Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

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

OMB Nos. 1210-0110
1210-0089

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

2025

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2025 or fiscal plan year beginning 02/01/2025

and ending  01/31/2026

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

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

a single-employer plan

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

D an amended return/report

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

[ ] Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

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

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
COCHISE PRIVATE INDUSTRY COUNCIL WELFARE BENEFIT PLAN

1b

Three-digit plan
number (PN) » 501

1c

Effective date of plan
02/01/2024

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)
COCHISE PRIVATE INDUSTRY COUNCIL, INC.

900 CARMELITA DR
SIERRA VISTA, AZ 85635-1927

900 CARMELITA DR
SIERRA VISTA, AZ 85635-1927

2b

Employer Identification
Number (EIN)
86-0485021

2c

Plan Sponsor’s telephone
number
520-439-3554

2d

Business code (see
instructions)
624310

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. 09/03/2026 MICHELLE HUFF
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature. 09/03/2026 MICHELLE HUFF
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2025)
v. 250312
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3a Plan administrator's name and address Same as Plan Sponsor

3b Administrator’'s EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 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)
a(2) Total number of active participants at the end of the plan year ..., 6a(2) 239
b Retired or separated participants receiving beNefits...........cooiuiiiiiiiiii e 6b
C Other retired or separated participants entitled to future benefits ..o 6C
d Subtotal. Add NS Ba(2), B, @NA BC.........eiiiriirieiiieiiiee ettt et 6d 239
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccocoeciiiiiinicniecn 6e
f Total. Add lINES B0 AN BE. ........oiuiiiiiiii b 6f 239
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 4D 4B 4F 4H

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) D Trust ?3) D Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) [] R (Retirement Plan Information) (1) [] H (Financial Information)
2 | (Financial Information — Small Plan
2 D MB (Multiemployer Defined Benefit Plan and Certain Money @ D ( )
Purchase Plan Actuarial Information) - signed by the plan (©)] B A (Insurance Information) - Number Attached _ 3
actuary (4) D C (Service Provider Information)
3) D SB (Slngle-Emponer Defined Benefit Plan Actuarial ©) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary
4 D DCG (Individual Plan Information) — Number Attached (6) D G (Financial Transaction Schedules)
(5) D MEP (Multiple-Employer Retirement Plan Information)
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Part Ill | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) woorvvoeereeeeeeenee e [] Yes [] 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

(Form 5500)

OMB No. 1210-0110

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  02/01/2025 and ending  01/31/2026
A Name of plan B Three-digit
COCHISE PRIVATE INDUSTRY COUNCIL WELFARE BENEFIT PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
COCHISE PRIVATE INDUSTRY COUNCIL, INC.

D Employer Identification Number (EIN)
86-0485021

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
AMERITAS LIFE INSURANCE CORP.

(©) 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
47-0098400 61301 010025700 239 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

2792 1885
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
G| GEORGE PARENT LP 501 OFFICE CENTER DR, SUITE 215
FORT WASHINGTON, PA 19034
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0 1885 | ADMINISTRATIVE FEES 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
PATRIOT GROWTH INSURANCE SERVICES L 7639 E PINNACLE PEAK RD, SUITE 100
SCOTTSDALE, AZ 85255
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
2792 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e D Temporary disability (accident and sickness)

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

f D Long-term disability

C Vision

g D Supplemental unemployment

k D PPO contract

d D Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 67790
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

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  02/01/2025 and ending  01/31/2026
A Name of plan B Three-digit
COCHISE PRIVATE INDUSTRY COUNCIL WELFARE BENEFIT PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
COCHISE PRIVATE INDUSTRY COUNCIL, INC.

D Employer Identification Number (EIN)
86-0485021

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
BLUE CROSS BLUE SHIELD OF ARIZONA

(©) 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
86-0004538 53589 013485 147 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

39260

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

PATRIOT GROWTH INSURANCE SERVICES L 501 OFFICE CENTER DRIVE, SUITE 215
FORT WASHINGTON, PA 19034

(b) Amount of sales and base

Fees and other commissions paid

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

39260

3

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

Fees and other commissions paid

(b) Amount of sales and base

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

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025
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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 275270
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ......................... 10b
Specify nature of costs.
Part 1V Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

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  02/01/2025 and ending  01/31/2026
A Name of plan B Three-digit
COCHISE PRIVATE INDUSTRY COUNCIL WELFARE BENEFIT PLAN plan number (PN) S 501

C Plan sponsor’s name as shown on line 2a of Form 5500
COCHISE PRIVATE INDUSTRY COUNCIL, INC.

D Employer Identification Number (EIN)
86-0485021

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
THE LINCOLN NATIONAL 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
35-0472300 65676 000010172805 144 02/01/2025 01/31/2026

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

4421

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

FBC SERVICES INC 7639 E PINNACLE PEAK RD SUITE 100

SCOTTSDALE, AZ 85255

(b) Amount of sales and base

Fees and other commissions paid

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

4421

3

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

Fees and other commissions paid

(b) Amount of sales and base

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

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




Schedule A (Form 5500) 2025 Page 3

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

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




Schedule A (Form 5500) 2025

Page 4

Part Il | Welfare Benefit Contract Information

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

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

e B Temporary disability (accident and sickness)

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

f B] Long-term disability

C D Vision

g D Supplemental unemployment

k D PPO contract

d @ Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......ceeiiuiiieiiiiieieieeeee s 9a(1)
(2) Increase (decrease) in amount due but unpaid ............ccccceeeeeiiinnnen.. 9a(2)
(3) Increase (decrease) in unearned premium reserve. .............ccc.eeueen... 9a(3)
(8) EAMNEA ((1) # (2) = (3)) «vvreveeeeeeeeeeeeeeeeeseeeseeseeee e ee e e ee e eeeee e e eee e e e e et ee et se et sne et | 9a4)
b Benefit charges (1) Claims Paid............ccccovevevercerereeeeeeees e 9b(1)
(2) Increase (decrease) in Claim reSErVES. ..........cccceveeeeeeeeeeeeeeeeeeanas 9h(2)
(3) Incurred claims (add (1) and (2)).... 9h(3)
(4) Claims Chargea..........ccciruirierieieiee ettt 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....cviviviieiieieieet ettt sae e eneeneenas 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific aCqUISIION COSES ..........v.ovowee oo 9c(1)(C)
(D) OthEr EXPENSES .......ooeeeeeeeeeeeeeeeeeeeee e ee e enee e eeneen 9c(1)(D)
(S LI =TSR 9c(1)(E)
(F) Charges for risks or other contingencies ............coceeeceveeeeennns 9c(1)(F)
(G) Other retention ChargeS .............cevoveueeereeeeeeeeeeeeeee e eeeneeeneen 9c(1)(G)
(H) TOLAI FEEENMEION. ...ttt ettt et sttt seeteeaesee st e b e e eneeseeseeseesessessenseseeneeseesessenen 9c()(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.)........ccceeeen. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .....c.veuiieteieteiete ettt ettt ettt et et e st e e st s e ete s e ese s e s e st e s eaees et e eees et es e e et ensesesessese st eseseesensennneas 9d(2)
(B) OFNET FESEIVES ...ttt ettt e sttt ekt e ekt e st e teemeeetees e e s eeemeesaeeseeeeeemeesaeeneeeseemseeseenseaseeneeaneeneesneensennin 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).......ccooeeviriueennnnnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiieie s 10a 33423
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




COCHISE PRIVATE INDUSTRY COUNCIL, INC.
900 CARMELITA DR
SIERRA VISTA, AZ 85635

FORM 5500 INFORMATION

SCHEDULE A - Insurance Information & SCHEDULE C - Service Provider Information

COCHISE PRIVATE INDUSTRY COUNCIL, INC.

SCHEDULE A - INSURANCE INFORMATION

Name of Insurance Carrier: Blue Cross Blue Shield of Arizona
EIN (Employer Identification Number):
BCBSAZ NAIC Code: 53589

Contract or Identification Number (Group No.):
Approximate Number of Medical Persons Covered at End of Policy or Contract Year:

Policy or Contract Year: From: February 1, 2025
Benefit and Contract Type:

Stop-Loss

Health, Drug

Experienced - Rated Contract (If Yes, See Attached):
Non-Experience-Rated Contract:

Total Medical Premiums or Subscription Charges Paid to Carrier:

BROKER COMPENSATION INFORMATION

(Broker Compensation may need to be allocated between Schedule A and Schedule C as applicable for ASC with Stop-Loss Contracts)

Broker Name: PATRIOT GROWTH INS SVCS LLC
Broker Address: SUITE 215 501 OFFICE CENTER DRIVE
Broker Address: FORT WASHINGTON, PA 19034

Broker Name: 0

Broker Address: 0

Broker Address: 0

Amount of Medical Sales & Base Commissions Paid to Broker:

Fees and Other Broker Compensation:

Amount: Purpose: 1* Special Incentive
Amount: Purpose: 2** Meals, Gifts & Tickets
Total $

013485

860004538

To:

1* Special Monetary Incentives (SMI) may occasionally be paid to Brokers for sales and/or policy renewals directly related to all Groups. SMI differs from Base Broker Commissions and is

subject to different rules governing eligibility and payment. SMI specifically linked to the sale or renewal of all Groups will be reported on the BCBSAZ Form 5500 Disclosure for that Group

under the caption “Special Incentive”. SMI that cannot be reasonably and specifically linked to the sale or renewal of one or more Groups will be allocated equally to all Groups

represented by the Broker that qualified the Broker for the SMI. For example, if a SMI of $5,000 was paid to the Broker and the Broker qualified for the SMI through sale and/or renewal

of five Groups, $1,000 ($5,000/5) will be allocated and reported on the Form 5500 Disclosure for each of the Groups under the caption "Special Incentive".

2** Gifts, Gratuities, Meals, Tickets to Entertainment Venues and Chartable Events (Non-Monetary Broker Compensation) provided to Brokers and individually valued in excess of $10 are

identified and reported on BCBSAZ Form 5500 Disclosures (if a $100 aggregate amount is reached) for all Groups according to the following rules:

Non-Monetary Broker Compensation (NMBC) directly linked to a specific Group is reported on the BCBSAZ Form 5500 Disclosure only for that Group under the caption “Meals, Gifts &

Tickets”.

January 31, 2026

No
Yes

275,270.43

39,260.16

39,260.16

147



SCHEDULE C - SERVICE PROVIDER INFORMATION

(Broker Compensation may need to be reported as Indirect Compensation on Schedule C for ASC with Stop-Loss Contracts)

Schedule C - Applicable for this Contract X
Schedule C - Not Applicable for this Contract
Name of Service Provider: Blue Cross Blue Shield of Arizona
EIN (Employer Identification Number): 860004538
Service Code Information:
Claims Administration paid by Plan to Administrator $ 98,863.05
Fee Paid By Plan to BCBSAZ* $ 11,339.16
Total Direct Compensation Paid by the Plan: S 110,202.21
*BCBSAZ Paid American Specialty Health Network (Chiropractic Provider Blue Choice & Blue Select) $ -
*BCBSAZ Paid American Specialty Health Systems(Chiropractic Provider PPO, H S A, EPO) $ 920.71
*BCBSAZ Paid eviCore all Product Types (a portion of which constitutes an estimated percentage $ 1,396.34
of claims savings and may be different upon reconciliation)
*BCBSAZ Paid Welvie all Product Types $ -

BCBSAZ hereby certifies that the information on this form, furnished pursuant to 29 CFR 2520.103-5(c), is accurate and complete

as of the date of this report

EIN# 33-0571188
EIN# 33-0938349
EIN# 47-2500642
EIN# 36-4387940



Ameritasm Contact Us

Ameritas Life Insurance Corp. Scan this QR code with your

phone to access your account

Dental and Vision online.

PO BOX 81889 / LINCOLN NE 68501-1889

Electronic Service Requested
Have questions? Speak with our customer
service representatives at 800-659-2223.
VADA PHELPS Monday-Friday 7:30 a.m.-4:30 p.m. CT
COCHISE PRIVATE INDUSTRY COUNCIL, INC.
900 CARMELITA DR BLDG 5
SIERRA VISTA AZ 85635-1927

March 13, 2026

Policy #010-025700

Policyholder: Vada Phelps

Re: Schedule A (Form 5500) Information

Dear Policyholder,

The following provides you with group insurance benefit information, if needed, for a Schedule A report.
This information is distributed to all policyholders who have around 100 or more participants (insured
employees or COBRA qualified participants) as of the beginning of plan year. Questions on completing
or filing Form 5500 and its related schedules should be addressed by your legal or accounting advisors.
At your service,

Group Licensing and Compensation

Schedule A (Form 5500) information For February 1, 2025 Through January 31, 2026

Plan*: Welfare Plan Gross Premium Paid: $67,790.00

Benefit: Dental Vision

Tax ID: 47-0098400 NAIC code: 61301

Benefit Participants** People covered as of end of
year plan***

Total 109 239

Broker Name and Address Commission Fees

PATRIOT GROWTH INSURANCE SERVICES LLC $2,792.00 $0.00

7639 E PINNACLE PEAK RD STE 100
SCOTTSDALE AZ 85255 6294

Gl GEORGE PARENT LP $0.00 $1,885.00
501 OFFICE CENTER DR STE 215
FT WASHINGTON PA 19034 3224

Groups with multiple benefit coverages (i.e. dental and vision):

* When preparing this information, we assumed that the benefits listed above were provided in
accordance with a single welfare plan, as defined by ERISA, sponsored by you. Let us know at the
phone number above if this is not the case, and we will provide separate information for each plan
yOu SpPONSOr.



** \When a policy contains multiple benefit coverages, the number of participants enrolled in each
coverage is shown above.

*** \When determining number of people covered, we multiplied the number of participants by our
standard actuarial factor of 2.2 to arrive at the approximate total number.



[1Lincoln

Financial G roupe Lincoln Financial Group is the marketing name for Lincoln National Corporation aad its affiliates.

The Lincoln National Life

Insurance Company

April 24, 2026 8801 Indian Hills Drive

Omaha, NE 68114-4066

toll free (800) 423-2765

COCHISE PRIVATE TINDUSTRY COUNCTTL VB L iR

900 CARMELITA DR

SIERRA VISTA AZ 85635

RE: Group Policy Number: 000010172805 00000
Schedule A Reporting For: 02/01/2025 to 01/31/2026

Dear Client:

ERISA regulations may require your employee benefit plan administrator to file an

annual report (Form 5500 and Schedule A) with the Department of Labor if the plan had
100 or more participants at the beginning of the plan year. If you are not sure whether
you heed to file a Form 5500, you may want to contact your own attorney, tax or benefits
consultant.

As an aid in your completion of Schedule A, enclosed is the required information for
your group insurance plan underwritten by The Lincoln National Life Insurance Company.
Premiums reported are based on premiums received and applied within the reporting
period listed above.

Contingent compensation payments are part of our overall expenses and are spread into
the pricing across all lines of business. Please be advised that the broker listed
below has previously received a copy of this information.

We appreciate your business and thank you for being a valued Lincoln Financial Group
customer. For your convenience, please visit us at www.lincolnfinancial.com to view
forms and policy information, access online service options and much more.

If you have any questions, please contact us at 800-423-2765.

Enclosure

Ge: F' B C SERVICES INC
7639 E PINNACLE PEAK RD
SCOTTSDALE AZ 85255



THE LINCOLN NATIONAL LIFE INSURANCE COMPANY
SCHEDULE A REPORTING INFORMATION

A. Name of Plan: COCHISE PRIVATE INDUSTRY COUNCIL

Part | - Information Concerning Insurance Contract Coverage, Fees, and Commissions

1. Coverage:
(a) Name of insurance carrier: The Lincoln National Life Insurance Company
(b) EIN: 35-0472300
(c) NAIC code: 65676
(d) Contract or identification number: 000010172805 00000

Number of Persons on

Benefits & the Last Day of the Reporting Period
Contract Type Reporting Period From To
(Part III,#8) (e) (£) (9)
AD&D 144 02/01/2025 01/31/2026
Life 144 02/01/2025 01/31/2026

2. Insurance fee and commission information. Enter the total fees and total commissions
paid. IList 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

$841.70 $0.00

3. Insurance fees and commissions paid to agents, brokers, and other persons:

Amount of sales and Fees and other
Name and address to whom base commissions commissions paid Org.
payments were paid (a) paid (b) Amount (c) Purpose (d) Code (e)
F'' B C SERVICES INC $841.70 3
7639 E PINNACLE PEAK RD
SCOTTSDALE, AZ 85255
Totals: $841.70 $0.00

Part Ill - Welfare Benefit Contract Information

8. Benefit and contract type: see Part I, section 1, column 1 above
10. Nonexperience-rated contracts:
(a) Total premiums or subscription charges paid to carrier... $6,666.58

The Lincoln National Life Insurance Company
8801 Indian Hills Drive
Omaha, NE ©8114-4066



[1Lincoln

Financial G roupe Lincoln Financial Group is the marketing name for Lincoln National Corporation aad its affiliates.

The Lincoln National Life

Insurance Company

April 24, 2026 8801 Indian Hills Drive

Omaha, NE 68114-4066

toll free (800) 423-2765

COCHISE PRIVATE TINDUSTRY COUNCTTL VB L iR

900 CARMELITA DR

SIERRA VISTA AZ 85635

RE: Group Policy Number: 000010172806 00000
Schedule A Reporting For: 02/01/2025 to 01/31/2026

Dear Client:

ERISA regulations may require your employee benefit plan administrator to file an

annual report (Form 5500 and Schedule A) with the Department of Labor if the plan had
100 or more participants at the beginning of the plan year. If you are not sure whether
you heed to file a Form 5500, you may want to contact your own attorney, tax or benefits
consultant.

As an aid in your completion of Schedule A, enclosed is the required information for
your group insurance plan underwritten by The Lincoln National Life Insurance Company.
Premiums reported are based on premiums received and applied within the reporting
period listed above.

Contingent compensation payments are part of our overall expenses and are spread into
the pricing across all lines of business. Please be advised that the broker listed
below has previously received a copy of this information.

We appreciate your business and thank you for being a valued Lincoln Financial Group
customer. For your convenience, please visit us at www.lincolnfinancial.com to view
forms and policy information, access online service options and much more.

If you have any questions, please contact us at 800-423-2765.

Enclosure

Ge: F' B C SERVICES INC
7639 E PINNACLE PEAK RD
SCOTTSDALE AZ 85255



THE LINCOLN NATIONAL LIFE INSURANCE COMPANY
SCHEDULE A REPORTING INFORMATION

A. Name of Plan: COCHISE PRIVATE INDUSTRY COUNCIL

Part | - Information Concerning Insurance Contract Coverage, Fees, and Commissions

1. Coverage:
(a) Name of insurance carrier: The Lincoln National Life Insurance Company
(b) EIN: 35-0472300
(c) NAIC code: 65676
(d) Contract or identification number: 000010172806 00000

Number of Persons on

Benefits & the Last Day of the Reporting Period
Contract Type Reporting Period From To
(Part III,#8) (e) (£) (9)

LTD 144 02/01/2025 01/31/2026

2. Insurance fee and commission information. Enter the total fees and total commissions
paid. IList 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

$2,218.75 $0.00

3. Insurance fees and commissions paid to agents, brokers, and other persons:

Amount of sales and Fees and other
Name and address to whom base commissions commissions paid Org.
payments were paid (a) paid (b) Amount (c¢) Purpose (d) Code (e)
F' B C SERVICES INC $2,218.75 3

7639 E PINNACLE PEAK RD
SCOTTSDALE, A7 85255
Totals: $2,218.75 $0.00

Part Ill - Welfare Benefit Contract Information

8. Benefit and contract type: see Part I, section 1, column 1 above
10. Nonexperience-rated contracts:
(a) Total premiums or subscription charges paid to carrier... $14,791.66

The Lincoln National Life Insurance Company
8801 Indian Hills Drive
Omaha, NE ©8114-4066



[1Lincoln

Financial G roupe Lincoln Financial Group is the marketing name for Lincoln National Corporation aad its affiliates.

The Lincoln National Life

Insurance Company

April 24, 2026 8801 Indian Hills Drive

Omaha, NE 68114-4066

toll free (800) 423-2765

COCHISE PRIVATE TINDUSTRY COUNCTTL VB L iR

900 CARMELITA DR

SIERRA VISTA AZ 85635

RE: Group Policy Number: 000010172807 00000
Schedule A Reporting For: 02/01/2025 to 01/31/2026

Dear Client:

ERISA regulations may require your employee benefit plan administrator to file an

annual report (Form 5500 and Schedule A) with the Department of Labor if the plan had
100 or more participants at the beginning of the plan year. If you are not sure whether
you heed to file a Form 5500, you may want to contact your own attorney, tax or benefits
consultant.

As an aid in your completion of Schedule A, enclosed is the required information for
your group insurance plan underwritten by The Lincoln National Life Insurance Company.
Premiums reported are based on premiums received and applied within the reporting
period listed above.

Contingent compensation payments are part of our overall expenses and are spread into
the pricing across all lines of business. Please be advised that the broker listed
below has previously received a copy of this information.

We appreciate your business and thank you for being a valued Lincoln Financial Group
customer. For your convenience, please visit us at www.lincolnfinancial.com to view
forms and policy information, access online service options and much more.

If you have any questions, please contact us at 800-423-2765.

Enclosure

Ge: F' B C SERVICES INC
7639 E PINNACLE PEAK RD
SCOTTSDALE AZ 85255



THE LINCOLN NATIONAL LIFE INSURANCE COMPANY
SCHEDULE A REPORTING INFORMATION

A. Name of Plan: COCHISE PRIVATE INDUSTRY COUNCIL

Part | - Information Concerning Insurance Contract Coverage, Fees, and Commissions

1. Coverage:
(a) Name of insurance carrier: The Lincoln National Life Insurance Company
(b) EIN: 35-0472300
(c) NAIC code: 65676
(d) Contract or identification number: 000010172807 00000

Number of Persons on

Benefits & the Last Day of the Reporting Period
Contract Type Reporting Period From To
(Part III,#8) (e) (£) (@)
Weekly TIncome 144 02/01/2025 01/31/2026

2. Insurance fee and commission information. Enter the total fees and total commissions
paid. IList 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

$1,360.70 $0.00

3. Insurance fees and commissions paid to agents, brokers, and other persons:

Amount of sales and Fees and other
Name and address to whom base commissions commissions paid Org.
payments were paid (a) paid (b) Amount (c¢) Purpose (d) Code (e)
F' B C SERVICES INC 51,360.70 3

7639 E PINNACLE PEAK RD
SCOTTSDALE, A7 85255
Totals: $1,360.70 $0.00

Part Ill - Welfare Benefit Contract Information

8. Benefit and contract type: see Part I, section 1, column 1 above
10. Nonexperience-rated contracts:
(a) Total premiums or subscription charges paid to carrier... $11,964.85

The Lincoln National Life Insurance Company
8801 Indian Hills Drive
Omaha, NE ©8114-4066



