Form 5500 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

Department of the Treasury

OMB Nos. 1210-0110
1210-0089

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
. Dlepa"’gem ?lf '-gb” N » Complete all entries in accordance with
me ofgmiﬁ{;fr;tsionecu" Y 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 return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)

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

D Check box if filing under: D Form 5558 D automatic extension
D special extension (enter description)

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

Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, INCORPORATED GROUP number (PN) » 503
MEDICAL PLAN 1c Effective date of plan
01/01/2020
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification

Mailing address (include room, apt., suite no. and street, or P.O. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, IN

1000 N. MARKET STREET
FREDERICK, MD 21701

Number (EIN)
52-0607953

2c

Plan Sponsor’s telephone
number
301-663-5131

2d

Business code (see
instructions)
624100

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. 07/14/2026 TRACY HILL
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 ‘ 74
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) 74
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 80
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 80
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 6 (1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4A

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) Trust ?3) @ Trust
4) N General assets of the sponsor 4) R 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)
@ [] MB (Multiemployer Defined Benefit Plan and Certain Money @ [ 1 (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) — Number Attached __ *
actuary (4) C (Service Provider Information)

3) D SB (Single-Employer Defined Benefit Plan Actuarial
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)

(5) D D (DFE/Participating 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 Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2025
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2025 or fiscal plan year beginning  01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, plan number (PN) S 503

INCORPORATED GROUP MEDICAL PLAN

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, IN 52-0607953
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
HM LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
06-1041332 93340 409105-B 80 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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025
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Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4) 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 328748
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 C Service Provider Information OMB No. 12100110

(Form 5500) 2025

Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee B:r?:fzgggcﬂrnyaAg:ninistranon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, plan number (PN) » 503

INCORPORATED GROUP MEDICAL PLAN

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, 52-0607953
IN

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ... .......... D Yes B No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2025
v. 251114
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 5500) 2025

Page3-[ 1 |

2.

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

() Enter name and EIN or address (see instructions)

THE BENECON GROUP, LLC

(h)

23-1315351

(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

compensation, for which the

)
Did indirect compensation
include eligible indirect

plan received the required

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

person known to be enter -0-. other than plan or plan
a party-in-interest sponsor) disclosures? compensation for which you
answered “Yes” to element
(f). If none, enter -0-.
22 BROKER 73151
YesD No@ YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
CAREFIRST ADMINISTRATORS 1501 S CLINTON ST, 7TH FLOOR
BALTIMORE, MD 21224
52-1358219
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
12 ADMIN 45948
YesD No YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)
THE CAPITAL GROUP, LLC
54-0654623
(b) (c) (d) (e) ) 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
eligible indirect an amount or

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

enter -0-.

other than plan or plan
sponsor)

plan received the required
disclosures?

compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

estimated amount?

22

BROKER

42968

Yes D No

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE | Financial Information—Small Plan OMB No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is requirgd to be filed under section 104 of the Employee 2025
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the ] ] ]
Department of Labor Internal Revenue Code (the Code). This Forrlr:1 lssp géntie:nto Public
Employee Benefits Security Administration b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation

For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending  12/31/2025
A Name of plan B Three-digit
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY plan number (PN) 4 503

MARYLAND, INCORPORATED GROUP MEDICAL PLAN

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, IN 52-0607953

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule | if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all income and expenses of the plan including any trust(s) or separately maintained fund(s) and any payments/receipts to/from
insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtAl PlAN @SSELS ..ot 1a 381922 263475
b Total plan li@bilities .............oocovooeeeeeeeeeeeeeeeeeeeeeeeeeee, 1b 123130 68201
C Net plan assets (subtract line 1b from line 1a).. 1c 258792 195274
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ..o 2a(1) 1322390
(2)  PartiCiPantS..........cviveeeeeeeee ettt 2a(2) 0
(3) Others (including rollovers)..........c.cccvviieieiiiiciniiee e 2a(3)
b Noncash contributions 2b
C Otherincome................. | 2c 8782
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2c) ............... 2d 1331172
€ Benefits paid (including direct rollovers) ...........ccoccciiereeeiiiiiienn.. 2e 746101
f Corrective distributions (see instructions).................ccccceevevevevenenns 2f 157772
g Certain deemed distributions of participant loans
(5€€ INSLIUCHIONS) ... 2g
h Administrative service providers (salaries, fees, and
COMIMUSSIONS) ... iutttieiiiie ettt ettt e et e et e e e e e e et e e e nneeas 2h 45948
i Other @XPENSES......c.oeeeceeeeeeeee e 2i 444869
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccevvernn... 2j 1394690
K Net income (loss) (subtract line 2j from line 2d)..........cc.cococouvnn.n. 2k -63518
| Transfers to (from) the plan (see instructions) ................ccccceue..... 2l
3 Specific Assets: If the plan held assets at any time during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a
line-by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a Partnership/joint venture interests ............ccoouiiiiiiiiiiii 3a X
D EMPIOYer real PrOPertY .........covvoveeeececeeeeeeeeeeeee ettt 3b X
C Real estate (other than employer real property) .........cccoooueeeiiiieeiiiieiie e 3c X
A EMPIOYEr SECUMHIES ...ttt n e aeaene 3d X
€ PartiCipant I08NS .......cuueiiiiiii et 3e X
f  Loans (other than to PartiGipants) ..............ccoeeeureereeeeeeeeeeeee e 3f X
g Tangible personal Property ...........cccocuiiiiiiiiiiii i 3g X
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule | (Form 5500) 2025

v. 250312



Schedule | (Form 5500) 2025 Page 2-| 1

’ Part Il lCompIiance Questions

4 During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period

described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until

fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ......... da X
b Were any loans by the plan or fixed income obligations due the plan in default as of the

close of plan year or classified during the year as uncollectible? Disregard participant loans

secured by the participant’s account balance. .............c.ccccoiiiii 4b X
C Were any leases to which the plan was a party in default or classified during the year as

UNCOIIECHDIET ..ot 4c X
d Were there any nonexempt transactions with any party-in-interest? (Do not include

transactions reported 0N lINE 4a.) ......cc.oiiiiiiiiiiii e 4ad X
€ Was the plan covered by a fidelity DONA? ..........c.cocuevieeeiececeeieecee e 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was

caused by fraud or diShONEStY? ........ccuuiiiiiiii e af X
g Did the plan hold any assets whose current value was neither readily determinable on an

established market nor set by an independent third party appraiser? ...........ccccccceiiieieiiinennns 49 X
h Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser? ...... 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt,

mortgage, parcel of real estate, or partnership/joint venture interest? ............ccocoeviiiiieiieenn. 4i X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to

another plan, or brought under the control of the PBGC? .........ccccociiiiiiiiiiiiiic e 4j X
K Are you claiming a waiver of the annual examination and report of an independent qualified

public accountant (IQPA) under 29 CFR 2520.104-467 If “No,” attach an IQPA’s report or X

2520.104-50 statement. (See instructions on waiver eligibility and conditions.) ..........c.ccccccrverenee. 4k
| Has the plan failed to provide any benefit when due under the plan? .............c.cccccevevevevenenen. 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29

CFR 2520.101-3.) covovoeeeeeeee e ee e se e eeeee s s eee e e s e eeeeee e 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or

one of the exceptions to providing the notice applied under 29 CFR 2520.101-3................... 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes B No-

If “Yes,” enter the amount of any plan assets that reverted to the employer this year

5b I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

10 (U Tex (13 T TSRS PRSI D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




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

1210-0089
This form is requirad to be filed for employee benefit plans under sectlons 104
and 40865 of the Employee Retirement Income Security Act of 1874 (ERISA) and

Dapartment of the Treasury

Intermal Revenue Service sections 8057{b} and 6058(a} of the Internal Revenue Code {the Code). 2025
Em“‘lgpgfa'“ézﬂ;g{s'-ggga ity » Complete all entries in accordance with
B ottt the Instructlons to the Form 5500,
Panslon Benelit Guaranty Corporation This Form is Open to Public
Inspection
Parfl - | Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning  01./01/2025 and ending 12/31/2025
A This return/report Is for: D a multiemployer plan D a multiple-employer plan (Fllers checking this box must provide participating
' employar information in accordance with the form instructions.}
) Bl a single-employer plan |:| a DFE (specify)
B This return/report Is: |:| the first return/report D the final return/report
I:l an amendad return/report D a short plan year return/report (less than 12 months}
C If the plan is a collectively-bargained plan, Ghack Rare. . . ... v vttt e iia st » D
D Check box if fillng under: D Form 5558 D automatic extensicn |:| the DFVC program
D spacial extension (enter description)
E Ifthisis a retroactively adopted plan permitted by SEGURE Act section 201, checkhare. .. ... .. oviiiiiccnnnnnn » I:I
“Part II: { Basic Plan Information—enter all requested Information
1a Name of plan 1b Three-digit plan
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, number (PN) » | 393
INCORPCRATED GRQUP MEDICAL PLAN 1¢ Effective date of plan
01/01/2G20
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) 52-0607953
THE ¥OUNG MEN'S CHRISTIAN ASSCOCIATION CF FREDERICK COUNTY MARYLAND, IN 2¢ Plan Sponsor’s telephane
number
301-663-5131
1000 N. MARKET STREET 2d Business code {see
instructions)
624100
FREDERICK MD 21701 e

Caution; A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause is established.

Under penalffks of perjury and other penalties set forth in the instructfons, | declare that | have examined this return/report, including accompanying schedules,
statemenis grid attachments, as well as the electronic version of this returnfreport, and to the best of my knowledge and belief, It is true, correct, and cemplete.
/ gy
( TRACY HILL
| Sigrihature of plan administrator Date Enter name of individual signing as plan administrator

. ) L
-HERE" .
n = | Signature of employeriplan sponsor Date Enter name of individual signing as employer or plan sponsor
“SIGN -
““HERE -
ol Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notlce, see the Instructions for Form 5500. Form 5500 (2025)

v. 250312



Form 5500 {2025) Page 2
3a Plan administrator's name and address |X| Same as Plan Sponser 3b Adminisirator's EIN
3¢ Administrator's telephone
number
4 |fthe name andior EIN of the plan sponsor or the plan hame has changed since the last return/report filed for this plan,  |4b EIN
anter the plan spensor’s name, EIN, the plan name and the plan number from the last retumn/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 74
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1), :
Ga(2), 6h, 6c, and 6d), R ;
af1) Total number of active participants at the beginning of the plan Year ... s 6a(1) 74
af2) Total number of actlve participants at the end of the Plan YEar ... s seessecesseeseees 6a(2)] 80
b Retlred or separated participants receiving Benefits.........coimninnimmne i 6b 0
c Other retired or separated participants entltled to future beneflis......vvrereers e 6c 0
d Subtotal. Add lines 6a(2), 6, aNd BC. ..ovecrmiccrinmenessseeesmenans 6d 80
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..., e
f Tolal, A ENES B BN B, iivevrerriisrsrrirrreeeeemrirreese e s ceesemsie e sesriren s b b R A AR b O E S SREEAb bEA L S e bR e na s 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined coniribution plans 6g(1)
9 COMIPIETE TS TBIM) cueveitirreneirinarrrerr e esevrseareresrsrvrs s sy am semsseass e sre e eedreseene b b LA RS EE S LS AR O TSRO AR R AR R EA S eSS E e R Ean e Y
@ Number of participants with account balances as of the end of the plan year {only dafined conlribution plans
SULE COMPIGIE IS IUEIMY 11vc1111secrcves110 111150288 GR RS 5855 RS 585 01 69(2)
h Number of participants who terminated employment during the plan year with accrued bonefits that were
1635 AN TO0% VESIEU 1uviusiressissirnsiesoississssssinssesssssssssssssssvs s iessseessssssssessssssss8as 44800 ELEE1TEE 108 4EATE1 S opE 28 serEea g s nnsenbassners 6h
7 Enter the total number of employers obligated to coniribute to the plan (only multiemployer plans complete this item)........ 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characterlstic Codes in the instructions:
b if the plan provides welfare banefits, enter the applicable welfare feature codas from the List of Plan Charactaeristic Codes in the instructions:
4h
9a Plan funding arrangement {check all that apply) 9b Plan bensfit arrangement (check all that appiy)
) Insurance ) tnsurance
{2) I Code section 412(e}(3} insurance contracts {2} l Code section 412(e)(3) insurance contracts
# Trust 2 Trust
0] General assats of the sponsor (4} K] General assels 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

(]

6]

R (Retirement Plan Information) (1)

MB (Multismployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan

|:| H {Financial Information)
] @  [® 1 (Financial Information — Small Plan)
(3) Ig] A {insurance Information) — Number Attached 1

actuary 4 @ C (Service Provider Information)

{3) |:| SB (Single-Employer Deflned Benefit Plan Actuarial (5) D D (DFE/Particlpating Plan Infarmation)
Information) - signed by the plan aciuary

{4) |:| DCG ({Individual Plan Information) ~ Number Attached {6) D G (Financial Transacticn Schedules)

B[]

MEP (Multiple-Employer Retirement Plan information}




Form 5500 (2025) Page 3

| Part Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfara bensfits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520,101-2.) cooverercesrmrscrnserereinncnnn. || Yes ¥ No

If “Yes" is checked, complete lines 11b and 11¢.

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

11 ¢ Enter the Receipt Confirmation Code for the 2025 Form M-1 annual repert. If the plan was not required o 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. (Fallure to enter a valid
Receipt Confirmation Code wil! subject the Form 5500 filing to rejection as intomplete.)

Recsipt Confirmation Code,




SCHEDULE A
(Form 5500)

Dapariment of the Treasury
Internal Revenue Sarvice

Departmert of Labor
Empioyee Benefils Security Administraticn

Pensicn Benefit Guaranty Corpdration

Insurance Information

OMB Ne. 1210-0110

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,

2025

» Insurance companies are required to provide the Informalion

This Form is Open to Public

pursuant to ERISA saction 103{a)(2). Inspection
For calendar plan year 2025 or flscal plan vear beginning  01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
THE YOUNG MEN'TS CHRISTIAN ASSCCIATION OF FREDERICK » 503

COUNTY MARYLAND,

INCORPORATED GROUP MEDICAL PLAN

plan number (PN}

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

THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, IN

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
oh a separate Schedule A. Individual contracts grouped as a unt In Parts {f and 11l can be reported on a single Schedule A,

Partl

52-06079353

D Employer Idantification Numbar (EIN)

1 Coverags Information:

{a) Name of insurance carrier

HM LIFE INSURANCE COMPANY

(e} Appreximate number of Policy or contract year
b] EIN (e} NAIC ) {d) Coptract or
() El cade identification number peggﬁgj gf‘éz';:?agtt ;’l:gr()f {fy From (g) To
06-1041332 93340 409105-B 80 01/C01/2025 12/31/2025

2 Insurance fee and commission Information. Enter the total fees and total commissicns paid, Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commigsions paid

{kx) Total amount of fees paid

3 Persons recelving commissions and fees. (Complete as many entrles as needed to report all persons).

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

Fees and other cemmissions 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 parson to whom commissions or fees were paid

Fees and other commissions paid

(b) Amcunt of sales and base
commissions paid

{c) Amount (d) Purpose

(e} Organization code

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

Schedule A (Form 5500) 2025
v, 250312




Schedule A {Form 5500} 2025

Page £ —

{a) Name and address of the agent, broker, or othar 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 feas were paid
Fess and other commissions pald )
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose coda
(a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amouni of sales and base Organization
commissions paid {c) Amaunt {d) Purpose code
(a) Name and address of the agent, broker, or other person t¢ whom commissions or fees werg paid
Fees and other commisslons paid (e)
{b) Amecunt of sales and base Organization
sommissions pald (e} Amount {d) Purpose code
{a) Name and address of the agent, broker,_or other person fo whom commissions or fees were paid
Fees and other commissions paid {e}
{b} Amount of sales and base Organlzation
commissions pald {c) Amount (d) Purpose code




Schedule A (Form 5500) 2025 Page 3

Z-Pé"t 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 intsrest under this contract in the general account at year end
5 Current value of plan’s interest under this contract in separate accounts at YEar ent...u.imeesrrssssssersesssessmmsessssess 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P

b Premiums paid 10 GAITIEE ... eeeeeeeeenen et b et R 6b
€ Premiums due but unpaid at the end of the YEaT.......c. et ¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connecticn with the acquisition or 6d
retention of the contract or policy, enter amouUnt. ...
Spacify nature of costs )
@ Type of contract: (1) D individual policies ) |:| group deferred annuity

(3} D other (specify) P

f  If contract purchased, in whole or in pari, to distribute benefits from a terminating plan, check here |4 I:l
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 pariicipation guarantee
{3) D guarantead investment 4 |:| other P
D BAlANce 8t 118 BN0 Of N8 PrOVIOUS YA ......coorerreeeercreereeserseereceesessessseeceeeseenseneeeeseeseseeeseseeessseeeessssssemeeseeececeeeeerere . 7h G
¢ Additlons: (1) Contributions deposited during the YEar ... sieoeserenne 7e(1) R B
(2) DIVIAENGS BN CrEtitS cuunirreeesisesssssesessesss s ssssseress rissssssssrssssssssssessssassnns 1 7e(2) SR _:§
(3) Interest credited dUring the YEAF ....cai s essreiensesss s ssemssssseans 7c(3) s AT
(4) Transferred from separate account.... ) A R
(5) OGN (SPEGIY BBIOW) wernvvessessvsesceresssmsesesssesseseasmssesesssssssssess st nsssessssss e S A
{B)Total AdIONS . .vvewerueseiseseessenns e 1 R84 R4 AR AR R R R 7¢(6) 0
¢d Total of balance and additions (add lines 7b and 7¢(6)). .. 7d 0
& Deductions: e

(1) DIsbursed from fund to pay benefits or purchase annuities durlng year 7e{1)
(2) Administrailon charge made bY Garler ... issssssessssessssnssienns | 1E(2)

(3) Transferred to SEPArAte ACOOUM v iiisiriessoe s issvsessessers s st sisssssesrans 7e(3)
{4) Other (SPEGify DEIOW) covviuvusussssisssssscrsssssssssssssms s mssssssssssssssssssssssssinns |_7e(4)

(B) TOTAI UBAUCHONS . .eeeeeeceeeeveveesereeeeseesseeesse s eesnssans e s eemsnesnesssnsssesesoescesssessanesessesnesresscssassansmerssenesnb et rbssbbbanitess 7e(5) 0
f Balance at the end of the current year (subtract line 7e{8) from lINE 7t) .. s sesssmsessrssas | 7f 0




Schadule A {Form 5500) 2025 Page 4

~ Partllt | Welfare Benefit Contract Information

i ==l If more than one contract covers the same group of employees of the same amployer(s) or members of the same employee organlzaticns(s),
't 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 Beneflt and contract type (check all applicable boxes)

a [ | Health {other than dental or vision) b[] pental &[] vision d [] Life insurance
e D Temporary disabllity (accident and sicknass) f |:| Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i BI Stop loss (large deductible) i l:l HMO contract k D PPO contract iD Indemnity contract

m [ ] Other (specify) »

9 Expetience-rated contracts: : : L i
A Premiums: (1) AMOUNE rECEIVE ......ccoevveeveevecvesreeeeeeess e ereses s seseesseenssnesnn ga(1) S S j
(2) Increase (decrease) In AMOUMt AUE BUEL UNPAIT... . eoveeee e vesisseerseeenns 9a(2) e L
{3) Increase {decrease) In unearmed Premiuim TOSBIVE i 9a(3) 2 e
(4) EAMNGA ({1) + (2) - (3))1rerrressuersessesssssessssssssssssssssssssssssisssssssissssseesssssspassssspssssss s ssssssspssssssss e e | 9a(4) 0
b Benefit charges (1) ClaIMS PAIL....wvmmerimmemsmromer o s 9h{1} PRI ST
(2) increase (deGraass) In Claim MESEIVES ..........orvevveeecreseeeereeeseeeesssenn 9hb(2) - e
(3) Incurred claims (add (1) And (2)) e s 9b(3) 0
{4) Claims charged ........ocoevevereerens 9b{4)
¢ Remainder of premium; (1) Reien{mn charges (an an accrual basis) -- ;
{AY COMMISSIONS 11uvvvrrserseerssrererersmsnseens v | 9c{1}A)
(B} Administrative service of other f868.......wrne s | SG{THB)
(C) Other specific ACGUISIHON GOSES ...u.vrwecrercesrssereesssesssassseseressssesans 9c(1)(C)
(D) OthBr BXPENSES ...ocvececreecrrcrvmemrresrrsnes e rsessraress serssssssssnss sres seaneses 9¢(1)(D)
(B} TAXESE covvrvveveveeeeeesessessseesssesesseeesssssessssessesseesssanrssssessssnsseseesesnssesane 9c{1)(E)
(F) Charges for risks or other CONtNGENCISS ... riomrreicessecsas 9¢(1)(F) ¥
(G) Other retention Charges ..o 9c(1)(G) p s T T :
(H) TOLB! TEENHON 1vvvvcvevctise s ieescrsseise s sssss s sb bbb st s sensasna b ses s besbansasab s bbb b e Ren e b st 9c(1)(H) 0
(2) Dividends or retreactive rate refunds. (These amounts were |:| paid in cash, nrD credited.)...cccerieaee. 9c{2}
¢ Status of policyholder reservas at end of year: (1) Amount hald to provide benefits after ratirement ..........c.... 9d{1)
(2) CIAIM FEERIVES 1uervvrverarsorereresssmmasimssssisssstssissmsssassessss iabssessomssssss ssetess osassrsnbsss raretsssessastsssesenssennsuessssansannens 2d{2)
() OBNIET FESBIVES. c...evveeeeeeeeeessueseseesrereesssresssssersssesssar sresresEse s e s basaFasaReEs£an S aeRe e e e £ snEnEneFareReRe e e e e ebnm £ e e ne e nEmnin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount enterad in line 9¢(2}.) ....vovreene e cecvaneenes 9
10 Nonexperience-rated contracts: ORI T
a Total premiums oF subscription charges PAIE L0 GEITIEE ..t s sssse st ansssesssrimss s sssssrsssses 10a 328,748
b Ifthe carrier, service, or other organizatlon Incurred any specific costs In connection with the acquisition or
retention of the contract ar policy, cther than reported in Part |, line 2 above, report amount...........cecciienne 10b

Specify nature of costs.

[ PartIV:| 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 s "Yes,” specify the information nat provided. »




SCHEDULE C Service Provider Information OME No. 1210-0110
{Form 5500)
Department of the Treasury This schadule is required to be filed under section 104 of the Employee 2025
Intarnal Revenue Service Retirermnent [Income Security Act of 1974 (ERISA}.
Employes g:r?:%rggtzsﬁiil‘yagad%in]stration P File as an attachment to Form 5500. - This Form is Open to Public
Pansion Benefit Guaranty Corporaticn Inspection.
For calendar plan year 2025 or fiscal plan year baginning 01/01/2025 and ending 12/31/2025
A Name of plan B Three-digit
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK plan number (PN) b 503

COUNTY MARYLAND, INCORPORATED GROUP MEDICAL PLAN

C Plan sponsor's name as shewn on ling 2a of Form 5500 D Employer ldentification Number (EIN)

THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, IN 52-0607953

[ Part 1. | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to repart the information required for each person who received, directly or indirectly,
$5,000 or mare in total compensaticn {i.e., menay or anything else of menetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If 8 person received only eligible indirect compensation fer which the plan received the required disclosures,
vou are required to answer line 1 but are not reguired to include that persen when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
Indirect compensation for which the plan recaived the required disclosures (see instructions for definitions and conditions)... ............. D Yes E‘ No

b If you answered line 1a "Yes,” enter the name ard EIN or address of each person providing the required disclosures for the setvice providers who
received only aliglble indirect compensation. Complate as many entries as needed (see instructions).

{b) Enter name and EIN or address of person who provided you disclosuras on eligible indirect compensation

{b) Enter name and EIN or addrass of persan who provided you disclosures on eligible indlrect compensation

{b) Enter name and EIN or address of persan who provided you disclosures on eligible indirect cempensation

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwark Reduction Act Notice, sea the Instructions for Form 5500. 8chedule C {Form 5500) 2025
v. 251114
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter nama and EIN or address of person whe provided you disclosures on eligible Indirect compensation

{b) Enter name and EIN or address of person who provided you disclosures an eliglble indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirest compensation

(b} Enter name and EIN or address of person who provided you disclosures on sligible indirect compensation

(b} Enter name and EIN or address of person who provided you disclosures on eligible Inditect compensation

(b) Enter name and EIN or address of person who provided yeu disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person who provited you disclosures on eligible indirect compensation




Page 3 ~ I:[

2, Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for thoss persons for whom you
answered “Yes” {o line 1a above, complate as many entries as needed to list each person receiving, directly or indirectly, $56,000 or more in total compensation
(i.e., monay or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. {See instructions).

Schedule C (Form 5500) 2025

(@) Enter name and EIN or address (see instructions)

THE BENECCN GROUP, LLC 23-1315351
{b) (c) (d) (e) (f (h}
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include allgible indirect compensation recelved by | providar give you a

organization, or
persen known to be
a party-in-interest

22

by the plan. If nohe,
enter -0-.

compensation? (sources
other than plan or pian
spensor)

compensation, for which tha
plan received the required
disclosures?

service providar excluding
eligible indirect
compensation for which you
answered "Yes" fo element
(f). If nene, enter -0-.

formuia instead of
an amount or
estimated amount?

BROKER

73,151

Yes D No EI

Yes D No D

Yes |:| No |:|

g

{a) Enter name and EIN or address (see instructions)

CAREFIRST ADMINISTRATORS 52-135821¢%
1501 8 CLINTON ST, 7TH FLOOR
BALTIMORE MD 21224
{b) (c) (d) (e} (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indiract Dld the service
Code(s) [employer, employse | compensation paid recelve indirect include eligible indirect compensation received by | provider glve you a
arganization, or  |by the plan. if none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsaor) disclosures? compensation for which you | estimated amount?
12 answered “Yes” fo element
(). If none, enter -0-,
ADMIN
Yesl:l ND YesD Nol_—_l YesD NOD
45, 948
{a) Enter name and EIN or address (see instructions)
THE CAPITAL GROUP, LLC 54-0654623
(b) (c) (d) (e) g (h)
Service Rslatienship to Enter direct Did service provider Bid Indirect compensation Enter total indirect Did the service
Code{s) |employer, emptoyee | compensation pald receiva Indirect include eligible indlract compensation received by |provider give you a

organizatian, or

a parly-in-interest
22

person known to be

by the plan. If none,
enter -0-.

compensation? {sources
other than plan or plan
sponsor)

compensaticn, for which the
plan receivad the required
disclosures? ’

service provider excluding
eligible indirect
compensation for which you
answered “Yes" {o element
{f). If none, enter -0-.

formula instead of
an amaunt or
estimated amount?

BROKER

42,968

Yes I:I No

Yes D Ne D

Yes |:| Ne D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for these persons for whom you

answered “Yes" 1o line 1a above, complete as many entries as needed 1o list each person recelving, directly or Indirectly, $5,000 or more in total compensation
{i.e., money or anything else of value) in connection with services renderad to the plan or their position with the plan during the plan year. {See instructions),

(@) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (h)
Service Relationship {o Enter direct Did servica provider Did indirect compensation Enter total indlrect Did the service
Code(s) |employer, employee | compensation paid receive indirect Include eligible indirect compensation recelved by |provider give you a

organization, or  |by the plan. If none,| compensation? {sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan recelved the required eligible Indirect an amount or
a party-in-interest SpPONSor) disclosures? compensation for which you|estimated amount?
answerad "Yes" to element
(f. If none, enter -0,
YesD NOD YesD N0|:| YesD NcD
{a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) g (h)

Service Relationship o Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Codé(s) employer, employee | compensation paid receive indirect include eligible indirect compensation recelved by |provider give you a
organization, or  |by the plan. If none,|{ compensation? (scurces | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amecunt or
a party-in-interest sponsar) disclosures? compensatlon for which youlestimated amount?
answered “Yes" to elemant
{fs. If none, enter -0-.
Yesl] NGD YesD NOD YesD No|:|
{a} Enter name and EIN or address (see Instructions)
(b) {c) (d) (e) (h)
Service Relaticnship to Enter diract Did service provider [id indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid

person known to be

arganization, or  |by

a party-in-interest

the plan. If none,
enter ~0-.

receive Indirect
compensation? {sources
other than plan or plan
sponsor)

include ellgikle indirect
campensation, for which tha
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
{fy. If none, enter -0-.

provider glve you a
formula instead of
an amount or
ostimated amount?

Yes D No D

Yes D No D

Yes |:| No I:l
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| Partl | Service Provider Information (continued)

3. If you reparted on line 2 recaipt of indlrect compensation, other than eligible indirect compensation, by a service provider, and the service provider Is a fiduclary
or provides contract administrator, consulting, custodial, investment advisary, investment management, broker, or recordkesping services, answer the following
questions for (a) each source from whom the service provider recaived $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the Indlrect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required informaticn for each sourca.

(a) Enter service provider name as It appears on lne 2

{b) Service Codes
(sea instructions)

{c) Enter amount of indirect
compensation

(d} Enter name and EIN (address) of source of indiract compensation

{e} Describe the Indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compsansation.

(a) Enter service provider name as it appears on line 2

(b) Sarvice Codes

{see insfructions)

(c) Enter amount of indirect
compensation

(d)} Enter name and EIN {address) of source of indirect compensation

{e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

B

(a) Enter service provider name as It appears on line 2

{b) Service Codes

(see instructions}

() Enter amount of indiroct

campensation

(d} Enter name and EIN {address) of source of indirect compensation

(e} Desaribo the Indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the Indirect compansation.




Schedule C {Form 5500) 2025

Page 6 -

| PartIl | Service Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the following information for each service provider whe failed or refused to provide the information necassary to complete
this Schedule,
(@) Enter name and EIN or address of service provider (see (b) Nature of | {c} Describe the information that the service provider failed or refused to
instructions) Sarvice provide
Code(s)

(@} Enter name and EIN or address of service provider (see

instructions)

(b) Nature of

Service
Codel(s)

(¢} Describe the information that the servica pravider failed or refused to
provide

i

(@) Enter name and EIN or address of service provider (see

instructions)

. (b) Nature of '

Service
Code(s)

(c) Describe the Information that the service provider falled or refused to
provide

(a} Enter name and EIN or addrass of service provider (see

instructions)

(b) Nature of

Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

(a} Enter name and EIN or address of service provider (see

instructions)

(b) Neture of |

Service
Code(s)

{¢) Describe the Information that the service provider failed or refused to

provide

1

(2} Enter name and EIN or address of service provider (see

instructions)

] (b) r;l“atu.ré of

Service
Code(s)

{¢) Describe the information that the service provider failed or refused to

provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
B N (complete as many enfries as needed)

a Name:

b EIN:
¢ Position: o L |

d Address: @ Telephone:

Explanation:

a  Name: b EIN:
G Position; T T
d  Address: € Telephone:

Explanation:

T

a Name:
C  Position: el TR T
d Address: € Telephone:

..b E_IN:. T

Explanation:

a  Name: b EIN:
C  Posifion: R e T
d  Address: € Telephone:

Explanation:

a Name:
C  Position:
d Address: € Telephone:

.b.EIN:

Explanation:




SCHEDULE | Financial Information—Small Plan OMB No. 12100110
(Form 5500)
Deparimant of the Treasury This schedule is required to be filed under section 104 of the Employee 2025
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and sestlon 6058(a) of the
o Interal Revenue Code (the Code}. This Form is Open to Public
) partment of Lahor Inspectlon
Employae Penefits Security Administration } File as an attachment to Form 5500,
Pension Banafit Guaranly Corperation
For calendar plan year 2025 or flscal plan year beginning 01/01/2025 and ending 12/31/2025
A Name of plan B  Thres-digit
THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK b 203

COUNTY MARYLAND, INCCRPORATED CGROUP MEDICAL PLAN

plan aumber (PN)

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

THE YOUNG MEN'S CHRISTIAN ASSOCIATION OF FREDERICK COUNTY MARYLAND, IN

52-0€07553

D Employer identification Number (EIN}

Complete Schedule | If the plan covered fawer than 100 participants as of the beginning of the plan year. You may also complete Scheduie 1if you are filing as a
small plan undar tha 80-120 participant rule (see Instructions), Complete Schedule H if reporting as a large plan or DFE.

lPartIi Small Plan Financial Information

Report bolow the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one frust, De not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar
benefit at a future date. Include all inceme and axpenses of the plan including any trust(s) or separately maintained fund(s} and any payments/recaipts to/ffrom

Insurance carriers. Round off amounts to the nearest dollar.

1 Plan Assets and Llabllitles:

(a) Beginning of Year

{b) End of Year

A Total plan 888015, ... 1a

381,922 263,475
B Total pIan HABIHIES ..umuurmcrsserrsssssessseessensssssmmsseeeeeeesssessessmasensssens b 123,130 68,201
€ Netplan assets (subtract line 1b from [N 18) cvveerreceesereenarenenen. 1c 258,782 195,274
2 Income, Expenses, and Transfers for this Plan Year: o {a) Amount {b) Total
a Contributions received or recelvabla: . L TSR e O ,
{1} EMPlOYETS e s s nsnsnn i 2a(1) 1,322,390 ' E
(2) PENIGIDANS 1vvevvessesssessssssseseresssseessessssesseos s sereresseneeeessees 2a(2) Ofp
{3) Others (including TOlOVETS) .vvceiinrmsrnmveernmessesrerssnsmesnsenses 2a(3)
b Noncash contributions . 2b .
€ OHHBI INGOME covooreeeeeeeeev e eeeeeeeeeseeeee st ees e eeeseeeeeries st eaas 2¢ 8,782 . R ORIy
d Totalincome (add lines 2a(1), 2a{2), 2a(3), 2b, and 2C) cuevreeererens 2d T 1,331,172
© Benellts paid (Including direct rollovers) ... eresisrerenn 2e 746,101, s . A
f Corrective distributions {see instructions}) 2f 157,772
o Certain deemed distributions of participant loans
{866 INSIUCHIONSY oo vriers v cnsr e e senense s eme s 2qg
h Administrative service providers {salaries, fees, and
COMMIBBIONS) searresaeurverermmrsesnssassssssesssrsenssssssessrassassssenaseanssessaserinns 2h 45,948|: "
[ Oer BXPaNSes vttt s ss s sss s sasanseens 20 444,869 o L
I Total expenses {add Ines 2e, 27, 29, 2h, and 20)...coc.oeeeeeeerevennnnne. 2j L 1,394,620
K Netincome (loss) (subtract line 2 from Ine 2d} .....cvees eeereveerrenns 2k -63,518
[ Transfers to {from) the plan (see Instructions)... T - T : L
3 Specific Assets: If the plan held assets at any time dunng the plan year in any of the follovwng categones check "Yes and erter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s Interest in a commingled trust containing the assets of more than one planon a
line-by-line basis unless the trust meats one of the spacific exceptions describad in the instructions.
Yes No Amount
a  Partnership/joint venture INBrests ... e 3a X
D EMployer real PrOPerY ....c. e sssesiesssse s serssssesssnssessesss sesssssss sessears snssssesasens 3b X
G Real estate (other than employer real Property) . s e 3¢ X
A EMPICYEr SROUMHIES ...oveeveeeeeeseee e e cesraceems et asasstes s s snsnsssssases snsrasessrasessssessanens | 30 X
€ PariCiDANL IOANS ... et e bR e s aR s s 3e X
f  Loans (other than to participants) ... vesss essasesessssrans smesesrarssssssnes 3f X
O Tangible Parsonal PrOPERY ... e it s s s s s 3g X

For Paperwork Reduction Act Notlce, see the Instructions for Form §500.

Schedule | (Form 5500} 2025
v. 250312
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|~ Parf I _|Compliance Questions

4 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time pericd N o
described in 29 CFR 2510.3-1027 Continue fo answer "Yes” for any prior year failures unil : o
fully corrected. {See instructlons and DOL's Voluntary Fiduciary Correction Program.) ......... 4_a X
b Waere any loans by the plan or fixed Income obligations due the plan in default as of the I
close of plan year or classified during the year as uncollectible? Disregard participant leans | -
secured by the partlclpant’s account Balante. ... ——————— _ 4b X
C Woere any leases to which tha plan was a party in default or classified during the year as R B B
Tt =TT+ 1= S 4c X
d  Ware there any nonexempt transacticns with any pariy-in-interest? {Do not Include o E
transactions reported on INE 48.) . dd X
@ Was the plan coverad by a fidality BONGT ... st de X _50 0,000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bend, thal was N ' Lo
caused by fraud or diShONESEYT? ... 4f X
g Did the plan hald any assets whose current value was neither readily determinable onan |~ .= R
astablished market nor set by an independent third party appralser? ..o 4g X
h Did the plan recelve any noncash contributions whose value was neither readily N e R
determinable on an established market nor sef by an independent third party appraiser? ...... 4h X
|  Did the plan at any time hald 20% ar mare of its assets In any single security, debt, SR o
mortgage, parcel of real estate, or partnershipfjoint venture intarest?.......ciiminnismoe. 4i X
J  Woere all the plan assets elther distributed to participants or beneficiaries, transfeired to = S
ancther plan, or brought under the control of the PBGC7? ... iconninnnn nsessssenns _4j X
k  Are you claiming a walver of the annual examination and report of an independent qualified ' i
public accountant {IQFA) under 29 CFR 2520.104-467 If "No,” attach an IQPA's report or e e
2520.104-50 statement. (See Instructions on waiver eligibility and condifions.) ... 4k X
I Has the plan falled to provide any benefit when due under the PIaNT ...ceovee v 4l X
m I[f this is an individual account plan, was thare a blackout period? (See instructions and 29 o R
CFR 2520.10T43.) 1eeer e ceurmseeesmsreseesseeesseessseesmsseee e seees bt et sesbar st 1 bbb RRS aoRROB AL s bR bR 4m X
n If 4m was answered “Yes,” check the “Yes” box if you elther provided the required notice or SR A . . ‘
one of the exceptions to providing the notice applied under 28 CFR 2520.101-3 ..., 4n ST
Ba Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year

8b I, during this plan year, any assets or liabiliies were transferred from this plan to another plan(s}, identify the plan{s) to which assets or liabilities were

transferred. (See instructions.)

5h(1) Name of plan{s)

5b{2) EIN(s)

5b(3) PN(s)

B¢ Was the plan a deflned benefit plan covered under the PBGC instirance program at any time during this plan year? (See ERISA section 4021 and

LT (T 100 OO |:| Yes |:| No |:| Not determined
If “Yes" Is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year




