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

PHOENIX INVESTORS, LLC

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
01/01/2023

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)

PHOENIX INVESTORS LLC

401 EAST KILBOURN AVENUE

SUITE 201
MILWAUKEE, WI 53020

2b

Employer Identification
Number (EIN)
39-1785189

2c

Plan Sponsor’s telephone
number
414-283-2600

2d

Business code (see
instructions)
531310

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 KATHERINE OSTRUSZKA
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

PHOENIX INVESTORS LLC

401 EAST KILBOURN AVENUE
SUITE 201
MILWAUKEE, WI 53020

3b Administrator’'s EIN
39-1785189

3C Administrator’s telephone
number
414-283-2600

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 169
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) 169
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 156
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 156
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
1S5S thAN 100% VESEEA. ......o.iee ittt e e et ee s st e e st eeeesesesesesesessssesesesesessnensesssessasasssssseseseseeanansasesnsanaes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4A 4B 4D 4E 4F 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 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
PHOENIX INVESTORS, LLC plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PHOENIX INVESTORS LLC 39-1785189
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
TOKIO MARINE

(©) 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
35-1817054 92711 417003415956 151 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
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025

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 462487
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
PHOENIX INVESTORS, LLC plan number (PN) » 501

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

PHOENIX INVESTORS LLC

39-1785189

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
PRINCIPAL 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
42-0127290 61271 1057332 305 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

20295

3686

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 DR
SUITE 1800
GREENSBORO, NC 27409

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10424

3

(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
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

9871

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

WATCHTOWER BENEFITS LLC 306 W ERIE ST
STE 300
CHICAGO, IL 60654

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
0 3686 | SERVICE FEE 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
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Part Il | Welfare Benefit Contract Information

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

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

e B Temporary disability (accident and sickness)

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

f B] Long-term disability

C Vision

g D Supplemental unemployment

k @ PPO contract

m IE Other (specify) P CRITICAL ILLNESS ACCIDENTAL DEATH AND DISMEMBERMENT

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 246704
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
PHOENIX INVESTORS, LLC plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PHOENIX INVESTORS LLC 39-1785189
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
TOKIO MARINE

(©) 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
35-1817054 92711 417002415956 151 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
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Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
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 24604
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
PHOENIX INVESTORS, LLC plan number (PN) > 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
PHOENIX INVESTORS LLC 39-1785189

Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2025

Page3-[ 1 |

2.

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

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

(h)

Did service provider

compensation? (sources
other than plan or plan

(€)

receive indirect

sponsor)

Did indirect compensation

compensation, for which the
plan received the required

(f)

include eligible indirect

disclosures?

compensation for which you

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

496

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

Yes No D

Yes D No @

Yes D No @

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

(9)

(h)

compensation? (sources

(e)
Did service provider
receive indirect

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 yol
answered “Yes” to elemen
(). If none, enter -0-.

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

t

Yes D No D

Yes D No D

Yes D No D

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

UMR INC
39-1995276
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
12 CLAIMS 97633
PROCESSING
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid

(h)

(€)

(f)

Did indirect compensation

()]

Enter total indirect

Did the service

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

by the plan. If none,

enter -0-.

Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

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

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

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

Yes D No D

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 O Fes: 12109340
This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
s sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2025
c %pamga:‘ag: L » Complete all entries in accordance with
MARER s e the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part| | Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning 01/01/2025 and ending 12/31/2025
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must provide participating
employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . .............ooiiiiiii e » D
D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
E If this is a retroactively adopted plan permitted by SECURE Act section 201, checkhere. ......................... » D
‘ Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
Phoenix Investors, LLC number (PN) » 501
1c Effective date of plan
01/01/2023
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 39-1785189

Phoenix Investors LLC
2c Plan Sponsor's telephone

number
(414)283-2600
=EL\;L East Kilbourn Avenue 2d Business code (see
Suite 201 instructions)
Milwaukee WI 53020 531310

Caution: A penalty for the late or incomplete filing of this returnireport 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 r//( A Z Z%u?(. Katherine Ostruszka
HERE H—r"
Signature m administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2025)

v. 250312




Form 5500 (2025)

Page 2

3a

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

Phoenix Investeors LLC

401 East Kilbourn Avenue-

3b Administrator's EIN
39-1785189
3¢ Administrator's telephone

number
(414)283 2600

Suite 201
Milwaukee WI 53020
4 Iithe name and/or EIN of the plan sponsor or the plan name has changed since the Jast return/report filed for this plan,

a
[

enter the plan sponsor's name, EIN, the plan hame and the plan number from the last returnfrepori:

Sponsor's name
Plan Name

5

Total number of participants at the beginning of the plan year

169

6

a(1) Total number of active participants at the beginning of the plan VAT wovitiiisemenssorirtiriaresnsrasessas st b vessessesaroressesssssrsennns

Number of participanis as of the end of the plan year unless otherwise staled (welfare plans complete only lines 6a(1),

6a(2), 6h, 6¢c, and 6d),

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

b
c
d
e
f

Retired or separated participanis recelving benefits...........coen..

Other retired or separated participants entitled to fulure Seneﬁts.................. .
Subtotal, Add lines 6a(2), Bb, BN BC. .c.cv.cve s iveeseeesnerrsesersssseesesenssersee
Deceased particlpants whose beneficlaries are recelving or are entitled 10 receive Benglits. ........ooveeeeeesoseesessss

Total. Add lines 6d and 8e.. e s eae e e e b s sare s

%Eﬁg&*&;g%&@;

5
T i N P

a(2) complete this ltem)... b b bt an

1) Number of parlimpanls with account balances as of the beglnnmg of the p!an year (only defined confribution plans 6g(1
g( complete this item)... . - g )

Number of pammpants W1th account balances as of the end of the plan year (unly def' ned contnhutlon plans

aresen

................. e | 6g(2)
h Number of partlc:pants who termmated emp[oymenl dunng the plan year with accrued benefits that were
less thar 100% vested... .o | Bh
7 Enter the total number of employers ubllgated to contnbuie to the p!an {only multlemployer plans complete th:s 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 It the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes In the instructions:

4A 4B 4D 4E 4F 4H 4Q

9a

Plan funding arrangement {check all that apply)

n insurance

(2) Code sectlon 412(e)(3) insurance confracts
(3) Trust

4) General assets of the sponsor

9b  Plan benefit arrangement (check alt that apply)

m
(2)
3
“)

Insurance

Code section 412(e)(3) insurance contracts
Trust

General assets of the sponsor

10 Check all appilcable boxes In 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached, (See instructions)
b General Schedules

& Pension Schedules

M [] R (Retirement Plan Information)

{2) D MB (Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Informatfon} - sfgned by the plan
actuary

(3) D 8B (Single-Employer Defined Benefit Plan Actuarial
Information) - slgned by the plan actuary

@) [] bCcG (ndividuat Plan Information) ~ Number Attached

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

40=Accidental Death and Dismemberment

1

i
(2)
K]
)
(5)
(8)

D H {Financial Information)
[] t (Financial Information — Small Plan)
@ A (Insurance Information) — Number Attached 3

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

D G (Financial Transaction Schedules)
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[‘Pa‘l‘tillf-‘ | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides ielfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.107-2.) oonssvscssmsesscemiesmmrnrvenenenns L] YES No

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

11D Is the plan currently in compliance with the Form M-1 filing requirements? (See Instructions and 29 CFR 2520.101-2.) .......... [JYes [] No

11¢ Enter the Recelpt Confirmation Cade 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. (Faiture to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
{Form 5500)

OMB Ne. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the 2025
Internal Ravenus Service Employee Retirement Income Security Act of 1974 (ERISA).
De tof Leb
Employea Eer?:ﬁ?rsn;necarityaAgﬁnlnlstratiun » File as an attachment to Form 5500,
Penstan Benefil Guaranty Corporation » Insurance companles are required to provide the information This For%;ﬁ,g&?&to Publlc
pursuant to ERISA section 103(a)(2).
For calendar plan year 2025 o fiscal plan year beginning 01/03i/2025% and ending 12/31/2025
A Name of plan B Three-digit

Phoenix Investors, LLC plannumber(PN) >

T g e o
e
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identlf cation Number (EIN)
Phoenix Investors LLC
39-1785189
Part*;‘-l"gf‘f“ Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
<45 onaseparale Schedule A, Individual contracts grouped as a unitin Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a} Name of insurance cairier

Tokio Marine

(e} Approximate number of Policy or contract year
b) El {c) NAIC (d}. Contract or d at end of
(b) EIN code identification number pe’)rglci)cr:; gf ‘ég:ﬁr aﬁt 523 r° {fi From (9) To
35-1817054 92711 417003415956 151 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, brakers, and other persons in
descending order of the amount paid.

{a) Total amount of commissions paid (b} Total amount ¢f fees paid
0 0

3 Persons receiving commisslons 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 patd

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

R s S R R L R R L N T I T e e R

{a) Name and address of the agent, broker, or other person 1o 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
Far 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 pald (e} Amount (d) Purpose code
G Pa s ARG b LIS v R U R The RS S TUERS wBE PTRNL T e 1 Ul d SHRSRRL LT iy o BHR T e © ot W RIS 73 e B B RAPTR, 1 T i o i Traier T, o o Syt rver el <« 1T BRI AT T &

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

Fees and other commissions pald

{b)} Amount of sales and base

commissions paid {c) Amount

(d) Purpose

(e
Crganization
code

oo e At R P el T Bl ead heod s og e g SEmdremdeae ekl F o e el PR T W

xR e TTIMAR SR YRR G OgN T  TIE  h mR WA BiR SR W, £ L

(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 pald (¢) Amount {d) Purpose code
o FRE YT P b+ S I S A ) R R an TR w3 R PR T et T e TR EHT 0 SR S Tl R HE T e 0 LA ORI A T TN PE e B e T A s B

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

Fees and other commissions paid

(b) Amount of sales and base

commisslons pald (c) Amount

(d) Purpose

{e}
Crganization
code

e A e T T TN LRI G et 3 S L3 3 F R D T IR Sl B T T g e, LT e w3 SR ARSI S T R R e 0 e e, L7 B Pt o e kA LLPR
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
H
Fees and other commissions paid &)
(b) Amount of sales and base : Organization
commissions pald {c) Amount (d) Purpose code
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.| Investment and Annuity Contract Information
=] Where Individual contracts are provided, the entire group of such individual contracts with each carvier may be treated as a unit for purposes af

this report,

4 Current value of plan's Interest under this coniract in the general account at YEar 8Nt ..........eeveeevemrereecoreereesserssseseses 4
§ Current value of plan's interest under this coniract In separate accoUNts at VEAT €N..........cvermereseomsacceesersersisssensesneess 5
6 Confracts With Allocated Funds:

a State the basis of premium rates »

b Premiums paid to carvier.. . 6b

C  Premiums due but unpaid at the end oflhe )L | - 6c

d Ifthe carrier, service, or other arganization Incurred any spemf ic costs in connectlon wath the acqulsitlon or 6d

retention of the contract or policy, ENtEr BMIOUNL. ......vv v rsssnres s seessresssen esnt sy n

Specify nature of costs P

Type of contract: (1) [ ] individual policies
3 [] other (specify) P

@ [] group deferved annuity

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

> [

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

a Type of contract: (1 |:| depasit administration

(3) D guaranteed investment

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

(2} D immediate pariicipation guarantee
(@) [] other »

C  Additions; (1) Contributions deposited dunng the year ...
{2} D:v:dgnds F=14 o [l =T [ SOOI
(3} Interest credited during the year........wsvcvrevear

(4} Transferred from separate aCCOURT .......cceeceervvesrrrvrerevevreresemmme s rrnsenees

(5) Other (specify belaw)
»

(6)Total additions ..

FIE \mwr% Wm\{ﬁ%é

Vi

d Total of balance and addmons (add llnes 7b anci TC(S}) .......

@ Deductions:

(1} Disbursed from fund to pay benefits or purchase annuities during year
(2} Administration charge made by CarMer.. ... vrrvrsvervariienio e

(3) Transferred to separate accoUNt ...ccoeniiicienecenne.

[T T YT TP PPN

>@W

Fid =
.,t.

wa?%‘iﬁgmﬁ‘m%i%u%

{4) Other (specify DEIOW) ... sreer s reenssse s
>
B '%%‘m L
e B
(5) TOLA! ABAUCHIONS 1vvvveevvssreretseeesereeeaseesrensseeasessesssssssasessessssssasss soesessssssssssasssees 7e(5)
f Balance at the end of the current year (SUBtact INe 7e(5} oM lINE 7)o roersesreresessemesssssssonsssssssmmmssseens | 7f
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Part ||1 | Welfare Benefit Contract Information

o,

i
H\i,ii !
B Fv ¥

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee arganizations(s),
;| the information may be combined for reporting purposes if such contracts are experience-rated as a unil. 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 vislon)

e D Temporary disabllity {accident and sickness)
i [[ Stop loss (large deductible)
m D Other (specify) P

b D Dental
f [ ] Long-term disabisty
I {] HMO contract

c D Vision

d[] Life insurance

g D Supplemental unemployment  h D Prescription drug

k D PPO contract

I D Indemnity contract

9 Experience-rated contracis:
a Premiums; (1} Amount received ..o foersntetsstpste e araea e enar 9a{1)
(2) increase (decrease) in amount dus but unpaid .......ccorevmnninnn, 9a(2)
(3) Increase (decrease) in unearned premium IESBIVE ... ersninnsvrirsrans 9a(3)
(4) EBINEA ({1 # (2} = (3] cosvsrssrrrersesseeessssssesessesssssssssssesmeeensrenesesseeeessssessssasssssees mmsammsessasaeneensenssneeeeeeeneeeceec ]
b Benefit charges (1) Clalms pald.............. g9b(1)
{2) Increase (decrease) in claim reserves.... 9h(2)
(3) Incurred claims (add (1} and (2)}........ 9h(3)
(4) Claims charged... Sb(4)
€ Remainder of prernium (1) Retentlon charges (on an accrual bas:s) -
(A} CoOmMMISSIONS ...evvvevrvennes Sc(1){A)
(B) Administrative service or other fees enas Sc(1}{B)
{C} Other specific acquisition costs........ccuu.... perer et 9c(1}(C)
(D) OHHET EXPENEES ...v.cevvrevrsserserssssssesssssssssssessenseesessmesssssessomsssansnsans 9c(1}(D)
(E) TAXES e eveceraerreenrens 9c(1HE)
(F) Charges for risks or other conhngencles 8c(1)(F)
(G) Other retention charges... 8c(1)(G)
(H) Total retention.,.. cervenneennenees | 9C(1)(H)
(2) Dividends or retroactlve rate refunds (These amounts were D pald in cash or D credlted ) ................. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after refirement............ 9d(1)
(2) ClaiMm IBEBIVES succiariisisiise s sisiereneveresrs s rssvserersasassssssss saassstsbsssnssesinns 9d(2)
(3) Other TESEIVES ..eervvi e reresssssses s snsssessssesenes 9d(3)
€ Dividends or refroactive rate refunds due {Do not include amount entered in une 9c(2) ) ...................... roreens Se
10 Nonexperience-rated contracts:
a Total premiums or subscription charges pald to CAMET ... .o s s 10a 462 ' 437
by 1f the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retentlon of the contract or policy, cther than reported in Part |, line 2 above, report amount. ..u.ece e 10b

Specify nature of costs.

|§E?artllv?§3[ Provision of Information

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

D Yes E No

12 If the 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 2025
Intornal Revenue Senvice Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits Security Administration P Flle as an attachment to Form 5500,
Pension Benefit Guaranty Comparation » Insurance companies are required to provide the information This Fo"::‘;spgg?:nw Publie
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
Phoenix Investors, LLC > 501
W el ”;gg;gggzﬂw% 5 ;&;3
Bash 8

C Plan sponsar's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
Phoenix Investors LLC
38-1785189

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

1 Coverage Information:

{a) Name of insurance carrier

Principal Life Insurance Company

Approximate number of Paolicy or contract year
{c) NAIC (d) Contract or e}

b} EIN . d . d at end of

(b} code identification number pe};’:lciu;; gf zg::ragt ; garo {f) From {g) To
42-0127250 61271 1057332 305 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

20,295 3,686

3 Persons receiving cormmissions and fees. (Complete as many entries as neaded fo report all persons).

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

MCGRIFE 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
9,871 3

IS PRI i s i - S R R T e ey PRETN wr FELb s sl 5 ORI TR S 4 SNSRI L TR 1 S Sy R AR

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

WATCHTOWER BENEFITS LLC
306 W ERIE ST

STE 300
CHICAGO IL 60654
(b) Amount of sales and base Fees and cther commissions paid
commisslons paid (c} Amount (d) Purpose (a) Organization code

SERVICE FEE

o 3,686 3

For Paperwerk Reduction Act Notice, see the Instructions for Form 5500, Schedule A {Form 5500} 2025
: v, 250312




Schedule A (Form 5500) 2025 Page 2 —I

(a) Name and address of the agent, broker, or other persan to whom commissions or fees were paid
MARSH & MCLENNAN AGENCY LLC

7701 ATRFORT CENTER- DR

SUITE 1800
GREENSBORO NC 27409
Fees and other commisslons paid (e}
{b) Amount of sales and base Organization
' cemmissions paid {c) Amount {d) Purpose code
10,424 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were pald
Fees and other commissions pald {e}
(b) Amount of sales and base Organization
commissions pald {c) Amount {d) Purpose code

” FEN B Bk o T EUES w ) BRPEICWRRY e SR an T WO Meeeien TRyt s iR B peme R Sy % T PR T ¢ TR AR il i i, of A0 PR, STt s o

ROV G L SR et T

(a} Name and address of the agent, braker, or other persan to whom commissions or fees were pald

Fees and other commissions paid (e}
{b} Amount of sales and base . Organization
commissions pald (c) Amount (d) Purpose code
S B e, VAR B D G T a2l SR DA N o e o T AN R 1 IR DTNl ey B LRI B A T 0 v R s S T S TR, ek § 8 B THEN e e R L ¢ S0

{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
commisslons pald {c) Amount (d) Purpose code
W, B Tie W RETWIN e 0 AT PTG 0 Ll D LSRN Y s ey Ml g p MR Y @R T AT o Rl D b e bR S, SRR TR ACERRL % Do SR 0 M N G G L e 8 R R A BT RT3 e

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

Fees and other commissions paid (e)

Organization
code

{b) Amount of sales and base
comnissions paid {c) Amount {d) Purpose
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| this report.

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

4 Current value of plan's interest under this contract in the general account af year end .. 4
5 Current value of plan's Interest under this contract in separate accounts at year end...........uceee. 5
6 Contracts With Allocated Funds:
a4  State the basis of premium rates P
D Premiums paid t0 CAMIB .....v.crieerunsessssssesessessseesesssssssssssassssnssssssssssss s dbesasmsssnans PR 6b
€  Premiums due but unpaid at the end ofthe year.., RS04 Ee 4 1480 48 b be e e n e nabennanyeava 6C
d ! the carrier, service, or other organization incurred any specmc costs in connection with the acqulsmon or Gd
retention of the contract or policy, BNET BMOUNL. ... ..corerrrsase s s s ases e

Specify nature of costs P

e Type of contract: (1) D individual policies
@) [] other (specifyy P

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

(2 [] aroup deferred annuity

» (]

7 Contracts With Unallocated Funds (Do not Include portions of these contracts maintained In separate accounts)
@ D immedlate participation guarantee

@ [] other »

a Type of contract; (1 D deposit administration

3 D guaranteed investment

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

C  Additions; (1) Contributions deposited dunng the year
(2) Dividends and credits........ R,
(3) Interest credited during the year........
(4) Transferred from separate acCoUNt.......cvvveeciesriie st e eeeerens
{5) Other (SPeCify DEIOW) vivi.virerreevrrrnn s e sarssssssssssnessssbsssssssrsssssanenesnnen
4
{6)Total additions ..

d Total of balance and addltmns (add Iines 7b and 7c(6))
e Deductions:

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

(2) Administration charge made by CaImir.........uemrsisneeenirnmn.
(3) Transferred to separate CCOUNE.....c..cocvirreceiiinreccrernrrerearssa s resnaerrrerens
(4) Other (3pecify BEIOW) .. e reessms e resmseesseeevnassrvreevees

4

(5) Total dedUToNS i s sa e st sesmvaesesssesrsrsres s ssreeonens

f Balance at the end of the cument year (subtract ling 7e(5) from Hne 7d) ... vvmreciecsnesimenisiiiineenens N |




Schedule A (Form 5500) 2025 Page 4

. Part ll":| Welfare Benefit Contract Information
e .| Frmore 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

. “m employees, the entire group of such Individual contracts with each carrer may be treated as a unit for purposes of this report,
8 Benefit and confract type (check all applicable boxes)
a D Health {other than dental or vision) b E] Dental c El Vision d E] Life insurance
e @ Temporary disability (accident and sicknessy @ Long-term disability g D Supplemental unemployment  h D Prescription drug
i [] stop loss (large deductible) 1 [] HMO contract k X| PPO contract 1[] Indemnity contract

rnE] Other (specify} PCritical Illness
Accidental Death and Dismemberment

9 Experience-rated contracts:
a Premiums: (1) AMOUNE TECEIVEH ...v..ovieesireesiecer s eeressarrsesesssssssesssnseeens o 9a(1)
{2) increase (decrease) in amount due bui unpaid ...... 9a(2)
{3) Increase (decrease) in uneamed Premitm IESEIVE ... ievveersriieee | 93(3)
{4 Eaned (1) + (2) = (31 vreeeerrreeeerrseesmeesseressessesoses R ]
b Benafit charges (1) Claims Palt. ..o mrorressreonossessesssesees e 9b{1)
(2) Increase (decrease) in Clalm TBSEIVES i ecererevrs e ees e resseerasensnns 9h{2)
(3) Incurred claims (Add (1) AN (2)).cvvevinerrmereerserssees e esssessessessseseesssseessssessss s
{4) Claims charged......ceccvvvvviiiecveeeeiinens L b e R e T e e AR Abe st PEEL L PR e RS s e s b bt st eeeesrreeeneenarsmnrnnres
€ Remalnder of premium: (1} Retention charges (on an accrual basis) —
(A) COMIMISSIONS viviiuvrnsiiririiceisees e seeseeeaeeees w | 9e(N{A)
{B) Administrative sefvice or other fees .......ccvveieennne w | 9e(1)(B)
(C) Other specific acquisition Costs.......ccovrrmmminnessienees | 9C{THC}
(D) Other expenses ...t e e r s e e e e Sc(1)}(D)
(E} TAXES ovverreseeenerererrenne verresimsinssmsmsnsssssresserssseesesseeensers | GE{1)(E}
(F) Charges for risks or other contingencles ... eeeeresreres s | 2C(1(F)
{G} Other retention CRATGES .. .mv.ieeeeieerececeereeeessrerseesesseressessesesssssonanes 9c(1HG) :
(H) TOtE] IENHON. ctrur vttt e sseasessesreastee s sose s sasessese s tese oo, . 9c(1}{H)
{2) Dividends or retroactive rate refunds, (These amounts were D pald in cash, or[l credited).ovniiiennn.., 9c(2)
d Status of policyholder reserves at end of year: (1} Amount held to provide benefits after retirement.............. 8d{1)
{2) ClAIM TBBIVES ..11uurviieiss it sesssss st rasnessss s st e sess et ass s ssssessseesse e st sseesessaess s omeessssse e sesee e 9d{2)
(3} Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered In line 9¢6{2).)e i fe
10 Nonexperience-rated contracts; i RS
a Total premiums or subscrption charges Paid t0 CAMIER .......vueeceeeeeeersrrssretsesee s sesseessesemeeeeeeeness s 10a 246,704
b Ifthe carrier, service, or other arganization incurred any specific costs in connection with the acquisition or
retention of the centract or policy, ather than reported in Past [, line 2 above, report amount. ..v....veove..oo.. 10b

Specify nature of costs.

£Part'IV¥| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A7............. |:| Yes E‘ 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 Treastry This schedule is required to be filed under section 104 of the 2025
Internal Revenue Servica Employee Retirement Income Security Act of 1974 (ERISA).
Department of Lab
Employas Be:?gms gnxgnlyaAgnInistman P Flle as an attachment to Form 5500,
Pension Benett Guaranty Corporation » Insurance companies are required to provide the information This Fonlr:llsspg&?;lnto 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

Phoenix Investors, LLC

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

39-178518%

information Concerning Insurance Contract Coverage, Fees, and Commissions Frovide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and Il can be reporied on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

Tokio Marine

Approximate number of Policy or contract year

{c} NAIC (d) Contract or {e)

b) EIN . . d at end

®) code identification number p e;ggg; gro ﬁg;ﬁr a; ye:arof (f) From (g) To
35-1817054 82711 4170024159586 151 01/01/2025 12/31/2025

2 Insurance fee and eommission 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 pald (b) Total amaunt of fees paid

D 0

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

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

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

i

R R T L i LT P R A o T e e T T T e T Y

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

1

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

v. 250312
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(2) 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 pald {c} Amount {d) Purpose code
By Y, it R A i Lo bl 0 TEASE R TAS YT SN 20T T Tl M L e W R R i L T I e e I T e L T T (O ity IR e 30T SRSy
(a) Name and address of the agent, broker, or other person to whom commissions or fees were pald
Fees and cther commissions patd (e)
(b) Amount of sales and base Crganization
commissions pald (c) Amount (d) Purpose code
s L TR A e S0ES . B R T T I I e T " T Lok xRt B R R R e e, e WYY CBOUL UL, TV T o e et LT e
{a) Name and address of the agent, broker. or other person to whom commissions or fees were paid
Fees and other commissions paid {a)
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code

A A L L e I T I e T T B T T e

SR W

UE AN mASHIY S it

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

Fees and other commissions paid (e}
{b) Amouni of sales and base Organization
commissions paid {c} Amount {d) Purpose code
seort Soafen 8 SRR R s R T R R Tt I R Y e e Ty DN R PO L R, o T e D, " S OHE G

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

Fees and other comimnissions paid (o)
({b) Amount of sales and base Crganization
commissions paid (c) Amount {d) Purpose code




Schedule A {Form 5500) 2025

Page 3

© Partil? | Investment and Annuity Contract Information
o ¥ 71 Where individual coniracts are provided, the entire group of such individual contracts with each camier may be treated as a unit for purposes of
" s~ this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Cuirent value of plan's Interest under this contract in separate accounts at Year 80, i e sseee s e 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D PEMIUMS PAIH 10 CAITIEN ..cvvvvevvrsrerrrssssssssssssssssseesssesosereeseseeeseessssssessasessssosssssssssseeeseeses oo eseseeesee e &b
C  Premiums due but unpaid at the end 0f the YEAr .....eeev e e reessssresseessssssens . 6¢
d  Ifthe carvier, service, or other organization incurred any specific costs in connection with the acquisition or ad
retention of the contract of policy, BIMEF BIMOUNL. ......ewueeesereeesissseres s rssessresssessssessssesssssssssossssssensessesseessene e
Specify nature of costs  »
€ Type of contract: (1) D individual policies 2 I:] group deferred annuity

(3) D ether (specify) P

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

> (]

7 Contracts With Unallacated Funds (Do not Include po
a Type of contract:

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

(1} D deposit administration
(3) D guaranteed Invesiment

rtions of these contracts maintained in separate accounts)
@) D Immediate pariicipation guaraniee

@ [] other »

€ Additions: (1) Contributions deposited during th

(2) Dividends and credifs........covcceenninrenreenimesssesssssesseenmeens .
(3) Interest credited dUMRG the YEAT....ciiiiereeeeeeseerreeeres sessssesssonsssssesens

{4) Transferred from separate account.....

RVCT: | S

(5) Other {specify below)
»

{6)Total additions

d Total of balance and additions {add lines 7b and {11 ) OO

e Deductions:

e o i B

=
R

et § 0

g 7

{1) Disbursed from fund to pay banefits or purchase annuities during year

{2) Administration charge made by carrier

{3) Transferred fo separate account ........evenens

(4) Ofher (SPECITY BRIOW) ....vvreeeeeerisereesies et ssesnsnssssssssseseeeseeenas

»




Schedule A {Form 5500) 2025 Page 4

‘| Welfare Benefit Contract Information

| If more than ane contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
| the Information may be comblned for reporting purposes if such contracts are experience-rated as a unit. Where contvacts cover individual
employees, the entire group 6f 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 [] Heaith (other than dental or vision) b [] Dental c D Vislon d D Life insurance
e D Temporary disablllty (accident and sickness) | D Long-term disability g D Supplemental unemployment  h D Prescription drug
I EI Stop Toss (large deductible) i D HMO contract k I:I PPO contract l|:| Indemnity contract

m[ ] Other (specity) P

9 Experience-rated contracts;
a "Premiums: (1) AMOUNt reCeiVed .......oeveerieneesmicicssssisesesenerereresens 9a(1}
(2) Increase {decrease) in amount due but unpald ..........ceurenn. . Sa(2)
(3) Increase (decrease) in unearned premiUn FESEIVE vu.r i vreesseseesnnns 9a(3)
{4) Earned (1) + (2) = (3)) cororervrrrrrenen R—— | sa@4)
b Benefit charges (1) Claims paid.................. 9b(1)
(2) Increase (decrease) in claim reserves 9h(2)
(3) Incurred claims (add (1) and (2))............ . 9b(3)
{4) Clalms CRABIGE....cvemececrriririrermsmnesers i ermssssstsictssstsbeesess e sres sesrenssasestessssasssetesss sevmsmsesserassseeessnsssesses 9b{4)
C Remainder of premium: (1} Retention charges (on an accrual basis) -
{A) Commissions .....cceeeevenns vernmsssssnsenosseenss | SC{T)(A)
(B) Administrative Service or other fEBES ... eerrresesanens Sc(1}B)
{C} Other specific 2cqUISIHON COSES .. ivcicne e emeereereersrersessserennns | JC{THC)
(D} OthEr EXPENSES wvvvresceeestsineseseesseerssessessensessessssssssses reeeetverarsaonn 8c(1)(D)
(E) TBRES. cvvuuvensrssssrmesresmersssssssstsess eemreresressssessensessessesssesastensssssoee o 9c(1)(E)
{F} Charges for risks of other CONtINGENCIES ..vu...mvvveevesssresee e ssesees 8c{1)(F)
(G) Other 1etention CHAIGES ..u.....vvsecssesssssessessseesteemrecessemsersesssssen (1)1 G) o
(H) TOLal TRIBNHOM.. .11 eretsieiee st s s b s sesasnersss ersaessnesennresserer e et ereneasavaseseas s ststmeeee e smeememsesens 9c(1}{H)
(2) Dividends or retroactive rate refunds. (These amounts were D pald In cash, or[] credited.).................. 9¢(2)
d Status of policyholder reserves at end of year: {1) Amount held to provide benefits after retirement.............. 9d(1)
(2) Claim resemves ... ..o e, 9d(2)
{3) Other reserves ......ocueiieeciinens . 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in g 96(2).Y..cievneceeeesrconernns 9e
10 Nonexperience-rated contracts: SRR
a8 Total premiums or SUbSCIPHON ChAMGES PAIH 10 CRITIET......ceveveersre it treeserresesssseresseeesrersvesssssrsssesessesessessassssoss 10a 24,604
b Ifthe canier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amourt, ...........coveeee... 10b

Specify nature of costs,

| PartilV¥| Provision of Information
11 _Did the Insurance company fail to provide any information necessary to complete Schedule A7 ... |:| Yes E| No
12 If the answer (o line 11 is “Yes,” specify the Infotmation not provided. »




SCHEDULE C Service Provider Information OMB No. §210.0110
(Form 5500} 2025
Department of the Treasry This schedule is required to be filed under section 104 of the Employes
Internal Revenus Service Retirernent Income Security Act of 1974 (ERISA).
D f Labi This Form is Open to Public
Employea Benatits ;gtzgmyaA::ninis!ratiun P Flle as an attachment to Form 5500. Inspection,
Pensicn 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

Phoenix Investors, LLC

plan number (PN} »

RS LR T
% Hg% !%?“ LS

C Plan sponsor's name as shown on line 2a of Form 5500 B Employer Identification Number (EIN)
Phoenix Investors LLC 39-1785189

[Part 1] 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
@ 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)

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).

................ DYes @ No

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

L Hd?  weBed BT T m wa . I ernde S SR EAE gt P Riow er  CURRPIN MHLIRERA + oD ST it # e aDERT R e e T SNESPA 5 S A e R T TR T S

IR R T

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

YR I N Y R T R A S T e e s e S I E R R T I LT e e

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

= Zer
S mp 0T SR r R L0t e A R L sk % v CRL Ta B [ T T o L e T e e e e U Ve

(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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3 e R T, - SRR LRI e st AR - R L R R IR O LR AR o et D e T R P R, S o TEnprs AR HET I e R S T LR BT N TR RS U S T e e

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

b TN

s T o ETRETEIT T Ty Pzt e
Lo TR Tk PO AL o e R R NS FSAPT e 3 S TR 5 DA R R M L R KR I T & B R TR e SR LA LA UL RGPS ST A B T B o (L T R E PR Ee vt Ty

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

T ———_ e e ™ e
A s R SRV IHALER B iR At EES T BRI e T T T 2 B A R TS

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

T e it rryrar oy ey
B B et R € BT EEE SAE Y O R P ST M DY Sy s R R i 200 B e RIS R B P L 8 RAZT L G 08 it LIS RS: i DU e e i £ o P DR ST P LD ST T T, PR T e T B

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

e AP e
coibien b SRR TR e BT o oo PR AP e o R G B AT P, ) R AL

Ty

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

BT 4 U IERETRS NARRGH. e R Wl T > il i SRR e bR 5 i L R SRR R R e R R B R SR

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

— S—— — _ S
FA S SRR e & R TRE T B MBS R are s PR A S & A L L B Sy SRR e e T R 3 BT S T I s i D T Ly e T Niidddasuaas )
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

EEART S s WA SEHE AT PO TE SRR A R s i ACRE BT L SUBRERRAS & ool B R vﬁ‘#‘o‘}“‘t R R T L e T A R TR BT S

{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 fo list each person receiving, directly or indirectly, $5,000 or mere in total compensation
(.e., money or anything else of value) in connection with services rendered to the plan or thelr position with the plan during the plan year. (See instructions),

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

GMR Inc
39-1985276
(b) (@ (d) () N g) (h)
Service Relationship to Enter direct Bid service provider Did indirect compensation Enter tofal indirect Did the service
Code(s) |employer, employee| compensation paid receive Indirect include eligible indirect compensalion recelved by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-, other than plan or plan plan received the required eligible indirect an amount or
a panty-in-interest SpONSsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
{f). If none, enter -0-,
Iz
-laims Processing Yes K| No [] Yes [] No f] Yes [ No [
97,633 496
I3 T AR S s P e PAATENES £ R wn Tf I dr atiend B S HRR UBE T P P onfh oo L 3ol cs et Fromse T ‘:y-,u,mwmuw4‘_\4«.;:«:.*.::;‘.:-'&?;5%,-: AR T el PRBRGE ot
{a) Enter name and EIN or address {see instructions)
\

(b) (c) (d) (e) _ g (h)
Service Relationship to Enfer 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
(. 1f none, enter -0-.
Yes [] No[] Yes [| No[] Yes [] No[]
s BRI A M e m,mn* L IR A TR el S Ee ) TR SR g e 1 7 n--‘/&gg& £ 0E R TITNRILNG BT F P R L R miﬂ i o P?\'d}ﬁwmﬁw.mﬁwv‘?‘kviﬁ
{a) Enter name and EIN or address {see instructions)
{b) {c) (d) {e) (h)
Service Relationshlp 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 compensallon received by |provider give you a
organization, or  |by the plan, If none,| compensatlon? (sources

person known to be
a party-in-interest

enter -0-,

other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

foermula instead of
an amount or
estimated amount?

Yes [| No []

Yes [] No[]

Yes D No D
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Service Provider Information (continued)

sPartl

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider,
investment management, broker, or recordkeeping services, answer the foliowing
0 or mare In indirect compensation and (b) each source for whom the service

or provides contract adminfstrator, consulting, custodial, investment advisary,
questions for (a) each source from whom the service provider received $1,00

and the service provider is a fiduclary

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

(€} Enter amount of indirect

{b) Service Codes
compensation

(see instructions)

(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
far or the amount of the indirect compensation.

B B I 1 ] 2 A o st R A I e T T T ey e et R B SRR T M

B i e T TR L IPERRCTERI AR R

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

(¢} Enter amount of indirect

{b) Service Codes
compensation

(see instructions)

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

(e) Describe the indirect compensation, including any
formula used to determine the service providers eligibility
for or the amount of the indirect compensation.

- T TEREmE - SN NSRS o ST Y € ROPRT Rl e | SR L R R B SR AT R R Ty i T B T R L T ] Tre R Y A e A i s L VE
() 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

(&) 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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IvfﬁP'artgiI&}l Service Providers Who Fall 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 | (c) Describe the information that the service provider failed or refused to
Instructions)} Service provide
Code(s)

AR B a g T p0t JTRgE e Pl b % TERTLLAl M L e I I T I rier™ R PRHRHE R NG NURRRET 2 < SIS, sk B L I R e N 3 £
{a} Enter name and EIN or address of service provider {see (b) Nature of (c} Describe the information that the service prowder failed or refused to
instructions) Service provide
Code(s)

RN LE TR Ty Tt — e e e 0, SR w0 R L SRERRT) oW ot SEB ot T B P PIES N T Aggw R FLERET, I - Folsinadlint ¥ ¥ e 1 SR e s AR SIS - T e SO SRR o 2N G A i ) B A
(a) Enter name and EIN or address of service provader (see (b) Natwe of | {c) Describe the Information that the service provider falled or refused fo
instructions) Service provide
Code(s)
s LEMHAL 03 o T h et Tt T T3 S vl WORGSR . Be, in e o Tt Bra s L R T e T i e sep s &

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

(b) Nature of

{c) Describe the Information that the service provider falled of refused to

instructions) Senvice provide
Code(s)
N £ - S LSRR 3o e T soon EE £y A W R TS S LRI R W . it S0 G0 Da B G Bl O g P e T LR s i A4tk e SRR BRI B Y, L e
(a) Enter name and EIN oF address of service provider (see (b} Nature of | (C) Describe the information that the service provider falled or refused to
instructions) Service provide
Code(s)
< e ERRNE T EpFARY LY o el et REme D A L R R T 1 R R ¥ pereTyy Sol STL O S T N e g Rl LRI ST A" e RIRRE s e« ST TE Ay L T R L s
{a) Enter name and EIN or address of service pmwder (see (b) Nature of (c) Describe the information that the service provider failed or refused to
instructions) Service provide

Code(s}
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“Part 1l Termination Information on Accountants and Enrolled Actuaries (see instructions)
o ‘| {complete as many entries as needed)

a Name. | b EIN:
C  Position: b ey
d  Address:

L e

Explanation;

AW W BN T, T e Y e RRIR PR TGS T o et g e S RS R O o0 T e, T Ry, PRI S A e SR R 4G & § AR p TR PO TR N Y T AR B o ¢ G el ey SR B ¢
a Name: b EN:

B 4 e o Tt P
C  Position: e T BT R

d Address: e Telephone:

e m

Explanation:

R N R i e T o R e LR VR e, | R e, o Tl TR M PRhia R KSR IR RUIATTL D8 Ve, LA et G R G S

a Name: b EIN:
¢ Position; B T

d Address: e TeEephone

7ot 22

R e
%éﬁ

Explanation;

R L R R N N Il R R T S WY R T T R O T o v L T TR

@

Name: b EIN:

Position: R R P

[=H )

Address: =] Telephone'

Explanation:

T R e ) A Le th AEATERML e IRMOR.T ! IR e " R, R e i b P8 WL R SR o S BRERE R A ¢ gt 2 Vit Aeth A R TR ¢ T G AR et 1 < Al EA ot D b MR L oot

Name: b EIN:

Position: i PRI

o0

Address: € Telephone:

Explanation:




