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

OMB Nos. 1210-0110
1210-0089

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

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

2025

This Form is Open to Public

Inspection

Part |

Annual Report Identification Information

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

and ending

12/31/2025

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D an amended return/report

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

employer information in accordance with the form instructions.)

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

C Ifthe plan is a collectively-bargained plan, check here. . ... ... ... ... .. i

D Check box if filing under:

[ ] Form 5558

D special extension (enter description)

D automatic extension

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

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

Part Il

Basic Plan Information—enter all requested information

1a Name of plan

CENTER PARC HEALTH AND WELFARE PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
04/01/2008

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)

CENTER PARC CREDIT UNION

400 PORSCHE AVENUE
ATLANTA, GA 30354

2b

Employer Identification
Number (EIN)
58-0146810

2c

Plan Sponsor’s telephone
number
404-684-8186

2d

Business code (see
instructions)
522130

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. 07/24/2026 DAVID ADAMS
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 D Same as Plan Sponsor 3b Administrator’s EIN
58-0146810
CENTER PARC CREDIT UNION 3C Administrator’s telephone
number
400 PORSCHE AVENUE
ATLANTA, GA 30354 404-684-8186
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
\ 58-0146810
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor’'s name ATLANTA POSTAL CREDIT UNION 4d PN
C Plan Name APCU HEALTH AND WELFARE PLAN 501
5  Total number of participants at the beginning of the plan year 5 ‘ 329
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) 329
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 338
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 338
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. A INES B BNA BE. ........eeeieieeeeieteteteeeereeee et s et eteeeee et st e e eaeaeseeee e eeeese e e et eseseeeeetes e e e e s e aeeseaeses et et esesesaeanenes 6f
1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
9 [olelaaT o1 1=t (R (g TS (=Y o ) TP UPPPRR g
@) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g [olelaaT o1 1=t (R (g TS (=Y ) SRR UTPPRR 60 (2)
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESE. ... . eeeeieieitititet et es e eeee et st st et et et s et s esssessssse et sssses et s en e scs et csseetes et et sses s nscscssses et et ensnsn s e snscecscseneeenans 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4B 4C 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) 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)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 3
actuary (4) C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes 4 No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is requ
Employee Retiremen

ired to be filed under section 104 of the
t Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

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

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

CENTER PARC CREDIT UNION

D Employer Identification Number (EIN)
58-0146810

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(©) 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
13-5581829 65978 5983012 559 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

21849

3762

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

MCGRIFF INSURANCE SERVICES INC

PO BOX 896620
CHARLOTTE, NC 28289

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

14233

2757

SUPPLEMENTAL COMPENSATION

NON-MONETARY COMPENSATION AND

3

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

MARSH & MCLENNAN AGENCY LLC

P O BOX 896620
CHARLOTTE, NC 28289

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

7616

919

SUPPLEMENTAL COMPENSATION

NON-MONETARY COMPENSATION AND

3

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

Schedule A (Form 5500) 2025
v. 250312



Schedule A (Form 5500) 2025 Page2—| 1

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

MARSH & MCLENNAN AGENCY LLC 6279 TRI RIDGE BOULEVARD
SUITE 400
LOVELAND, OH 45140

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
86 | MARKETING FEES 3

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e B Temporary disability (accident and sickness)

i |:| Stop loss (large deductible) ] D HMO contract

m IE Other (specify) P ACCIDENTAL DEATH AND DISMEMBERMENT

f B] Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d @ Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 513475
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
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
CENTER PARC HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CENTER PARC CREDIT UNION 58-0146810
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
SWISS RE CORPORATE SOLUTIONS AMERICA INSURANCE CORPORATION

(©) 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
27-0290866 54618 417002416140 289 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

0 0

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

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

(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



Schedule A (Form 5500) 2025 Page2—| 1

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance

h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 585424
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2025

This Form is Open to Public

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

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

CENTER PARC CREDIT UNION

58-0146810

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
VISION SERVICE PLAN

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number policy or contract year (f) From (9) To
36-3560825 32395 12126339 338 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

2117

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

MARSH & MCLENNAN AGENCY LLC

7701 AIRPORT CENTER DRIVE
SUITE 1800
GREENSBORO, NC 27409

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1896

3

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

MCGRIFF INSURANCE SERVICES

P O BOX 896620
CHARLOTTE, NC 28289

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

221

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 37317
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 Btgr?eafztrsnggczrityaAglr'ninistration 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
CENTER PARC HEALTH AND WELFARE PLAN plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CENTER PARC CREDIT UNION 58-0146810

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



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

(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)

UMR INC
39-1995276
(b) (c) (d) (e) (f) (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 CLAIMS 236820 2568
PROCESSING Yes No D Yes D No @ Yes D No @

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

MCGRIFF INSURANCE SERVICES INC

(9)

(h)

56-1623293
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or  |by
person known to be

a party-in-interest

compensation paid

(d)

Enter direct

the plan. If none,
enter -0-.

(e)

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

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

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

Did the service

provider give you a
formula instead of

an amount or

estimated amount?

55

BROKER

20590

Yes D No

Yes D No D

Yes D No D

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

MARSH & MCLENNAN AGENCY LLC

(h)

26-3237576
(b) (c)
Service Relationship to
Code(s) |employer, employee

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

(d)

Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

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

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)
Enter total indirect
compensation received by
service provider excluding

Did the service
provider give you a
formula instead of

eligible indirect

an amount or
estimated amount?

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

55

BROKER

14330

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:




Form 5500 Annual Return/Report of Employee Benefit Plan ORE SR, EO T
This form is required to be filed for employee benefit plans under sections 104
Depastment of the Treasury and 406§ of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
Em?ipgg’gzg‘;ﬂ;ggg' . » Complete all entries in accordance with
. yAdm|n|slr;l|0n u the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report Identification iInformation -
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 multlple-lemployer plan (Filers checkl.ng this box must pr.owde participating
employer information in accordance with the form instructions )
a single-employer plan I:] a DFE (specify)
B This returnireport is D the first return/report D the final return/report
D an amended return/report l:] a short plan year return/report (less than 12 months}
C Ifthe plan is a collectively-bargained plan, check here » D
D Check box if filing under D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E ifthis is a retroactively adopted plan permitted by SECURE Act section 201, check here » D
Part ll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Center Parc Health and Welfare Plan number (PN) » 501
1c Effective date of plan
04/01/2008
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer identification
Mailing address (include room, apt, suite no. and street, or P O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see nstructions) 58-0146810

Center Parc Credit Union
2¢ Plan Sponsor’s telephone

number

(404) 684-8186
400 Porsche Avenue 2d Business code (see

instructions)
Atlanta GA 30354 522130

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

T
SIGN //ﬂ /ﬂ/ David Adams
HERE £ ”4, Brre—
Signature of plan admini rator 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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3

a Plan administrator's name and address D Same as Plan Sponsor

Center Parc Credit Union

3b Administrator's EIN
58-0146810

3¢ Administrator's telephone
number
(404)684-8186

400 Porsche Avenue
Atlanta GA 30354 :
4 I the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report: 58-0146810
a Sponsors namébtlanta Postal Credit Union 4d PN
C PlanName APCU Health and Welfare Plan
501
5  Total number of participants at the beginning of the plan year 5 | 329
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a{1), i ) C
6a(2), 6b, 6¢, and 6d). S .
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 329
a(2) Total number of active participants at the end of the plan year ... 6a(2) 338
Retired or separated participants receiving benefits ... 6b 0
[+ Other retired or separated participants entitled to future benefits.... 6¢c 0
d Subtotal. Add lines 6a(2), 65, and BC. ..............cocveveveieerice, 6d 338
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..o Be
f Total, A HNES B ANU BB. .....cco.oviviiiiiiiie it e bbbt ettt et b et e st bt et 6f
(1) Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6 (1)
g COMPIBLE TNIS IOIMY ..ottt e b b e e bbb ek e b b1t d bt e s e e st e e sbera e ebeate s e s arr s 9
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
g COMPIBLE LNIS TEOIMIY .t et e b e e et e b ste b e st s he s s ebess et e e esseresbesseababeate e b e sbeses ﬁg(z)
h Number of participants who terminated employment during the plan year with accrued benefits that were
€SS HNAN 100 VESEOU ... o1 oo oottt iteeiesiessetoessessesessestesetseneesassseeseesaessessessssseteensseassscecesstsesatsssesstasseesseesssensssnessess 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complets this item)........ 7
8a It the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4B 4C 4H 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance () Insurance
(2) Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) Trust {3) I Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) I:I R (Retirement Plan Information) (1) I:I H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Pian and Certain Money @ I:I I (Financial Information —~ Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information) ~ Number Attached __ 3
actuary (4) C (Service Provider Information)

4

(3) D SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

(5) I:I D (DFE/Participating Plan Information)

(4) D DCG (Individual Plan Information) - Number Attached (6) |:| G (Financial Transaction Schedules)

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

Q = Accidental Death and Dismemberment
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|, Part I | 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.) vovvvecerrinvcconirnsrerseesenrne [] Yes ¥ No

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

11b 1s the plan currently in compliance with the Form M-1 filing requirements? (See Instructions and 29 CFR 2520.101-2.) ........... ]:] Yes [:] No

11¢ 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. 1240-0110
(Form 5500) I

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

Department of Labor
Employee Benefits Security Administration

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benafit Guaranty Corporation P Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).

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
Center Parc Health and Welfare Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer [dentification Number (EIN)
Center Parc Credit Union

58-0146810

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 Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Metropolitan Life Insurance Company

(e) Approximate number of Policy or contract year
b) EIN (e) NAIC . (d). ‘Coptract or ersons covered at end of
(b) code identification number p gzlicy or \égn?rait year (f) From {g) To
13-5581829 65978 5983012 559 01/01/2025 12/31/2025

2 \nsurance 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
21,849 3,762

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
McGriff Insurance Services Inc
PO Box 896620

Charlotte NC 28289

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

Non-Monetary Compensation

and Supplemental Compensation

14,233 2,757 3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Marsh & McLlennan Agency LLC
P O Box 896620

Charlotte NC 28289

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

Non-Monetary Compensation
and Supplemental Compensation

7,616 919 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025
v, 250312
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Marsh & McLennan Agency LLC
6279 Tri Ridge Boulevard

Suite 400
1OVELAND OH 45140
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
Marketing Fees
86 3
(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 (¢) Amount {d) Purpose codo
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Part I | 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 ..................c..c.cccovverereneriinenne, 4
5 Current value of plan’s interest under this contract in separate accounts at yearend.. ... 5
B Contracts With Allocated Funds:
a State the basis of premium rates »
D Promilums PAI 0 GAMIEI oo ... oo ettt b 6b
€ Premiums due but unpaid at the €Nt 0F the YBAT ...........c.cce.ivoeer et 6c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, BNter aMOUNL. ...
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) [:I group deferred annuity
@3) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a ferminating plan, check here » D
7 Contracts With Unaliocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) [] other P
b Balance at the end 0f the PreVIOUS VBT ...............c..ccocecvoveeeeeeoeeeoeeeeeoeeeoeesevr e v ees et envsnseiensseeessens [ 7b
C  Additions: (1) Contributions deposited during the year . | 7e(1)
(2) DIVIAENS 8N CIBARS ...ttt e s e 7¢(2)
(3) Interest credited dUMNG the YEAI..........cc.coeviiiii et 7¢(3)
(4) Transferred from separate acCoUNt...........ccccevvve et 7c¢(4)
(5) ONET (SPECITY DBIOW) ... er o een st e s ee s 70(5)
N - =
(B)TOLAI BUGHIONS .......cveeeeeocossee e ee s es e eee e ene et erene e s ooy ene et e te a3ttt es s s s sttt sb s eses ettt 7¢(6)
d Total of balance and additions (add ines 7h and 7G(B)). .......ccrverrviiiiiiiiriieirie s et ‘ 7d

e Deductions:

f

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

(2) Administration charge made by Carrier..........cc..ccoceviveeror e 7e(2)
(3) Transferred to SEparate aCCOUNE...........cc.covvovrveceerereerenrsesesis s 7e(3)
(4) Other (SPECHY DEIOW)......c.iviirivirrisiiiieiceisieees ettt 7e(4) |
» B

[ LIS = U L= o o o < SO S PO U POV UPPOTO T UTP PPN

Balance at the end of the current year (subtract line 7e(5) from line 7d)...
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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 D Health (other than dental or vision)
e EI Temporary disability (accident and sickness)
i D Stop loss (large deductible)

b [ Dental
f X| Long-term disability
j [] MMO contract

C D Vision

k D PPO contract

m Other (specify) PAccidental Death and Dismemberment

d [X| Life insurance

g D Supplemental unemployment  h I:l Prescription drug

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received ... 9a(1)
(2) Increase (decrease) in amount due but UNPaId ......ccooveiveviiieeneenes 9a(2)
(3) Increase (decrease) in unearned premium reserve ..........occoceeevvveennen. 9a(3)
(4Y Earned ((1) +{2) - (3)) o oovveree e 9a(4)
b Benefit charges (1) Claims PaI.......covcoviemvevciceiinrenie e enessenies
(2) Increase (decrease) in claim reserves....
(3) Incurred claims (add {1) and (2))....coiviiiiiiie i e 9b(3)
(4) ClAIMS CRAMGEU .....vvivtiieieiiiets e ettt er ettt sttt etarea et s s b et et et s st s st enerarabe e e 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMUMISSIONS .v.vevvivieieiere st ee st ettt et et s e st s Oc(1)(A)
(B) Administrative service or other fees ... 9¢c(1)(B)
(C) Other specific acquisition COstS.........cccocvvviiriiiiiin 9c(1)(C)
(D) OthEr EXPENSES ....cvvvvveeviseesiesesesee et sttt sasesaeses 9c(1)(D)
() TAXOS. oottt ettt n e et an e 9c(1)(E)
(F) Charges for risks or other contingencies ............ccc..coveiii v 9c(1)(F)
(G) Other retention Charges ..o 9c(1)(G)
(H) TOL! FBEBITEION. ...vtvvevcveees ettt ettt st eb s e s e e st ates sttt s bt es e ets et et s s ete e ereer s et 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orD credited.).......coccconn 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClaIM FESIVES ......ivvviveve ettt ettt st et e sttt et et et et st et s et es s e e et s ettt et et 2ot s ettt ettt ettt e e e s st e s 9d(2)
(3) OLNEI FESEIVES ....evveviiititet et s ettt s ettt 1ottt ettt ar e bbbt eR ettt et et st es st eses e et es st enas s 9d(3)
© Dividends or retroactive rate refunds due. (Do not include amount entered in fine 9¢(2).).........cccocoveeeiiinienn.n. 9e
10 Nonexperience-rated contracts: ; :
a Total premiums or subscription charges paid {0 CAIMEr...........ccocc i e 10a 513,475
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.c.evove. 10b

Specify nature of costs.

| PartlV | 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. »




SCHEDULE A
(Form 5500)

Insurance Information

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2025
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
D { of Lab
Employes B;r?:rrltsmggcﬁrilyaAg:ninistration b File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Forwllss')g‘ﬁ?:nto Public
pursuant to ERISA section 103(a)(2).

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

Center Parc Health and Welfare Plan plan number (PN) > 501

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

Center Parc Credit Union
58-0146810

_ Part1 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 lil can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

SWISS RE CORPORATE SOLUTIONS AMERICA INSURANCE CORPORATION

(e) Approximate number of Policy or contract year
(b) EIN ) ’\éAlc id (dt).f.Cot.ntract orb " persons covered at end of F T
code identification numbe policy or contract year (f) From (g) To
27-0290866 54618 417002416140 289 01/01/2025 12/31/2025

2 tnsurance 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

0 0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid {¢) Amount (d) Purpose (e) Organization code
(a) Name and address of the agent, broker, or other person to whom commissions or fees wers 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

(b) Amount of sales and base

commissions paid (c) Amount {d) Purpose

(e)
Organization
code

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

Fees and other commissions paid

(b) Amount of sales and base

(e)

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 () 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

(b) Amount of sales and base

commissions paid (¢} Amount (d) Purpose

(e)
Organization
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
K this report.
4 Current value of plan's interest under this contract in the general account at year end ..................ccccccovcerverironrnenrians 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 P
D Premitums Pait t0 GAMMBT .. .c.ivveiee ittt ettt ettt st e e e ee et ettt et s e ettt 6b
C  Premiums due but unpaid at the end of the year 6¢
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nNter AMOUNL ... e beae
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3 [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » 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 participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end 0f the PIEVIOUS YA ...............ccocvivievisesrissorsssssssssisssissssosssssesssessssssssesssssssssssssssssissssasisas | 7b
C  Additions: (1) Contributions deposited during the Year ..............ccceveeeennen. 7c(1)
(2) DIVIAENAS AN CrEAILS.......v.oeeeeee oot 7c¢(2)
(3) Interest cradited dUrng the YBAr..........co.cvvvveriorieerorness e eseess o, 7¢(3)
(4) Transferred from separate 8CCOUNE ............co.ccerrvrevieeercrsienrissensesesiereens 7¢(4)
(B) OtNr (SPEGITY DEIOW) ......rveeierieereeirereer et ers s sers e 7¢(5)

4

(B)Total addItIONS ....oceiive e

d Total of balance and additions (add lines 7h and 7¢(6)). ....
© Deductions:

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

(2) Administration charge made by carrier
(3) Transferred to separate account

(4) Other (specify below)

4

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

7e(1)
7e(2)
7e(3)
Te(4)
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Part 11l .| Welfare Benefit Contract Information

employees, the entire group of such Individual contracts with each carrier may be treated as a unit for purposes of this report.

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 expetience-rated as a unit. Where contracts cover individual

8 Benefit and contract type (check all applicable boxes)

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

m[] Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received .......c.cccoeerrrircnee. 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned pPremium rESEIVe ...........cc.vvevereennne, 9a(3)
(4) EArned ({1) + {2) = (B)) tveveereresieeireries e eteteie et eb etttk ettt e | 9a(4)
b Benefit charges (1) Claims Pait............cocevovviinieriniieniie e 9b(1)
(2) Increase (decrease) in claim reserves... 9h(2)
(3) Incurred claims (AAd (1) ANA (2))...cvcviviiriiiiiet it caet st ss bbbt st et st es bbb e et ren e 9b(3)
(4) CAIMS CRAIGEU .......oeove ettt et et te st sen st e e as e s s es s eaete s et et s et e s e et tessaeaebenenens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS v.vivvvveresiee e e siereet e ebere st ere st b ebnaebe e e 9c(1)(A)
(B) Administrative service or other fees ..........c.cccoviviveiiiin i 9¢c(1)(B)
(C) Other specific acqUISIION COSES.......voviiir oo rsenees 9¢(1)(C)
(D) OhBI BXPBNSES ..o evisreeiieess sttt ens e 9c(1)(D)
(E) TAXOS..veeoevee e e ees oo s s s ev s ear i aniennns 9c(1)(E)
(F) Charges for risks or other contingencies ............c.ooecvernriveencns 9c(1)(F)
(G) Other retention Charges ... 9c(1}(G)
(H) TOA! FREENLION. ...t ivies i ce sttt ettt ettt s et e e a1t ee et st s s e sttt bbbt a et 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orD credited.)...... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM TESEIVES .....vieeeittri e eatetes et et et ettt et et et st et e eete e+ et es st s ee e s s ee e hes a0 et et b8t esas b e s 8tk s e ebs ettt eb b 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in ling 9¢(2).).......ccoviviiicinninnnn 9e
10 Nonexperience-rated contracts: Sl :
a Total premiums or subsCription charges Pait 10 CAITIBI .. ......iiviie ittt aran 10a 585,424
b Ifthe cartier, 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. ............c.c.ccee. 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 if the answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2025
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
D tof Lab
Employes Beer?:frl:rsnggczrityaAgininistralion P File as an attachment to Form 5500.
i i This F is O to Publi
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information s orrlr;I;specgféln o Public
pursuant to ERISA section 103(a)(2).
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
Center Parc Health and Welfare Plan plan number (PN) » ‘ 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Center Parc Credit Union
58-0146810

. Part{. | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
S : on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 1!l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Vision Service Plan

(e) Approximate number of Policy or contract year
b) EIN (c) NAIC ' (d). ‘Coptract or d at end of
(b) code identification number pegiﬁr;; g:?\c/;g:f: r agt igaro (f) From (g) To
36-3560825 32395 12126339 338 01/01/2025 12/31/2025

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

{a) Total amount of commissions paid (b) Total amount of fees paid

2,117 0

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

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

McGriff Insurance Services
P O Box 896620

Charlotte NC 28289
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
221 3

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

Marsh & McLennan Agency LLC
7701 Airport Center Drive

Suite 1800
Greensboro NC 27409
(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose (e} Organization code
1,896 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

Fees and other commissions paid (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 (¢) Amount {d) Purpose code

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

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information

this report.

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

4 Current va

lue of plan’s interest under this contract in the general account at yearend ... 4
5 Current value of plan’s interest under this contract in separate accounts at Year 8nd...............c.ccceeeroeeneeerirenonnn, 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PromMiUMS PAId 10 CAITIBI ... et ee e e e e ee e e e et ee et en et et ee et 6b
C  Premiums due but unpaid at the end of the Year ... e 6¢
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 8d
retention of the contract or policy, @nter AMOUNL. ...t e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
@) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: n [I deposit administration (2) EI immediate participation guarantee
(3) D guaranteed investment 4) I:I other P
D Balance at the end OF the DIBVIOUS YEAT ..........c..c..ciiew.ivirsissssissssissiosisierssssssonsssstissssssssssssssssssesssssisssssssssssssssssses | 7b

C  Additions: (1) Contributions deposited during the year ..
(2) Dividends and credits
(3) Interest credited during the year
(4) Transferred from separate account
(5) Other (specify below)
14

(6)Total additions

€ Deductions;

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

(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below)

A

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

d Total of balance and additions (add lines 7b and 7¢{6)). ........coccrverrrvevrernnn,

........................................................ 7c’(6‘)‘
........................ |_7d

Te(1)

7e(2)

7e(3)

7e(‘4)‘
........................................................ 7e(5)
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Part Il | Welfare Benefit Contract Information

employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

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

8 Benefit and contract type (check all applicable boxes)

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

mD Other (specify) P

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 ...........ocoeceverenrn. 9a(3)
(4) BAMEU ((71) + (2) = {B3)) +ereirererrerteieeiri et st et v et et essate s es et eb et rr L etk et s I 9a(4)
b Benefit charges (1) Claims paid...........cccooeveirivieiiiieneessesec s 9h(1)
(2) Increase (decrease) in claim reserves.., 9h(2)
(3) Incurred claims (AAA (1) AN (2)).eeivivieiiit ettt es e e sttt ab a6 e et eb bt er e bbbt batas 9b(3)
(4) ClAIMS ChAMGEU .....i. vttt ettt et st ettt et e bttt b1 e bbbt ettt ab e b b es e bt er e en b 9hb(4)
¢ Remainder of premium: (1) Retention charges (on an accrua! basis) --
(A) COMIMISSIONS 11111vvovviviirereresce e enreraieie et bs et ececereare e 9c(1)(A)
(B) Administrative service or other f6es ..............ccovviviriceriieie e 9c(1)}(B)
(C) Other specific aCqUISIION COSES.......c..vvvevereeirieieierceisiss s 9¢(1)(C)
(D) Other expenses ... .. | 8e(1)(D)
(B) TOXES e oeeee s es st et v e esoe st ees st es st ien s 9c(1)XE)
(F) Charges for risks or other CONtiNGENCIES ...........covvvrivrienrenriieeenns 9c(1)}(F)
(G) Other retention Charges ..o s 9c(1)(G)
(H) OB TEEBIION. ... oottt ekttt ettt es ettt bbb e ekt ebs sttt b bbb s et s st 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.)...... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) CIAIM FBSBIVES .....vviveieiitiie ettt ettt ee s et s bbbttt eb e ee 15 es a4 bt et es e b b e e et b ab et e s et es et s ene s e s 9d(2)
(3) Other reserves 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amount entered in line 8¢(2).).......covvviviiiinnns. 9e
10 Nonexperience-rated contracts: e
a Total premiums or subscription charges paid 0 CAMIBT. ..o i 10a 37,317
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........c..cevennn, 10b

Specify nature of costs.

l‘ Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. 1 4
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Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenus Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab . This Form is Open to Public
Employee Ber?:f:t;nggczrityaAg:ninislralion » File as an attachment to Form 5500. Inspection.
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
Center Parc Health and Welfare Plan plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Center Parc Credit Union 58~0146810

[ 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).. . ............. [l Yes @ No

b If you answered fine 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 sligible 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. 250615
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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 eiigible 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
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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).

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

UMR Inc

39-1995276

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
recelve indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). 1f none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Claims Processing

Yes No l:l

Yes [:] No @

Yes D No E|

236,820

2,568

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

McGriff Insurance Services Inc
56-1623293

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. if none,
enter -0-.

(e)

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

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
sarvice provider excluding

eligible indirect
compensation for which you
answered "Yes” to element
(f). if none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Broker

20,590

Yes D No

Yes D No D

Yes |:| No D

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

Marsh & McLennan Agency LLC
26-3237576

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-,

(e)

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

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Broker

14,330

Yes D No

Yes D No D

Yes |:| No [I
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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. Complets 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.

(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.

(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
formuia 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 {b) Nature of | {G) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(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
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Part Il | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: bh EIN:

C  Position: RO

d  Address: _@ Telephone:
Exptanation:

a Name: b EIN:_

C  Position: A :
d Address: e Telephone:
Explanation:

a Name: b EIN:

¢ Position: el
d  Address: e Telephone:
Explanation:

a Name: b EIN:

C Position: g e
d  Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position: G
d  Address: e Telephone:

Explanation:




