation) - Number Attacfied 3

2

4 lf the nanE and/or EIN of the plan sponsor or lhe plan name has charged since the last relur*eport fled hr thb plan,

enter the dan sporEo/s name, ElN. the pbn mme and the plan numb€a ttom the last returvrepodl

a Sponso/a narie
c Plan tl.ame

4d PN

5 Total number ot participants at the beganning of the plan year

6 Numbe. of parlicipants as of the erd of the phn year unl6s otherwise sliated (welfale plans complete ohly lines 6!(l ),
6.(2), 6b' 6c, and 6d).

a(l) Total number of adive parlhipants at the beginning ot the plan year

a(2) Total number of active panijpants at the eid of the plan yea.

b Relircd or s€parated parlicipants rcceMng benefits.......................-....

C Other retiGd or seoarated parlicipants entided to irtrre benefb ..........

e Deceased pariicipants who6e beneficiaries are receiving or are entitled to rcceive beneltls. ......

f Tofal. Add lines 6d and 6€. ....

s(r) HHiltrfffi': *.:T-:::*:""*"" :l* *n':llT 
":* :'"1:::'""ry.::1*_:T*',:l:

s(2) 
**'@*@*: * :"-:1*:""* - :: 

* 
:T -": 

* 
:::.1-*l 11 :::* -*o*l rT. ....

h Hri""lffiffi5s.***:*"11t""1::T:*-:.:":.1:1*1hacc'uedbe.el.:*:.:"*. ..... ..

8a f U1e plan provides pension benefls, enter the applicable p€nsbn feature codes frofi the Lbt oI Plan Chaiacleristic Codes in lhe instn clbns:

b lf fte plan provides wehare beiefits, enle. the apdicable wefare batu.e codes from the Ust of Plan Charaden{ic Codes in lhe insttuclions

4A 48 4D 4E 4F 4H 4L 40

449

414

0

414

9a aan
(1)

(2)

(3)

(4)

funding a.rarEement (check all lhat apply)

{1)

tzl
(3)

({)

l0 Check allappticabte boxes in'toaaM 1Ob to indicate which schedules are attached, and. Mere indi=ted, enter the number atta.ied. (See instrudions)

a Pension Schcdules b Gsner.l Schedul€t

R (Retirement Plan lnb.malion)

,rB (Multiemployer Defined Benefit Plan and Cedain trtoney

Purchase Phn Actuarial lnbtmation) - signed by the plan
actuary C (SeNbe Provider lnfo.mation)

D (DFFJParticipaling Plan lnformation)

G (Financial Transaction Schedules)

(1)

tzt

lnsularrce

Code s€clirn ,tl2(eX3) insurance contra.ls
Trust

GeneEl ass€ts ofthe sporEor

lnsuErEe

Cod€ s€dion ii12(ex3) insuGnce contracE

Trusl

Geneaal assets oI the sponsor

(r)

(2)

(3)

(4)

I!
D!
u
I

(3)

(4)

(s)

! SB (Sinole-Employer Defned Beneft Plan Actuarial 
(O)

lnfonnatbn) - signed by the plan actuary

I DCG 0ndividual Plan lnbrltlation) - Number Attached 

- 

(6]

I ree g.,trfipte+.ployer Reli.ement Phn lnbrmalion)

5

6a ,|

6a(2)

6b

6c

6d

6e

6f

6s(r )

6q(2)

6h

7

r

3c Adninislr-.lois IebphorE
number

452

0

7 Enter the total number of eriploye.s obligEted lo contribule lo the dan (oily multiemploye. dans compbte thb ilern) ........
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I form M-1 Compliance lnformation (to be completed by welfare benefit plans)
'l la I the plan provues welfare benefits. was the plan subjecl

2520.101,2.)....................................... I v"" E

lf Y€5' b chscked, cornplete lines 11b and 11c.

to the Fo.m M-1 fling requirerienls during the plan yeao (See instn ctbns and 29 CFR
NO

11b ls the plan cunently in compliance with the Form M-1 liling requirements? (See instruclions and 29 CFR 2520.101-2.) ..- lves ! No

11c Enter the Receipt Confrmation Code for the 2025 Form M-l annual report. llthe plan was not required to file the 2025 Fonn Ml annual report, enterthe
Rec€ipt Confirmation Code for the mosl recent Form M-1 that was required to be filed underthe Form M-1 fling requirements. (Failure to enter a valid
Receipl Confrmation Code will subject the Form 5500 tiling lo rejection as incomplete-)

Receipt Confrmation Code



SCHEDULE A
(Form 5500)

O€p.irnorn of trE TE.sury
lnr6d Ra6@ selt@

Oeoa.trne ol Lanor
Emproy€e BerEltr. Se@nry Admrstrato.

oMB No 1210-0110

2025

Ps$n genelil G6ar v CdD{alio.

For calendar n 2025 orfis..l n tnnl

A Name ol plan

Anno Caalson Center Hea[4i arld wofara 8ensfit Plan

C Plan sporEo/s nanE as shown on line 2a ol Form 55OO

Anno Carls€n Center

1 Coverage lnformation:

This Foim is Open to Public

and endi

s06

D Empbyer ldenlificatbn Number (ElN)

870694180

lnformation Conceming lnsurance Contract Coverage, Fees, and Commissions Provide information for each contract
ona rate Schedule A. lndividual contracts as a unil in Parts ll and ll c3n be onas le Schedule A.

Thas schedule is required to be fled under section 104 oflhe
Employee Retirement lncome Security Acl of 1974 (ERISA).

) File as an atlachrEnt to Fo.m 55q).

) lnsurance companies are required to povide lhe inloamation
pursuant to ERISA section 103(aX2).

number (PN)
B Three-digrl

Part I

(a) NanE of insurance canier

8lrr. Clo!! Bluo Shi.id of Norh Oakota

Pol of conlract
(bl ErN (s) To

450173185 12131t2025

2 lnsurance fte and commbsion intormation. Enter the total fees and tolal cornmissions paij. List in line 3 the agents, brokefs, and olher persons in

order of the amount id

Total amount of commissions Totalamount of fees id

73967 0

3 Persons receivino commissions and bes- (Comolele as marry enties as needed lo reporl all Dersons).

(G) ApprorirEte number of
persons covered at erd of

DOIiCY Or @nt'acl Year
(f) From

----------------(c) tlAlc
code

(d) Contracl or
iientifcalion number

55891 250974 01to1no25

{a) Name and address of the aoeflt. broker. or other lo whom @mmissions or fees were 0a rd

Marsh & Mclennan l€ency LLC

(b)Amounl of sales and base
commtsslons

Fees and olher commissions paid

(c)Amount (d) Purpose

0

code

3

(a) Narne and address orthe agent, boker, oa other person lo whom commissions or fees were paid

Fees and olher commissions paid

(c) Amount (dlPu.pose
(blAmount oI sales and base

nization code

Foi Paperwort Reduction Act Nolice, 3ee lhe lnstructions for Form 5g)0. Schedule A (Fo]m 5500) 2025
v.250312

lnsurance lnformation

)

498

73S67
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(a) Name and address of lhe agenl, broker. or other person lo whom commissions or fees were paid

Fees and other commissions paid

(c) Amounl (d)Purpose
(b) Amount of sales and base

(6)
Organizaliro

code

(a) Name and address of the agent, broker. or olher person lo whom commissions or fees were paid

Fees and olher commissions paid

(c)Amount (d) Pumose
(b) Amount of sales and base

commissions

(e)
Organization

code

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

Fees and other commissions paid

(c) Amounl (d) Purpose
(b) Amounl of sales and base

commlsstons

(e)
OEanization

code

(a) Name and address of the aoenl. broker, or olher Derson lo whom commissions or fees were paid

Fees and other commissions paid

(c) Amount (d) Pumose
(b) Amount of sales and base

commissions id

(c)
Organization

code

(.) Name and address of the aoent. broker, or other DeGon to whom commissons or fees were Daid

Fees and other commissions paid

(c) Amount (d) PuQose

(s)
Orqanizalion

codecommtsslons
(b) Amount of sales and base
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lnvestrent and Annuity Contact lnfomation
l Jhere indivk ual contraars are proviied. th€ entire group of such indivirual conlracls with each canier may be treated as a unit br purposes ol
this

4 Cuner value of interest under this contract in th€ account al end.....
5 cuner{ value of intercsl under this conlract in accounls al end

6 Contracts V,rlh Allocated Funds:

a SEte fie basb ofpremium €te6 )

b
c
d

Plemiums paiJ to canier...................................

Premiums due but unpaid atthe end ol the yea.

lf the carier, servke, oa other organizatiol| incuned ary specific c6ts in connec{bn vrith the acqubilion or
retention of the contract or policy, enter amount.

Specily mture of co6b )

Type ofcont€di (1) [ indivk ualpolirG

(3) [ orler (spe(jry) ]
(2) ! group &fened annuity

f lf contracl porchased, in whole or in part, to distribute benefits hom a teminating plan . checl hele ) [

e

6b
6c

6d

7 Contracts !^Ilh Unallocated Funds (Oo nol includ€ porlions of these conlracls mainlained in separale accounls)

a Type of contract: (,| ) [ deposil administration (2) ! immediale parlicirEton guarantee

(3) [ guaranleed investment (4) ! other )

b Balance at the end ofthe s

c Additbns: (l) Contdbrrlions de9o6ited during the ye€r .......

(2) Dividends ard credils
(3) lnte.esl crediled during the year. . .

(4) Transfened from separale accoont................. .... . .......
(5) Oher (speciry bdow)
)

d
e

(5) Toial dedirdions..-.................
f Eahnce at tlle end of lhe dnent

(6)Total addiliorE.........
Total of balance and additions (add lines 7b and 7c(6)). .. . ....... ... ....... -. .--

Deduclions:

(1) Disbursed from fund to pay benefits or purchase annuities dudng year

(2) Administration charge made by canier.........
(3) Transfened to separate accouni............... ....

(4) other (specit belofl) ...............................

)

subtracl line tom line

7b
Tcnl
7c(21
7c(3)
7c(41
7c(5)

7d

7e(1)
7e(21
7e(3)
7e(41

7t

0

0

Part ll

4
5
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welfare Benefi t Contract lnformation
lf more than ofle cDntract coveas the same group of employees of the same employer(s) or members of lhe same employee oqanizataons(s),
lhe information may be combined for reporting purposes if such contracls ale experience-Erted as a unit. Vlhere contracts cover indavidual

employees, lhe entire Oroup ofsuch indivadual conlracts with each canier may be treated as a unit for purposes of this report

8 Benefit and contracl type (check all applicable boxes)

a E Health (other lhan denialorvision) b[ oentar c[ vision d[ Life insurance

e ! Temporary disability (accldent and sickness) f I Long-tem disability g[ Supplemental unenrpfoVment h[ Prescription drug

i I HMo contract k[ PPo contracl lndemnity contracti ! sbp loss (large dedudible)

m ! oher (speciry) )

9 Expeience-rated contrets:
a Premiums: (1) furtount received ...

(2) lncrease (decrease) in anbunl due but unpau ....-....-.--.-......---.....-.

(3) lncrease (decrease) in uneamed premium reserve...................... .

(4) Eamed ((t) + (2) - (3))....... ........... .....

b Beneft charges ('l) Claims paid.....................

(2) lncrease (decrease) in claim rese[es..........
(3) lncuned claims (add (r) and (2))................

(4) Claims chargEd.

c Remainder of prEmium: (1) Retenlion chaEes (on an acdual basis) -
(A) Commissions..........
(B) Adminbtrative service or other fees .. ......- .,.....

(C) Other specifrc acquisition costs-.--......--......-

(D) Other expenses .....

(E) Taxes............. .......
(F) Charges for risks or other contingencies .....

(G) Other retention charger .................... ... ......

(H) Total retentirn.........

(2) Dividends or retroactive rate refunds. (Ihese amouns were I paid in cash, or I credited.)...

d Status of policyholrer reseNes at end oI year (1) Arnolnl held to povide benefits afler retiremenl

(2) Claim reserves ........

(3) Other reserves.......
e Divadends or retroaclive rate refunds due. not include amount entered in lane

10 Nonexpedence-iated contrads:

a Totalpremiums or subscdption charges paid to canier-.-...................

b lI the canier, sewice. or other oEanizalion incuned arry specifc costs in connection with the acqubilion or
Gtenlion ol the contract oa policr, olher than reported in Part l, line 2 above. report amouri. .............. . .... .

Specifo nature of costs.

0

0

0

4674375

0

Part lll

9a(1)
9a(2)
9a(3)

9a(4)
9b(1)
9b(2)

9b(3)

9c(l)(A)

4a

9c(tXB)
9c('lXc)
9c(tXD)
9c(1XE)
9c(1XF)

9c(1XH)

9c(2)
9d(1)
9d(2)
9d(3)

9e

10a

l0b

Provision of lnformafion
'l l Oid the insurance company fail lo provide any informataon necessary to complete Schedule A?

Part lV

12 [ the arE!,ver to line 11 is Ye6," speciry rle i.formation not pmvided. )
I ves Fl uo

9c(1XG)



SCHEDULE A
(Form 5500)

Oeparr.* of the Teasury
tnlerolRe6@ setoi@

OMB No. 121G0110

2025
oepairnanr ol kbot

EF9byee Berelits secunv Adminisrrdim

Pension Beneft Gla.anly Colpdal .n

For calendar 2025 or fscal n innr

A Narne of plan

Anne Caisen Conter Heallh and Weltare Benefit Plan

C Plan spor6o/s nafre as shown on line 2a ot Form 55OO

Anne Carlsen Cont€r

This Foim is Open to Public

and endi

506

lnformation Conceming lnsurance Contract Coverage, Fees, and Commissions Provide information for each conlract
ona rate Schedule A. lndividual contracts as a unil in Parts ll and lllcan be onas le Schedule A

'l Coverage lnformation:

This schedule is required to be fled under section l(X ot the
Employee Retirement lncome Seordty Act of ,974 (ERISA).

) File as an .ttachment to Fonn 55{X}.

) lnsurance companies are required to paovide the information
pursuanl to ERISA section 103(aX2).

lnsurance lnformation

)
B Threenigit

plan number (PN)

(a) Name of insurance canier

VISION SERVICE PTAN

or contracl
(b) ErN (g) To

061227840

descenda order oI the amount

Total amount of commissions Total amount of fees

0 0

3 Pe6ons receivino commissions and fe€s. (Complete as many entries as needed to report all peEons

(c) NAIC
code

(d) Contract or
iJenlifcation number

(e) Approximate number of
persons covered al end of

policy or conlract year (0 From

POnCy

1221958l 261

(a) Name and address of the agent, broker, or other pe6on to vrhom commissions or fees were paid

(b) Amount of sales and base
commissions

Fees and other commissions paid

(c) Amount (d) Purpose anization code

la) Name and address ofthe aaent. broker. or other to whom commissions or fees were oaid

Fees and other commissions paid

(c) Amount (d) Purposecommtsstons id ization code

For Paperrork Reduction Act l{otiee, see the lnstructions for Form 5500. Schedule A (Form 55{Xr) 2025
v.250312

D Employer ldenlification Number (ElN)

870694180

Part I

1213112025

2 lnsurance fee and commission informalion. Enter the total Iees and total commissions paid. List in line 3 the agents. brokers. and other persons in

01t01no2539€16

(b) Amount of sales and base



Schedule A (Fom 5500) 2025 Page 2 -

{a} Name and address of the aoenl broker or olher person to whom commissions or fues were paid

Fees and other commissions paid

(c) Amount (d) Purpose
(blAmount of sales and base

commissions

(e)
Organizalioo

code

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

Fees and other commissions paid

(c) Amounl (d) Purpose
(b) Amounl of sales and base

commlssrons d

(s)
Orpanizatho

code

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

Fees and other commissions paid

(c)Amount (dlPurpose

(e)
Oryanizatiim

code

(a) NanE and address of the agent. broker, or othea person to whom commissions or Iqeslvqre paid

Fees and other cofimissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

commissions

(€)
OEanizatbn

code

(a) Narne and address ot the aqent. broker, or other Defson to whom commissions or fees were gaid

Fees and other cornmissions paid

(c) Amount (d) Purpose
(b) Amount of sales and base

(e)
Oapanizalbn

codecommissions

(b) Amount of sales and base



Schedule A (Form 5500) 2025 Page 3

lnvestsrent and Annuity Contract lnformation
\rvtEre individual coriracts are paovired. th€ entire group ot such indiviirual contr&1s with each carrier rnay be treated as a unil br purposes of
lhis

4 Cufient value ot inlerest under this conlracl in the account al end .....

5 Curent value of inlerest under this conlraci in accounls al e.d..-..-..

6 Conlracts li\fth Allocated Funds:

a State the basis otpremium mtes >

b
c
d

PlEmiums paii, lo canier...................................

PEmiums due hrt unpaid at the end of the year

It lh€ caEier, seoice, or other oaganizalion incunEd arry specific cosb in conrEc{ion with lhe acqubifion or
reienlion of the coot'aa{ or @icy, enter amount.

Sp€cify nature orcods >

Type ofcontra.t (1) [ indivirual poli:ies

(3) [ ooler(spedfy) )

f lf contracl purchded, in whole or in part, to distribute benelits frorn a terminating plan, chect hete ) !

e

Part ll

4
5

6b

6d

b Bahnce at the end oI the

c Additbns: (1) Contrihnions depc*ted du,ing lhe yeat

(2) Oividends and credits

(3) lnteGsl credited during the yed...................... .......

(4) Transfeoed from separate account.........................
(5) Olher (sp€cify bdorY)

)

d
e

(5) Total deduclions -...................

f Babnce at the end ol the c{nent

(6)Total 8{dil,orE.........
Total of balance and additions (add lines 7b and 7c(8)). .. . . ......... ..... - -.....-.
Oeductions:

(1 ) Disbuced iom tund to pay benefiE or purchase annuilres dudng year

(2) Adminislration charge made by carrier.........
(3) TGnsbned to separate accolni....................
(,r) Other (specif, below)...................................

)

0

57

from line 0

7b
7c(1)
7c(21
7c(3)
7c(41
7c(5)

7d

7e(1)
7e(21
7e(3)
7e(41

7f

(2) [ group deffi annuity

toc

7 Contrac{s Vvth Unallocated Funds (Do nol irrclude portions of these contracls mainlained in s€parab accounts)

a Type of contract: {t) [ o+osit aOminlOntion (2) ! immediate participation Ouarantee

(3) [ guaranteed investrEnt 111 ! otrer )

line

c(6)



Schedule A (Form 5500) 2025 Page 4

Welfare Beneft Contract lnformation
It mole than one conkact covers the same gtoup ot employees of lhe same employer(s) or members of the same employee oQanizatims(s),
the inlonnation may be combined for reportjng purposes if sudr contracls ale expedence-lated as a unit. VlheG @ntracls cover individual
employees. the entire group ofsuch individual @ntracts with each canier may be trealed as a unit for purposes ol this report.

8 Benefit and contract type (check all applicable boxes)

a 0 Health (olher than denlalor vision) b[ Dental

e D Temporary disability (accident and sbk'less) f D Long{em disabilig

i I Stop lo6s (laae dedu.ribb) i I ntto -nt.act
m I Otur (spedry) >

c $ vision

g I Supplemental unemphyment

k ! eeo contraa

d I Lite insurance

h I Prescriplion drug

lI lndemnity contracl

9 Expe.ience.Gted conlra.rs:

a Premiums: ('t) Amount recrived .................

(2) lncle se (decrease) in arpunt due but unpaid ...............................
(3) lncrease (dec.ease) in un€amed p.emium reserve .....-.-.-.....-.-.......

(1) Eamed ((r) + (2) - (3)) ..................................

b Benefit charges (1) Chims pad.....................

(2) lncrcase (decreas€) in claim rese es..........
(3) lncunEd claims (add (l) and (2))...................

(4) Claims charged.......
C Rernainder of prErnium: (1) Retention dae€s (0rl an acsual basb) -

(A) Cornmissions . ........

(B) Adminisiralive se.vbe o. other tees ..............-.
(C) Other specific acqui8ition cosls .. ....... ..........

(O) olher expenses . . ...

(E) Taxes.....................
(F) ChaQes b. dsks or olher conlingeocies .....

(G) Otner retention charles.............................
(H) Total relention.........

(2) Dividends or Gtoactive rate retunds. (Ihese amouns were ! paid in cash. or 0 credited-)...

d Status of policyholder @serves at end ot year ('l) Amounl held to povide benefts afier relirerneit

(2) Clarm reserves ........

(3) Other reserves........
g Oividends or retroadive rate refunds due Do not include amount enlered an line

l0 NorExperbnce-rated contrads:

a Total premiurns or subsctiplbn charges pai, to carier..... - -....- - -............

b f the canbt servte, oa other organizatbn incuned a.|y specitu costs in conneclilrl with the acqubilbn oa

etention of the contrad or polby. other than repoated in Pad I, line 2 above. rePort amourt- ................-....-
Sp€city nature of co6ts.

0

0

0

45996

0

9a(3)
9a(4)

9b(1)
9b(2)

0

9c(1XH)

9c(2)

E6t

Provision of lnformafion
1'l Oid the insurance comDanv fail to orovide any information necessary to comOlete Schedule A?

tv

't 2 tt the ansvrer to line l1 is Yes," spedry the irformation not provided. )
I ves Fl ,.ro

l*^"'l

ffi

l= rbEL

I ga(z)

I ga(rr

I gatzt

I gatgt

lg"
t ro"t;-

tr.(rxAl
I gctrxet
| 9c(1xc)
fr"(1XD)
fr"(1XE)

9c(lXF)
9c(rXG)



SCHEDULE A
(Form 5500)

Oep€rtrant o, fie T@sry
lnr.rol Rov6s s. i,

OMB No. 121e0110

2025

Psso Seneiil Gura.ny Cqpdd$

For calendar 2025 or fscal ni

A NarE of plan

Anno Carlloi C€ntgr Hgalth ard Wolrars Be'lefi( Phn

C Plan rpomo/s nane as shown o.| line 2a ot Form 55OO

Annc Carb€n Conter

This Fonn is Open to Public

and

506

D Employer ldentification Number (ElN)

870694180

lnformation Conceming lnsurance Contract Coverage, Fees, and Commissions Provide information for each contracr
ona Schedule A lndividual conlracts as a unit in Pans ll and lll cen be onasr Schedule A.

This schedule is required lo be fled under section 10zl of the
Employee Retirement lncome Searrity Act ol 1974 (ERISA).

) File as an attachmentto FoJm 59x,.

) lnsurance corhpanies are rcquired to provide the infoamation
pursuant to ERTSA secition 103(a)(2).

lnsurance lnformation

)number (P

B Three{igit

E
1 lnformation

(al NarE of insurance canier

UNITED OF OMAHA LIFE INSURANCE COMPANY

Pol or conlract

(g) To

470322111 1231t2025

2lnsuranceteeandcommissioninfoamalion.Enterthetotalfeesandtotalcommissionspaid. List in line 3 the agents, brokers, and other percons in

order of the amount

Total amount of commissions Total amount of fees

4118 10925

3 Pe6ons rcceiving commissions and fees. (Complete as many entries as needed to report all persons)

(c) ilAlc
code

(d) Crntract or
identifcalion number

(cl App.oxhate number ot
persons covercd at erl(l of

Dolicy or conlracl year (t) From

uto1no2569868 G000Bs82 414

{a) Name and address of the aqent. broker, or olher oerson lo whom commissions or fees were Dad

MARSH A MCLENNAN AGENCY LLC

(b) Amount of sales and base
commissions

4118

6160 GOLDEN HILLS DR . MINNEAPOLIS , MN , 554,16, USA

ization code

3

Fees and olher commissions paid

(d) Puroose(c) Amount

OTHER COMPENSATION10925

la) Name and address of the aoent. broker ot other Derson lo whom commissions or fues were oad

Fees and other crmmissions paid

ld) Pumose(c) Amount
(b) Amount ol sales and base

commissions code

For Paperwoik Reduction Act l{otice, ree the lnstructions for Form 5g}0. Schedule A (Form 5500) 2025
v. 2501'12

(b) ErN



Schedule A (Form 5500) 2025 Page 2 -
(r}Nameandaddresso'heaqent.broker,orothe4e|sontqwhpocol!o!9]9l!ssrL

Fees and other commissions paid

(c) Amount (d) PuAose
(blAmount of sales and base

commissrons

(e)
OrganAation

code

(a) Name and address of the aoenl. bloker. o( olher oelson to whom commissions or bes were Daid

Fees and other commissions paid

(c) Amounl (d) Purpose
(b) Amo{rnt oI sales and base

commissions

(e)
Organization

code

(a) Name and address o, the aoenl. broker. or other person to whom @mmissions or fees were paid

Fees and other commissbns paid

(d) Purpose(c) Amount
(b) Amount of sales and base

commlssrons

(e)
Organizatirl

code

(a) Name and address of the aoent. broker. or other Derson to whom commissions or lees were paad

Fees and idcommissions

(d) Purpose(c) Amount
(b) Amount of sales and base

commassions

(e)
OEanEatirn

code

(a) Name and address of lhe aqent. b'oker. or other p€rson lo whom commissions or fees were paid

(d) Purpose(c) Amount
(b) Amount of sales and base

(e)
Organization

codecommissions id

Fees and olher comm6sons paid



Schedule A (Form 5500) 2025 Page 3

lnyosEnent and Annuity Conhct lnformation
V\tere individual cor{racts are provired, the entire group ot srrch indivilual cont"acls with each carier rnay be trealed as a unt for purpoSes ot
lhis

4 Curlent value of inleEst under this contract in the account al end

5 cunenl value of interest under lhis conlract in accounts al end

6 Contracts Wth Allocated Fundsi

a State the basis ofpremium rates )

b
c
d

Preoiums due but unpaid at the end ot the year

ll the canier, seIvice, or other orlanhation incuned arry specific co6ts in connec{bn tyith th€ acquMon ot
retention of the coobacl or polic,, enter amount.

Sp€ciry naturc ofcosts )

Type otcontrad: {l) [ inoivuuat poti*es

(3) [ ottter (speciry) >

(2) 0 group detured annuity

f I conlrad purchased, in whole or in part, to distribute berEfts ftom a lerminating plan, ched( hele )

e

Part ll

4
5

6b
6c

6d

7 Contracts $rlh Unallocated Funds (Oo not inctude ponions of ihese contlads mainiained in separaie accounts)

a Type of contract: (1) [ depGil adminidEtion (2) [ immediale padicipatioo guarantee

(3) U guaranteed investmenl (4) D other )

b Eahnce at the end oI the

C Additions: (1) C,ontribdions deposiled dudng the year .

(2) Dividends and credits

(3) lnleEst oedited dunng the year...........

(,1) Transffi frorn separate account...................... ..

(5) Otter (specity belorv)... .. ........................................

)

(6)Total addiliorE .........

Total of bahnce and additions (add lines ,b and 7c(6)). .. ........... ....... ....... ...

Deductions:

(1) DisbuEed from tund to pay benefb o. purchase annuiftes durino yea.

(2) Administuation chaEe rnade by carier.........
(3) Transferred to separale account . . . . ..... . ........ . .

(,1) Oher (specify below)...................................

)

7

d
e

7(5) Total deduclions...--...............

f Babrce at lhe end of the qrrrent line from line

7b
7c(11
7 c(21
7c(3)
7c@l
7c(5)

7d

7e(1)
7el2l
7e(3)
7e(4)

7t

0

e(5)



Schedule A (Fonn 5500) 2025 Page 4

welfar€ Benefi t contract lnfomation
lf more than ooe contracl covers the same group of employees of the same employe(s) or members ot lhe same employee oqanizations(s),
the intonrEtion may be combined br repoding purposes if such conlrac-ls ale experience-raled as a unit. Vlhere @ntEcts cover individual
employees, the entire group oI such individual contracls with each canier ruy b€ lreated as a unit for purposes of this aepon.

8 Benefit and conhac{ type (ch€ck all applicable boxes)

a D Healh (otEr tt€n dentalorvision) b[ oenrat

e E Iempordry disabilit (accideot and sickn6sl f S Long-term OisaOitity

i [ $op loss (hee d€duclible) j ! ut to -nr"act

c I vaion

g fl supplemental unerpbyr|ert

k I eeo conraa

d fi Lite insurance

h ! Prescnption drug

I ! lndemnity cortracr

m E other (spedr) ) accroeurr- oerrH & DTsMEMBERMENT. AccroENT, cRrlcAL TLLNESs, HosprrAl rNoEMNrry

9 Elperience-rated contracts:

a Premiums: (l ) turDurn received .................

(2) lncrease (deqease) in anDunt due but unpau ............ --............ ... ..

(3) lnc{e6e (d6crease) in un€arEd plemium aeseoe........ ...... .......

(.r) Eamed (t) + (2) - (3)) ............ .. .......

b Benefit chaBes (1) Chims pair.....................

(2) lncrease (decre€se) in daim res€ es..........
(3) lncuned claims (add (r) and (2))...................

(4) Chims dlarged.......
C Remairder of preoium: (1) Retefllion chargE (on an accrual basis) -

(A) Commissions..........
(B) Adminbtralive servbe or other fees .. .... .. . .-.....

(C) Other spedfic @uisition cosls...................
(D) other expens€s.....
(E) Taxes.....................
(F) Charges for risks or othe. conting€ncies .....

(G) Other,elertion charges.... ...........................

(H) Total Eter ion.........

(2) DividenG or Etoactive rate .efunds- Ohese arounfs were ! paid in cash. o. I credned-)...

d Statns c, polbyholder .essves at end ofyear (l) Arnount heh lo provlre beiefits alter rcti etnent

(2) Claim reserveg ........

(3) Other reserves........
g Dividends o. relroactive rate refunds due Do nol irrclude amount entered in line

10 Nonexperience-raled contracts:

a Total premiums or subscription d|arges pai, to canier......... -.-. -- -.... -.

b f the carbr, servte, o. dler o.ganization incuned ariy sFcilic c6ts in connection with the acqubition or
rclentton of th€ cortrad or policy, otler than repo.ted in Pad l. line 2 abot/e, report amount. -.-....-........-.....

Sp€cify nature of co6ts.

0

0

0

223571

0

9a(l)
9a(2)
9a(3)

9a(,1)

9b(1)
9b(2)

9b(3)

9c(lXA)

ZIg

9c(1XB)
9c(rXC)
9c(1XD)
9c(1XE)
9c(1XF)
9c(lXG)

9c('lXH)

9c(2)
9d(1)
9d(2)
9d(3)

9e

l0a

10b

EET

Provision of lnformation
11 oid the insurance company bil to provide any infomation necessary to complele Schedule A?

Part lv

12 lf the arEvyer to llne 11 ls Yes," spciry the informstion not provided. )
I v". Eno

l*^'l


