Form 5500 Annual Return/Report of Employee Benefit Plan , OMB Nos. 12100110
This form Is required to be filed for smployse benefit plans under sections 104 10-0089

Bepariment of the Treasury and 4065 of the Employee Retirement Income Securlty Act of 1974 (ERISA) and

Internal Revenua Service sactions 6057(b) and 6058(a) of the Internal Revenue Code {the Code). 2024
Em[’.“";‘l_""éiﬂi,%'iéﬁﬁﬂn » Complete all entrles In accordance with
ployce Benefits Securty the Instructions to the Form 5500. :
Pansion Benefit Guaranty Corporation This Form is Open to Public
| inspection
| ‘Part 1| Annual Report Identification Information ,
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A This returnireport Is for: |:| a multiemployer plan |:| a mulllple-employt?r pl_an {Filats checking this box .must provide parficipating
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
|:| an amended returnfreport D a short plan year return/report (less than 12 months)
C ifthe plan Is a collectively-bargained plan, check here. . ...... ... it i i e i can e » |:|
D Check box if filing under; D Form 5558 |:| autornatic extension D the DFVC program
|:| speclal extension (enter description)
E if this Is a retroactively adopted plan permitied by SECURE Act section 201, check here. . ............ooiivini i » |:|
lziPart il Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
COLUMBIA COLLEGE EMPLOYEE BENEFITS PLAN number (PN) » | 501
1¢ Effective date of plan
07/01/1%74
2a Plan sponsor's name (employer, if for a singte-employer plan} 2b Employer ldentification
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}) 43-0655867
COLUMBIA CCOLLEGE 2¢ Plan Sponsor's telephone
- number
573-8775-7255
1001 ROGERS STREET 2d Business code (see
instructions)
110
COLUMBIA MO 65216 - 6 - OO

Cautlon: A penaity for the late or Incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjuty and other penalties set farth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and att;ci‘ments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it Is true, cotrect, and complete.

SIGN wp;, 'J[jt;ﬁ M 07/08/2025 |Patty Fischer
HERE
il | Signature of plan Mlministrator Date Enter name of individual signing as plan administrator
SIGN |
HERE’
owni| 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 §500. Form 5500 (2024)

v. 240311




Form 5600 (2024) Page 2
3a Plan administrator's name and address [%| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 If the name andfor EIN of the plan sponser or the plan name has changed since the last return/report filed far this plan, 4b EIN
enter the plan sponser's name, EIN, the pfan name and the plan number from the last retumn/report;
a Sponsor's name 4d PN
¢ Plan Name
§  Total number of participants at the beginning of the plan year 5 I 470
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1), [N ' i
6a(2), 6b, 6¢, and 6d). R :
a(l) Total number of active participants at the beginning of the pIan YEa ... s 6a(1) 466
a{2) Total number of active participants at the end of the plan year 6a(2) 412
b Retired or separated participants receivirig benefits ......... 6b 7
c Qther retired or separated participants entitled to future benefits............. e R e e R Rt e 8¢ 0
d Subtotal. Add lines 6a(2), Bb, aNd BC. ....cccooviiiiminicrs s e b S ar e s 6d 4119
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e
f Total, At INES BH ANG B .....ereeceerirereistissieim onissessees srssrasr i s bR RER SRS AP SRS m s S aees kbbb SRS bbb st a R 6f
1 Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 6g(1)
L T 0 OO VU o
2 Number of participants with account balances as of the end of the plan year (only defined contribution plans
9(2) COMPIBEE HHIS M Y.ttt bas s bbb s s s R R e 1 PR PR R om b S St b 000 16g(2)
h Nurber of participants who terminated employment duting the plan year with accrued benefits that were
loss than 100% vested .. sz et aes s eenm e st et e it tekisbaes ek sarebis shri A cht et 6h
7  Enter the total number of employers obfigated to contribute to the plan {only multiemployer plans complete this item)........ 7

8a |f the plan provides penslon benefits, enter the applicable pension feature codes fram the List of Plan Characteristics Codes in the instructions:

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Godes in the instructions:

4 AB 4D 4E Ar 40 4Q

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

n Insurance LN Insurance

{2) I Code section 412({e}(3) insurance contracts 2) Cade section 412{e)(3) insurance contracts
(3) (| Trust (3) Trust

(1) General assels of the sponsor 4) Generzal assets of the sponsor

10 Check all applicable baxes In 10z and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)

a Pension Schedules

(1) D R (Retirement Plan Information)

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

(3) D SB (SIngle-Employer Defined Benefit Plan Actuatial
{information) - signed by the plan actuary

4 |:| DCG (Individual Plan Information) — Number Attached

(5) |:| MEP (Multiple-Employer Retirement Plan Information})

4Q- Accidental Death and Dismemberment, Accident,

b General Schedules

o H (Financtal Information)

(2) D | (Financial Information — Small Plan})

(3) E] A (Insurance Information) — Number Attached 1
[£H] |___| C {Service Pravider Information)

(5) [] D (DFE/Participating Plan Information)

(6) [] @ (Financial Transaction Schedules)

Critical Illness, Hospital Indemnity



Form 5500 (2024) Page 3

| Part Ill | Form M-1 Compliance Infermation {to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan sublect te the Form M-1 filing requirements durlng the plan year? (See instructions and 29 CFR
252010124 weeruvrrrrnessaseeserseeresarersense [] ves [ 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} ........... D Yes D No

11 ¢ Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 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. (Faliure to enter a valid
Recsipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A i
Insurance Information OME No. 12100110
(Form 5500)
Departmant of the Treasury This schadule Is required to be filed under section 104 of the
Internal Rovenie Servica Employee Retirement Income Security Act of 1974 (ERISA). 2024
t of Lab
Employee BD:re:rrltg ggcﬂrilyaA?i:nlnislratlon F File as an attachment to Forin 5500.
Penslon Benafit Guaranty Garporation b Insurance companies are required to provide the information This Form is Open to Public
' pursuant to ERISA section 103(a)2). N inspection
For calendar plan year 2024 or fiscal plan year beginning 01/01/2024 and ending 12/31/2024
A Name of plan B Three-digit
COLUMBIA COLTEGE EMPLOYEE BENEFITS PLAN plan number (PN) » 501
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number {EIN)
COLUMBIA COLLEGE 43-0655867

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
, oh a separate Schedule A. Individual contracts grouped as a unit in Pars I and Ili can be reported on a single Schedule A.

1 Coverage Information;

(a) Name of insurance carrier

THE GUARDIAN LIFE INSURANCE COMPANY OF AMERICA

(e} Approximate number of Policy or contract year
o EIN {c) NAIC _ (d! Coptract or d atend of
) code identification number pegﬁg; g?zﬁlr_ﬁ " azt ;: aro (f) From (g) To
13-5123390 64246 00463298 434 01/01/2024 12/31/2024

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
71,521 7,777

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 te whom commissions or fees were paid

CBIZ Benefits & Insurance Services
721 Emerson Road, Ste 400, St. Loui

Saint Louis MO 63141

{b) Amount of sales and base Fees and other commisslons paid
commissicns paid {c) Amount {d} Purpose {e) Organizatlon code
Fees Paid

59,892 1,777 3

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

Mark S Mettille
832 Bay Street NE

Unit 1
Saint Petersburg FL 33701
(b} Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d) Purposs (@) Organization code
11,629 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2024

v. 240311
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Schedule A (Form 5500) 2024

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

Fees and other commissions paid (9}
{b) Amount of sales and base . Organization
commissions pald (¢) 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 pald
Fees and other commissions paid (2)
(b) Amount of sales and base Organization
commissions paid (c) Amount {d} Purpose code
{a} Name and address of the agent, broker, or other parson 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
{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 Orgariization
commissions pald {c} Amaount {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 unlt for purposes of

this report.
4 Current value of plan's interest under this contract in the general account at year end .....oveioini e, 4
B Current value of plan’s interest under this contract in separate accounts at yearend........c..oooiiiciininn, 5

6 Confracts With Allocated Funds:
a  State the basls of pramium rates P

b  Premiums pald to carrler ..o, eveesee s e oot eemernemennes b 6b

C  Premiums due but unpaid at the end of the year................... 6¢

d Ifthe carrier, service, or other organization incurred any specific costs in connectlon Wlth the acqunsmcn or 6d
retention of the contract or policy, entar amount. ..............oviniinnciinn eterteenestesattestrasnnare e

Specify nature of costs P

e Typeofcontract: (1) D individual policles {2) D group deferred annuity
{3) |:| other {specify) P

f If contract purchased, in whole or In part, to distibute benefits from a terminating plan, check here b |:|

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

a Typeofcontract: (1) |:| deposit administration {2) D immediate participation guarantee
3 |:| guaranteed investment ) D cther ¥

b  Balance at the end of (NG ProvIOUS YOAT.......ccoowriimssesssssserssist st rssrse et e bbes bbbt bt sara st st s erassensnn [ 7b
¢ Additions: (1) Gontrlbutions deposited during the year ......... 7c(1)

{2) DIVIHENES AN OIS ......c.eareeesenscerasrarsssarsersieessrsietesiimsssssasssssssisssssssasssns 7¢c{2)

(3) Interest credited during tE YEAF ... s 7c(3)

{4) Transferred from SEPArAtE ACCOUNK....mmmmmi s sssasesees 7c{d)

(5) Other (SPECIY BEIOW) .....omneccrrcecnsssermsssesissssrsssssssssmmmsssissssissseasesssses 7c(5) |

(BYTOIAI AOAIGONS ..-.e.eerevverevessseresensssssasssessssasissesassess s omsessess AL LELRL SesRS SRR RRRE 11 AR ARRA RS S nn 7¢(6)
d Total of balance and additions (add Ines 7B anNd 7EIBY). ..occriiiiniimriinnes st st [ 7d

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

(2) Administration charge made by carrler Te(2)
(3) Transferred to separate 8C0OUNL........cruerrereciemisssassasees 7e(3)
(4) Other (SPEGIFY BBIOW) ... eversarserecssiecensmsesssississsssissssamssssnsssssssssseasssssions 7e(4)
> :
(5) Total dadUCHONS ...c.cccirmrmencrc it s e e

f Balance al the end of the current year (subtract line 7e(8) from line 7d)




Schedule A (Form 5500) 2024
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_ Partlll | Welfare Benefit Contract Information

|
i

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

8 Benef‘ t and contract type {check all applicable boxes)
a D Health {other than dental or vision}
e Temporary disability (accldent and sickness)
i D Stop loss {large deductible)

b [¥| Dental
f [] Long-term disability
i |:| HMQ contract

C Xi Vision

k [:I PPO contract

(1] D Supplemental unemployment b |:| Prescription drug

d [¥| Life Insurance

| Bl Indemnity contract

m@ Other (specify) PACCIDENTAL DEATH & DISMEMBERMENT, ACCIDENT, CRITICAL ILLNESS, HOSPITAL INDEMNITY

9 Experience-rated contracts:
a Premiums: {1) AMOUNE FeCaIVED ......ccceiniinricrineccs s esses Sa(1)
{2) Increase {decrease) in amount due but UnPaid..........coeeevinieserninnes 9a(2)
(3) Increase (decrease) In unearned premium reserve....... 9a(3)
Y N R e T3 T | 9a(4)
b Benefit charges (1} Claims paid..... 9b(1}
(2) Increase (decrease) In claim FESBIVES ...,
(3) Incurred claims {Bdd (1) AN (2))....cimei s s s st s 9b(3)
(4) ClAIMS ChAIGEM 1ovvierreeririeecesrrer s coearresseres s s seasas e e e rerse s s ran e e s e e s eR TR S e R e sR e R e RS AR TR ar R saa s er e sesars 9h{4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ...ecvverrrrrriererrmcsnsrecsiaresermsnrarecse s seermrsasesrsressesssanen 9c{1)(A)
(B) Administrative servica or other fees ... niiensccnnnncnns 9c(1{B)
(G) Other speciflc acquisition costs ....... -9¢(1){(C)
(D] Other OXPENSES .-ecuvreiie e isiest st mness st sesssseseas st sesaesns 9c(1)(D)
(E) TAXES 1o rvercersrcrsasenenmsrecssenessareonne Crenesss e s bt s 9c(1)}E)
(F) Charges for risks or other contingenties. ... e.rmenrnsciones 9c(1)(F)
(G) Other retention charges........... e s et 9c(1)(G)
(H) TOAL FBIBMHION ... e ittt sb e iemb bbb e cbem b b cbr s bbbt ebene e a e s et 9¢{1)(H)
(2) Dividends or retroactive rate refunds. -(These amounts were I_—_| paid in cash, or D credited.} .o 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ..., 9d(1)
{2) GlalM FESEIVES ....occceiriiicerese s esssresrse s s e s re e e pesta e e e ea e ms e e At aRe et s e et et ems e e smvaranenereer 9d(2)
(B) OENBI TESBIVES. ....1. e rereeeeree etk sts it s bbb e ke bbb EE 4oL A SRS L e b e bbb bt e s eeh 9d(3)
€ Dividends or refroactive rate refunds due. (Do not include amount entered in tine $6{2).) ...cccoceeiiisireeinenan, 96
10 Nonexperience-rated contracts: T e T
a Total premiums or sUbscHiption Charges PAIL 10 CAMTEE ... s st st esas bbb ssmsbanes 10a 413,824
b Ifthe carrier, sarvice, or other organization incurred any specific costs In connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount................cceenne. 10b

Specify nature of costs.

| ‘PartIV. | Provision of Information

11 Did the insurance company fail to provide any Information necessary to complete Scheduls A?.............

|:| Yes

@No

12 Ifthe answer to line 11 is “Yes," specify the Infarmation not provided. »







Form 5500/SF E-File Confirmation

Acceptance Status:
Plan Name:
Plan Number:

Plan Year:

Plan Year Begin/End Date:

Signer:

Date Signed:

Date Submitted:
Date Accepted:

AckID:

Accept ed

COLUMBI A COLLEGE EMPLOYEE BENEFI TS PLAN
501

2024

01/ 01/ 2024 - 12/ 31/ 2024

Patty Fischer
07/ 08/ 2025

07/ 08/ 2025
07/ 08/ 2025
20250708124015NAL0010967890001
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