Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110

This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2009
Department of Labor i X X
Employee Benefits Security » Complete all entries in accordance with
Administration 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 2009 or fiscal plan year beginning  01/01/2009 and ending  12/31/2009
A This return/report is for: D a multiemployer plan; D a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport 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. . . . ... ... .. . . . . . . . » D
D Check box if filing under: Form 5558; |:| automatic extension; D the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 513
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE number (PN) »
1c Effective date of plan
01/01/2006
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
ST. OLAF COLLEGE 41-0693979
2C Sponsor's telephone
number

507-786-3502

1520 ST OLAF AVENUE -
NORTHFIELD, MN 55057 2d Business code (see
instructions)

611000

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 [ALAN NORTON 10/01/2010 ALAN NORTON
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 and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2009)

v.092307.1




Form 5500 (2009) Page 2

3a

ST. OLAF COLLEGE

1520 ST OLAF AVENUE
NORTHFIELD, MN 55057

Plan administrator's name and address (if same as plan sponsor, enter “Same”)

3b Administrator's EIN
41-0693979

3C Administrator’s telephone
number
507-786-3502

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 840
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a 589
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 281
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 0
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d 870
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0
T Total. Add INES B ANA BE........eeeeececeeeeieeee ettt e s et s s ee e esen s s e et et e e es s e s eae e e st esennensasenneesseneneasened 6f 870
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69 0
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 0
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
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) X| Insurance (1) Xl Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) X|  Trust 3) X Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck 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
Q) R (Retirement Plan Information) 1) X H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) X| _5 A (Insurance Information)
actuary 4) X C (Service Provider Information)
©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




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). 2009
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 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 513
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e s persons covered at end of
code identification number policy or contract year (f) From (9) To
06-6033492 60054 82036336337 14 01/01/2009 12/31/2009

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009

v.092308.1



Schedule A (Form 5500) 2009 Page 2-|1

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2009 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

5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccccocooveeeeeevererenenenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId t0 CAITIET ........c.ouiveveee ettt ea et s e s st e s e s ene et ee et enneeesaeansesenensnanan 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT. ..........cuuiiiiiiee ettt r et e e s e e nneee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............ccoveviuereeeieeeieeieeeeeeeeeeeeeeeee e ees e senaesees e sesiees e e senes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnnn, 7c(1) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeeee et 7c(2) 0
(3) Interest credited dUrNNG the YEAT............coceuiveveverieeeeeiee e 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) Other (SPECITY DEIOW)..........vueveeeeerreeieeeeeeeeeseeses s eses st en e 7c(b) 0
4
(6)Total additions 7c(6)
d Total of balance and additions (@dd b AN C(B)). ....c.cvvurveriruireeieeeceeseeeeiee ettt 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made BY CArfier............cooveeveeieieseeeeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.vveveverereeesieeeseseeeesensesseeeeseneneenend 7¢e(3) 0
(4) Other (specify below) | 7e(4) 0
4
(5) TOAl ABAUCHONS ........oveeeeevce ettt en st n s e st ensensenen s ensanee s e 7e(5)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccoeeuivererereeeeeeeeeeeeereeeeeeeeeeeerereeeeeeneneas 7f




Schedule A (Form 5500) 2009 Page 4

Part Ill | 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 organization(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 Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received...........c.ooveueveveveeennn. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(4) Earned (1) + (2) - (3)) ceveveeeererereeereeereeseeiesenenenaeans 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4) 0
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ........ovveeieeseeeeee e eeeee e s eeeee e sseneees 9c(1)(A) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(H) TOTAI FEEENTION ........cececeeeeeeteeeee ettt ettt ee s ee et e s s eseseseeees s e ssseeaesnseeeeesneesenensnenanensesenensnanens 9c((H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCrption Charges PaId T CAITIE ........coiiiriirieeeieieieeer ettt eeeas 10a 17379
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 |, item 2 above, report amount. ..............c.ccceeeee. 10b 0
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes D No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2009
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 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 513
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e s persons covered at end of
code identification number policy or contract year (f) From (9) To
06-6033492 60054 82036338637 6 01/01/2009 12/31/2009

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009

v.092308.1



Schedule A (Form 5500) 2009 Page 2-|1

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2009 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

5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccccocooveeeeeevererenenenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId t0 CAITIET ........c.ouiveveee ettt ea et s e s st e s e s ene et ee et enneeesaeansesenensnanan 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT. ..........cuuiiiiiiee ettt r et e e s e e nneee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............ccoveviuereeeieeeieeieeeeeeeeeeeeeeeee e ees e senaesees e sesiees e e senes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnnn, 7c(1) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeeee et 7c(2) 0
(3) Interest credited dUrNNG the YEAT............coceuiveveverieeeeeiee e 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) Other (SPECITY DEIOW)..........vueveeeeerreeieeeeeeeeeseeses s eses st en e 7c(b) 0
4
(6)Total additions 7c(6)
d Total of balance and additions (@dd b AN C(B)). ....c.cvvurveriruireeieeeceeseeeeiee ettt 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made BY CArfier............cooveeveeieieseeeeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.vveveverereeesieeeseseeeesensesseeeeseneneenend 7¢e(3) 0
(4) Other (specify below) | 7e(4) 0
4
(5) TOAl ABAUCHONS ........oveeeeevce ettt en st n s e st ensensenen s ensanee s e 7e(5)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccoeeuivererereeeeeeeeeeeeereeeeeeeeeeeerereeeeeeneneas 7f




Schedule A (Form 5500) 2009 Page 4

Part Ill | 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 organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received...........c.ooveueveveveeennn. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(4) Earned (1) + (2) - (3)) ceveveeeererereeereeereeseeiesenenenaeans 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ........ovveeieeseeeeee e eeeee e s eeeee e sseneees 9c(1)(A) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(H) TOTAI FEEENTION ........cececeeeeeeteeeee ettt ettt ee s ee et e s s eseseseeees s e ssseeaesnseeeeesneesenensnenanensesenensnanens 9c((H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCrption Charges PaId T CAITIE ........coiiiriirieeeieieieeer ettt eeeas 10a 3551
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 |, item 2 above, report amount. ..............c.ccceeeee. 10b 0
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes D No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2009
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 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 513
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e s persons covered at end of
code identification number policy or contract year (f) From (9) To
23-2229683 60054 AE380630 2 01/01/2009 12/31/2009

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009
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(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 (e) Organization
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2009 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

5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccccocooveeeeeevererenenenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId t0 CAITIET ........c.ouiveveee ettt ea et s e s st e s e s ene et ee et enneeesaeansesenensnanan 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT. ..........cuuiiiiiiee ettt r et e e s e e nneee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............ccoveviuereeeieeeieeieeeeeeeeeeeeeeeee e ees e senaesees e sesiees e e senes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnnn, 7c(1) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeeee et 7c(2) 0
(3) Interest credited dUrNNG the YEAT............coceuiveveverieeeeeiee e 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) Other (SPECITY DEIOW)..........vueveeeeerreeieeeeeeeeeseeses s eses st en e 7c(b) 0
4
(6)Total additions 7c(6)
d Total of balance and additions (@dd b AN C(B)). ....c.cvvurveriruireeieeeceeseeeeiee ettt 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made BY CArfier............cooveeveeieieseeeeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.vveveverereeesieeeseseeeesensesseeeeseneneenend 7¢e(3) 0
(4) Other (specify below) | 7e(4) 0
4
(5) TOAl ABAUCHONS ........oveeeeevce ettt en st n s e st ensensenen s ensanee s e 7e(5)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccoeeuivererereeeeeeeeeeeeereeeeeeeeeeeerereeeeeeneneas 7f




Schedule A (Form 5500) 2009 Page 4

Part Ill | 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 organization(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 Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received...........c.ooveueveveveeennn. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(4) Earned (1) + (2) - (3)) ceveveeeererereeereeereeseeiesenenenaeans 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ........ovveeieeseeeeee e eeeee e s eeeee e sseneees 9c(1)(A) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(H) TOTAI FEEENTION ........cececeeeeeeteeeee ettt ettt ee s ee et e s s eseseseeees s e ssseeaesnseeeeesneesenensnenanensesenensnanens 9c((H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCrption Charges PaId T CAITIE ........coiiiriirieeeieieieeer ettt eeeas 10a 1328
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 |, item 2 above, report amount. ..............c.ccceeeee. 10b 0
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes D No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2009
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 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 513
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE CO.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e s persons covered at end of
code identification number policy or contract year (f) From (9) To
23-2229683 60054 AE351468 19 01/01/2009 12/31/2009

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009
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(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 (e) Organization
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2009 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

5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccccocooveeeeeevererenenenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId t0 CAITIET ........c.ouiveveee ettt ea et s e s st e s e s ene et ee et enneeesaeansesenensnanan 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT. ..........cuuiiiiiiee ettt r et e e s e e nneee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............ccoveviuereeeieeeieeieeeeeeeeeeeeeeeee e ees e senaesees e sesiees e e senes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnnn, 7c(1) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeeee et 7c(2) 0
(3) Interest credited dUrNNG the YEAT............coceuiveveverieeeeeiee e 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) Other (SPECITY DEIOW)..........vueveeeeerreeieeeeeeeeeseeses s eses st en e 7c(b) 0
4
(6)Total additions 7c(6)
d Total of balance and additions (@dd b AN C(B)). ....c.cvvurveriruireeieeeceeseeeeiee ettt 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made BY CArfier............cooveeveeieieseeeeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.vveveverereeesieeeseseeeesensesseeeeseneneenend 7¢e(3) 0
(4) Other (specify below) | 7e(4) 0
4
(5) TOAl ABAUCHONS ........oveeeeevce ettt en st n s e st ensensenen s ensanee s e 7e(5)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccoeeuivererereeeeeeeeeeeeereeeeeeeeeeeerereeeeeeneneas 7f




Schedule A (Form 5500) 2009 Page 4

Part Ill | 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 organization(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received...........c.ooveueveveveeennn. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(4) Earned (1) + (2) - (3)) ceveveeeererereeereeereeseeiesenenenaeans 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ........ovveeieeseeeeee e eeeee e s eeeee e sseneees 9c(1)(A) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(H) TOTAI FEEENTION ........cececeeeeeeteeeee ettt ettt ee s ee et e s s eseseseeees s e ssseeaesnseeeeesneesenensnenanensesenensnanens 9c((H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCrption Charges PaId T CAITIE ........coiiiriirieeeieieieeer ettt eeeas 10a 16496
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 |, item 2 above, report amount. ..............c.ccceeeee. 10b 0
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes D No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2009
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 2009 or fiscal plan year beginning ~ 01/01/2009 and ending 12/31/2009
A Name of plan B Three-digit 513
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) >
C Plan sponsor’s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

HEALTHPARTNERS
() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number pegzﬁsjg?\égﬁrdagtt )?ggrm (f) From (9) To
41-1693838 95766 19946 189 01/01/2009 12/31/2009

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2009
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(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 (e) Organization
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2009 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

5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccccocooveeeeeevererenenenn.. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums PaId t0 CAITIET ........c.ouiveveee ettt ea et s e s st e s e s ene et ee et enneeesaeansesenensnanan 6b
C  Premiums due but unpaid at the end of the year 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT. ..........cuuiiiiiiee ettt r et e e s e e nneee s
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
©) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration 2 D immediate participation guarantee
3) |:| guaranteed investment 4) D other »
b Balance at the end Of the PrEVIOUS YA .............ccoveviuereeeieeeieeieeeeeeeeeeeeeeeee e ees e senaesees e sesiees e e senes s l 7b
C Additions: (1) Contributions deposited during the year................cccevevevernnnn, 7c(1) 0
(2) DIVIDENAS AN CIEAILS ........veveeeeeeeceeeeeeeee et 7c(2) 0
(3) Interest credited dUrNNG the YEAT............coceuiveveverieeeeeiee e 7c(3) 0
(4) Transferred from SEPArate ACCOUNL .........cceveveverreeereereesseeenereseesesesenennenend 7c(4) 0
(5) Other (SPECITY DEIOW)..........vueveeeeerreeieeeeeeeeeseeses s eses st en e 7c(b) 0
4
(6)Total additions 7c(6)
d Total of balance and additions (@dd b AN C(B)). ....c.cvvurveriruireeieeeceeseeeeiee ettt 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 0
(2) Administration charge made BY CArfier............cooveeveeieieseeeeeeeseseesenend 7e(2) 0
(3) Transferred to SEPArate ACCOUNL ..........c.c.vveveverereeesieeeseseeeesensesseeeeseneneenend 7¢e(3) 0
(4) Other (specify below) | 7e(4) 0
4
(5) TOAl ABAUCHONS ........oveeeeevce ettt en st n s e st ensensenen s ensanee s e 7e(5)
f  Balance at the end of the current year (SUDtract €(5) From @) ............cccoeeuivererereeeeeeeeeeeeereeeeeeeeeeeerereeeeeeneneas 7f




Schedule A (Form 5500) 2009 Page 4

Part Ill | 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 organization(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 Cc D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received...........c.ooveueveveveeennn. 0
(2) Increase (decrease) in amount due but unpaid 0
(3) Increase (decrease) in unearned premium reSerVe.........cccocvvveeriuveeernnns 9a(3) 0
(4) Earned (1) + (2) - (3)) ceveveeeererereeereeereeseeiesenenenaeans 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........c..cceeveveueereeeeeeeeeiee e 9b(2)
(3) Incurred claims (add (1) and (2)) 9h(3) 0
(4) ClAIMS CRAIGET........ceivevieiiteeiiiet ittt ettt ettt ettt et et et ete et et e s e et ebe et et e se et ese s et ese st ebe e st et et e s ebensss et et ebesssnetensane 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ........ovveeieeseeeeee e eeeee e s eeeee e sseneees 9c(1)(A) 0
(B) Administrative service or other fEes ...........cccovevreireeriecieeeeas 9c(1)(B) 0
(C) Other specific aCqUISItION COSES ......cvvvveeriireriiie e seee e e 9c(1)(C) 0
(D) OthEr EXPENSES ......cvieveiveeriieieeteete et ete st e et ss s searesrens 9c(1)(D) 0
(E) TAXES..uviuiiieetiiieiteieet et ettt ettt et sttt ve st et s e ebeetesaeste s ensaaeabens 9c(1)(E) 0
(F) Charges for risks or other CONtingencies...............c..cccoeueverreereenenn. 9c(1)(F) 0
(G) Other retention ChArges ..........couuvieiriieeniiee et 9c(1)(G) 0
(H) TOTAI FEEENTION ........cececeeeeeeteeeee ettt ettt ee s ee et e s s eseseseeees s e ssseeaesnseeeeesneesenensnenanensesenensnanens 9c((H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeriieene 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) ClRM FESEIVES ...ttt ettt ettt ettt ettt et e te e tese st et e s e e b es e s s et e se e b es e ss et ese b esess et e s es e s eseesese s e b eneesete s eseseenese s ene 9d(2)
(B) ONEI TESEIVES ......cveeveee et ete et e ettt e et et e s et st e e e e st e st st et e s et e st e tet et et e st et ete s et et enesaet e s et ensseeteasatesssaereasaee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).) .. 9e
10 Nonexperience-rated contracts:
a Total premiums or SUbSCrption Charges PaId T CAITIE ........coiiiriirieeeieieieeer ettt eeeas 10a 408445
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 |, item 2 above, report amount. ..............c.ccceeeee. 10b 0
Specify nature of costs »
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A?.............. D Yes D No

12 If the answer to line 11 is “Yes,” specify the information not provided. »
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Form 5500
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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 Labor
Employee Benefits Security Administration

P File as an attachment to Form 5500. This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending  12/31/2009
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE 513
plan number (PN) 4

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979

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).. . ............. |:| Yes 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 disclosure 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 and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2009
v.092308.1
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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
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

FIDELITY INVESTMENTS INSTITUTION

04-2647786
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
64 65 RECORDKEEPER 66845 0

Yes No D

Yes No [[

Yes No D

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

(b)
Service
Code(s)

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

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

(e)

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

()

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

(@)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No U

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

(b)
Service
Code(s)

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

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

(e)

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

()

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

9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No [[

Yes D No D
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(a) Enter name and EIN or address (see instructions)

(b)

(c)

(d)

(€)

()

9)

(h)

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

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
YesD NoD YesD NOD YesD NoD
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) () (9) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

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

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

compensation? (sources
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
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D

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

(b)
Service
Code(s)

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

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

(e)

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

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No |:[

Yes D No D

Yes |:[ 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.

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

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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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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Schedule C (Form 5500) 2009

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

(complete as many entries as needed)
b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN;

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

OMB No. 1210-0110

2009

Employee Benefits Security Administration

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2009 or fiscal plan year beginning  01/01/2009 and ending  12/31/2009
A Name of plan B  Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) > 513

C Plan sponsor’s name as shown on line 2a of Form 5500
ST. OLAF COLLEGE

41-0693979

D Employer Identification Number (EIN)

Part |

Asset and Liability Statement

1

Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
Total noninterest-bearing Cash ...........ccccceiiiiiiiiii e la 0 0
Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1)
(2) Participant CONTBULIONS ...............oveveeereeeeeeeseseeeseeses e seesene s 1b(2)
(B) OHNET .ottt 1b(3)
General investments:
(1) Interest-bearing cash (include money market accounts & certificates
OF AEPOSIE) ..ottt neenen 1c(1) 216282 254434
(2) U.S. GOVEINMENL SECUMLIES ........cevoeereeeeceeeeseeeeese e 1c(2) 0 0
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEM ..ot 1c(3)(A) 0 0
(B) AllOtNET ..ot 1c(3)(B) 0 0
(4) Corporate stocks (other than employer securities):
(A) Preferred... 1c(4)(A) 0 0
(B) COMMON ..., 1c(4)(B) 0 0
(5) Partnership/joint venture interests ................... 1c(5) 0 0
(6) Real estate (other than employer real property) 1c(6) 0 0
(7) Loans (other than to PArtiCIPANLS) .............covereerveureeseeerieeeeessesssesssseeens 1c(7) 0 0
(8) PartiCIPANT IOBNS ........ovoveeeeeeeeeeeeeeeeee s 1c(8) 0 0
(9) Value of interest in common/collective truStS...............ocoovevevreerenerenenn. 1c(9) 0 0
(10) Value of interest in pooled separate aCCOUNES...........ccevcveeerrieeeiiineeennnne. 1c(10) 0 0
(11) Value of interest in master trust investment accounts .............ccoccceeenee. 1c(11) 0 0
(12) Value of interest in 103-12 investment entities ...............oocovvverevrereann. 1c(12) 0 0
(13) Value of interest in registered investment companies (e.g., mutual 1c(13) 1454548 2699970
FUNAS) e
(14) \églnutzraagzsf;nds held in insurance company general account (unallocated 1c(14) 0 0
(15) ONET ...ttt 1c(15) 0 0

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule H (Form 5500) 2009
v.092308.1



Schedule H (Form 5500) 2009

Page 2

1d Employer-related investments:
(1) EMPIOYEN SECUNTIES ....eeiiiiieiiiie ettt e e
(2) EMPIOYEr real PrOPEITY .....eeeeiiiiieiiiee ettt
€ Buildings and other property used in plan operation..............ccooeevvvveniiniiennenns
f Total assets (add all amounts in lines 1a through 1€) ........cccc.ccoevevruerecernenennns.
Liabilities
g Benefit claims payable ...,
N Operating PAYADBIES ...........ccc.oveiveiceeieee et
I ACQUISItION INAEDLEANESS .........ceveveceicee et
] ONEr lADMITES. e cvvereeei e
K Total liabilities (add all amounts in lines 1g throughlj) ......cccccecevvrvrerecrrenennnn.
Net Assets

| Net assets (subtract line 1k from liN@ 1f)........c.cccevrrruerecereeeeereeeeeeees e

(a) Beginning of Year (b) End of Year
1d(1) 0 0
1d(2) 0 0
le 0 0
1f 1670830 2946704
19 0 0
1h 0 0
1i 0 0
1j 0 0
1k 0 0
1 ‘ 1670830 2946704

Part Il |Income and Expense Statement

2 Planincome, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
a Contributions:
(1) Received or receivable in cash from: (A) Employers.........ccccoceviieeinineennns
(B)  PArICIPANTS ...eeeiiiiieeiiee ettt
(C) Others (inCluding rOIIOVEIS) ......ccoouiieiiiii e
(2) Noncash CONLHBULIONS .........coiiuiiiiiiiie e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIt) .......cceviiiiiiiiiii e

(B) U.S. GOVErNMENt SECUNLIES .....cvvierieiiiiiiie st
(C) Corporate debt INStTUMENLS ..........cooviiiiiiiiiiieiec e
(D) Loans (other than to participants) .........cccccveuveiieniieeiieiiceee e
(E) Participant loanS .........ccveiiiiiiieiiieiie e
(F)  OtNEI .t
(G) Total interest. Add lines 2b(1)(A) through (F) .....cccccovviiiiiiiiiniiiiieen

(2) Dividends: (A) Preferred StOCK........ccciiiiiiiiiiiiiiiccecee e
(B)  COMMON SEOCK ...ttt
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES .t

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........ccccueeenne.
(B) Aggregate carrying amount (See iNStructions) ...........cccecveeveeriivinnenns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................

(a) Amount (b) Total
2a(1)(A) 1055051
2a(1)(B) 308393
2a(1)(C) 0
2a(2) 0
2a(3) 1363444
2b(1)(A) 1450
2b(1)(B) 0
2b(1)(C) 0
2b(1)(D) 0
2b(1)(E) 0
2b(1)(F) 0
2b(1)(G) 1450
2b(2)(A) 0
2b(2)(B) 0
2b(2)(C) 77508
2b(2)(D) 77508
2b(3) 0
2b(4)(A) 0
2b(4)(B) 0
2b(4)(C) 0
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2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate.............cc.o.......

(B)  OtNET .

(C) Total unrealized appreciation of assets.
Add [ines 2b(5)(A) aNnd (B)....ccoouueeiiiiieaiiie e

(6) Net investment gain (loss) from common/collective trusts.............ccccceenee
(7) Netinvestment gain (loss) from pooled separate accounts...............ccc.....
(8) Net investment gain (loss) from master trust investment accounts ............

(9) Netinvestment gain (loss) from 103-12 investment entities ..............c.......

(10) Net investment gain (loss) from registered investment
companies (€.g., Mutual fuNdS).........ccceeiiieeeiiiie e

C  Other INCOME......uiiiiieciii et
d Total income. Add all income amounts in column (b) and enter total......................
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ..............
(2) To insurance carriers for the provision of benefits.........cccccoevveeviiveciennns
123 T 14T USSR
(4) Total benefit payments. Add lines 2e(1) through (3)......cccccevvvveiiineeiiinenns
Corrective distributions (S€e INStrUCIONS) .......ccuuviiiiiiiiiiieiiee e

Certain deemed distributions of participant loans (see instructions).................

oKQ

INEEIEST EXPENSE. ..ttt e et e et e e e e e e ene e

Administrative expenses: (1) Professional fees..........ccoooiiiiiiiiieinicciien,
(2) Contract adminiStrator fEES.........cccieiiirieeiee e st e ree e e e e e
(3) Investment advisory and management fEeS .........cccccvvvveeeveieesiiieesieee s
[y T 1 - SRRSO
(5) Total administrative expenses. Add lines 2i(1) through (4)........cccceevivveennes
j Total expenses. Add all expense amounts in column (b) and enter total.........
Net Income and Reconciliation

k Net income (loss). Subtract line 2j from line 2d

| Transfers of assets:
(1) TOThIS PlAN....eiieiee et s e e ee e e rna e e e steeeennes
(2) From thisS PIAN ....cc.cvee e et enrae e

(a) Amount

(b) Total

2b(5)(A)

2b(5)(B)

2b(3)(C)

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

o|lo|lo|O| O

433127

0

1875529

2e(1)

83476

2e(2)

449334

2e(3)

2e(4)

2f

29

2h

532810

2i(1)

2i(2)

2i(3)

2i(4)

66845

2i(5)

2

66845

599655

2k

21(1)

21(2)

1275874

Part Ill | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@) [ ] unquaiified  (2)[ ] Qualiied (3) [{ Disclaimer @) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

Yes |:| No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name: BAKER TILLY VIRCHOW KRAUSE, LLP

(2) EIN: 39-0859910

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.
During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...... 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is X
(o] TTod (=T 1) T TS TPV U PP PP OPRRUPRO 4b
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........ccccccvveviiveernns 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Ill if “Yes” is X
(o1 Lol (=T 1 PPV PP PPRRUP 4d
€  Was this plan covered by a fidelity BONA?.............ccoviioiiiececececceee e 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
By fraud OF ISNONESIY? ......c..oeveiveieeeeceeeeee e 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? .........ccccceceevvvveeiiieeesieneenns 4q X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ......... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMents.)..........cccccueiiiiiiiiiii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENTS.).......coouiiiiiiiieii et 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC?.........cccocciiiiiiiiiiiicii e Ak X
| Has the plan failed to provide any benefit when due under the plan? ..........cccccooieiiiiiiniciene 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.00L3.) c-ovvoe oo am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ......ccccceviuieevineenne 4n X
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If yes, enter the amount of any plan assets that reverted to the employer this year..............cccceeennen. D Yes No Amount:
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(S)

5b(3) PN(s)
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INDEPENDENT AUDITORS' REPORT

To the Plan Administrator
St. Olaf College Emeriti Retiree Health Plan
Northfield, Minnesota

We were engaged to audit the accompanying statements of net assets available for benefits of St. Olaf College
Emeriti Retiree Health Plan (the Plan) as of December 31, 2009 and 2008 and the related statement of changes
in net assets available for benefits for the year ended December 31, 2009, and the supplemental schedule, as
listed in the table of contents, as of December 31, 2009. These financial statements and supplemental schedule
are the responsibility of the Plan's management.

As permitted by 29 CFR 2520.103-8 of the Department of Labor's Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974, the Plan administrator instructed us not
to perform, and we did not perform, any auditing procedures with respect to the investment information
summarized in Note 5, which was certified by Fidelity Management Trust Company, the Trustee of the Plan,
except for comparing such information with the related information included in the financial statements and
supplemental schedule. We have been informed by the Plan administrator that the Trustee holds the Plan's
investment assets and executes investment transactions. The Plan administrator has obtained certifications from
the Trustee as of December 31, 2009 and 2008, and for the year ended December 31, 2009, that the information
provided to the Plan administrator by the Trustee is complete and accurate.

Because of the significance of the information in the Plan's financial statements and supplemental schedule that
we did not audit, we are unable to, and do not, express an opinion on the accompanying

financial statements and supplemental schedule taken as a whole. The form and content of the information
included in the financial statements and supplemental schedule, other than that derived from the information
certified by the Trustee, have been audited by us in accordance with auditing standards generally accepted in the
United States of America and, in our opinion, are presented in compliance with the Department of Labor's Rules
and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of 1974.

(B Tl Sk Kaman, LLP

Minneapolis, Minnesota
September 23, 2010

& an independent member of Page 1
BAKER TILLY
INTERNATIONAL



ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS
December 31, 2009 and 2008

2009 2008
ASSETS
Investments, at fair value:
Money market $ 254434 $ 216,282
Mutual funds 2,692 270 1.454,548
Total investments 2.946.704 1,670,830
NET ASSETS AVAILABLE FOR BENEFITS $ 2946704 $ 1,670,830

See accompanying notes to financial statements.
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS

Year Ended December 31, 2009

ADDITIONS
Additions to net assets attributed to:
Investment income
Net appreciation in fair value of investments
Interest and dividends
Total investment income

Contributions
Employer
Participants
Total contributions

Total additions

DEDUCTIONS
Deductions from net assets attributed to:
Benefits paid on behalf of participants
Insurance premiums
Administrative expenses

Total deductions
NET INCREASE IN NET ASSETS AVAILABLE FOR BENEFITS
NET ASSETS AVAILABLE FOR BENEFITS - BEGINNING OF YEAR

NET ASSETS AVAILABLE FOR BENEFITS - END OF YEAR

See accompanying notes to financial statements.

$ 433127
78,958
512,085

1,055,051
308,393
1,363,444

1,875,529

83,476
449,334
66,845

599,655
1,275,874
1,670,830

$ 2,946,704
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

NOTES TO FINANCIAL STATEMENTS
December 31, 2009 and 2008

NOTE 1 - Description of the Plan

The following description of the St. Olaf College Emeriti Retiree Health Plan (the "Plan") provides only
general information. Participants should refer to the St. Olaf College Emeriti Retiree Health Plan summary
plan description for a more complete description of the Plan’s provisions.

General

The Plan, as effective January 1, 2006, provides post-retirement health benefits, covering the empioyees
of St. Olaf College (the Plan Sponsor) and their covered dependents. The Plan is a defined contribution
health model plan that is funded through employer and employee Voluntary Employees' Beneficiary
Association (VEBA) Trusts designed in part by Emeriti Retirement Health Solutions, a not-for-profit
company. The Plan is subject to the provisions of the Employee Retirement Income Security Act of 1974
(ERISA). Upon enroliment in the plan, a participant may direct employer and employee contributions to
any combination of available investment options.

Contributions

Certain retired participants receive contributions into their accounts based on their age at retirement,
length of service, and year of retirement from the Plan Sponsor. Participants, including those no longer
employed by the Plan Sponsor may make after-tax contributions into an account, provided the account
maintains a positive balance. Once an eligible participant attains the age of 39, the Plan Sponsor will
begin to make a contribution for each payroll period during which the participant is credited with at least
one hour of service.

Participant Accounts

Participant accounts are credited with contributions, plus earnings and interest, less administrative
expenses not paid by the Pian Sponsor.

Vesting and Forfeiture
Participants are immediately vested in Plan Sponsor contributions and individual after-tax contributions.
All assets in the Emeriti Retiree Health Account are forfeitable upon the last to die (or reach majority) of
the participant, spouse (or dependent domestic partner), dependent children and dependent relatives.
This only refers to forfeitures at termination of employment. Fidelity will transfer the forfeitable balance to

the forfeiture account at the direction of the Plan Sponsor. The employee after-tax source is 100% non-
forfeitable immediately.
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

NOTES TO FINANCIAL STATEMENTS
December 31, 2009 and 2008

NOTE 1 - Description of the Plan (continued)

Benefits

The Plan makes available certain health benefits to retired participants of the Plan. Retirees age 65 or
older may elect an Emeriti Health Insurance option. Residents of Minnesota may choose a HealthPartners
plan, residents outside of Minnesota may choose an AETNA plan. Both plans have the option for
prescription coverage. Participants must enroll within 90 days of attaining age 65. The spouse of a retiree
may also enroll in health coverage if age 65 or older. Monthly insurance premiums are incurred by the
selection of a health insurance option and are deducted from the participants’ VEBA account. If the
participants’ account is exhausted, participants may retain coverage under the Emeriti Health Insurance
option by paying insurance premiums directly from a personal checking or savings account. COBRA is
available for dependents of retirees who lose eligibility.

A participant is eligible for reimbursement benefits payable from the non-forfeitable balance in their VEBA
account upon the date the participant ceases to be employed and attains age 55. Retirees who have a
balance in their VEBA account are immediately eligible for reimbursement. Participants may submit
qualified medical expenses claim forms along with the required documentation for reimbursement. In the
event of the death of a participant, the dependent named on the account may submit qualified medical
expenses for reimbursement until the account is exhausted.

Special Benefit Circumstances
If the participant ceases to be employed by the Plan Sponsor prior to attaining age 55 and the aggregate
balance of the VEBA Account is less than $5,000 then the participant is immediately eligible to use the
VEBA accounts for qualified medical expenses.

If the participant has a terminal iliness or injury expense, the participant is immediately eligible to use the
VEBA account for qualified medical expenses.

If the participant and/or eligible dependents have incurred medical expenses during a single 12-month
period which exceeds $15,000, the participant is immediately eligible to use the VEBA accounts for
qualified medical expenses for any amount greater than $15,000.

Termination of Plan
Although it has not expressed any intent to do so, the Plan Sponsor has the right under the Plan to
terminate the Plan at any time subject to the provisions of ERISA. In the event of Plan termination,
participants will become 100% vested in their accounts.

Participant Loans
There are no participant loans allowed under the Plan.

Administrative Expenses

The Plan Sponsor pays a portion of the Plan's administrative expenses.
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ST. OLAF COLLEGE EMERIT!I RETIREE HEALTH PLAN

NOTES TO FINANCIAL STATEMENTS
December 31, 2009 and 2008

NOTE 2 - Summary of Significant Accounting Policies

Basis of Accounting and Use of Estimates

The accompanying financial statements have been prepared on the accrual basis of accounting. The

preparation of the financial statements in conformity with accounting principals generally accepted in the
United States of America requires the plan's management to use estimates and assumptions that affect
the accompanying financial statements and disclosures. Actual results could differ from these estimates.

Investment Valuation and Income Recognition
The Plan's investments are valued at fair value using quoted market prices.

Net appreciation in fair value of investments included in the accompanying statement of changes in net
assets available for benefits includes realized gains or losses from the sale of investments and unrealized
appreciation or depreciation in fair value of investments. Net unrealized appreciation or depreciation in the
fair value of investments represents the net change in the fair value of the investments held during the
year. The net realized gains or losses on the sale of investments represents the difference between the
sale proceeds and the fair value of the investment as of the beginning of the year or the cost of the
investment if purchased during the year.

Purchases and sales of securities are recorded on a trade-date basis. Interest income is recorded on the
accrual basis and dividends are recorded on the ex-dividend date.

Payment of Benefits

Benefits are recorded when paid.

NOTE 3 - Investments

The following investments represent 5% or more of the Plan's net assets available for benefits as of
December 31:

2009 2008
Fidelity Freedom 2015 $ 582,157 $ 331,705
Fidelity Freedom 2020 597,819 316,119
Fidelity Freedom 2010 556,071 295,738
Fidelity Freedom 2025 422,018 222,395
Fidelity Retirement Money Market 254,434 216,282
Fidelity Freedom 2030 229,717 94,311

* Investment represents less than 5% of the Plan's net assets available for benefits.
All investments are with the Plan's Trustee, Fidelity Management Trust Company.

During the year ended December 31, 2009, the Plan's mutual fund investments (including gains and
losses on investments bought, sold, and held during the year) appreciated in value by $433,127.
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

NOTES TO FINANCIAL STATEMENTS
December 31, 2009 and 2008

NOTE 3 - Investments (continued)

Investments, in general, are subject to various risks, including credit, interest, and overall market volatility
risks. Due to the level of risk associated with certain investment securities, it is reasonably possible that
changes in values of investment securities will occur in the near term, and such changes could materially
affect the amounts reported in the statements of net assets available for benefits. Plan investments are
not insured by FDIC or similar loss coverage.

NOTE 4 - Fair Value of Financial Instruments

As defined by a recent accounting pronouncement, fair value is the price that would be received to sell an
asset or paid to transfer a liability in an orderly transaction between market participants at the
measurement date. In determining fair value, the Plan used various valuation methods including the
market, income and cost approaches. The assumptions used in the application of these valuation
methods are developed from the perspective of market participants pricing the asset or liability. [nputs
used in the valuation methods can be either readily observable, market corroborated, or generally
unobservable inputs. Whenever possible, the Plan attempts to utilize valuation methods that maximize the
use of observable inputs and minimized the use of unobservable inputs. Based on the observability of the
inputs used in the valuation methods the Plan is required to provide the following information according to
the fair value hierarchy. The fair value hierarchy ranks the quality and reliability of the information used to
determine fair values. Assets and liabilities measured, reported and/or disclosed at fair value will be
classified and disclosed in one of the following three categories:

Level 1 — Quoted market prices in active markets for identical assets or liabilities.

Level 2 — Observable market based inputs or unobservable inputs that are corroborated by
market data.

Level 3 — Unobservable inputs that are not corroborated by market data.

The table below presents the balances of assets and liabilities measured at fair value on a recurring basis
as of December 31, 2009:

Total Level 1 Level 2 Level 3
INVESTMENTS
Money market funds $ 254,434 $ 254434 $ - $ -
Mutual funds 2.692.270 2,692,270 - -
Total Investments $ 2,946,704 $ 2,946,704 $ - $ -

The table below presents the balances of assets and liabilities measured at fair value on a recurring basis
as of December 31, 2008:

Total Level 1 Level 2 Level 3
INVESTMENTS
Money market funds $ 216,282 $ 216,282 $ - % -
Mutual funds 1,454,548 1,454,548 - -
Total Investments $ 1,670,830 $ 1670830 $ - $ -
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

NOTES TO FINANCIAL STATEMENTS
December 31, 2009 and 2008

NOTE 4 - Fair Value of Financial Instruments (continued)

The following assumptions were used to estimate the fair value of each class of financial instrument:

Money market funds — The carrying values of money market funds approximate fair value due to the short
term nature of the securities.

Mutual funds — Mutual funds are classified as Level 1 because they are traded in an active market for
which closing prices are readily available.

NOTE 5 - Information Prepared and Certified by Trustee - Unaudited

The Trustee has certified that the following information included in the accompanying financial statements
and supplemental schedule is complete and accurate:

a. Net assets available for benefits at December 31, 2009 and 2008 as they relate to investments
held by Trustee.

b.  Changes in net assets available for benefits as they relate to investments held by the Trustee for
the year ended December 31, 2009.

c. Assets held at December 31, 2009.

NOTE 6 - Parties-In-Interest

Certain plan investments are shares of mutual funds managed by the Trustee as defined by the Plan and,
therefore, these transactions qualify as party-in-interest transactions. Fees paid by the Plan for the
investment, claims, and other management services amounted to $66,845 for the year ended December
31, 2009.

NOTE 7 - Tax Status

The Internal Revenue Service ruled in letters dated May 31, 2007 that the trusts established under the
Plan qualify under Section 501(c)(9) of the Internal Revenue Code (IRC) and, therefore, the trusts are not
subject to tax under present income tax law. The Plan has been amended since receiving the
determination letter. The plan administrator believes that the plan, as amended, is designed and being
operated in compliance with the applicable requirements of the IRC. Therefore, the plan administrator
believes that the plan was qualified and the related trust was tax-exempt at the financial statement date.

NOTE 8 - Subsequent Events

The Plan has evaluated subsequent events through September 23, 2010 which is the date that the
financial statements were approved and available to be issued.
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

SCHEDULE H, LINE 4i, SCHEDULE OF ASSETS (HELD AT END OF YEAR)

Plan 513
EIN 41-0693979

December 31, 2009

@)

ek

(b)

(c)
Description of Investment
Including Maturity Date,

(e)

Identity of Issue, Borrower, Lessor, Rate of Interest, Collateral, Current
or Similar Party Par or Maturity Value Value
Fidelity Retirement Money Market Money Market i $ 254,434
Fidelity Freedom Income Fund Mutual Fund > 102,298
Fidelity Freedom 2000 Mutual Fund bl 26,447
Fidelity Freedom 2005 Mutual Fund b 95,244
Fidelity Freedom 2010 Mutual Fund > 556,071
Fidelity Freedom 2015 Mutual Fund ** 582,157
Fidelity Freedom 2020 Mutual Fund * 597,819
Fidelity Freedom 2025 Mutual Fund > 422,018
Fidelity Freedom 2030 Mutual Fund > 229,717
Fidelity Freedom 2035 Mutual Fund > 2,010
Fidelity Freedom 2040 Mutual Fund b 78,489
$ 2,946,704

Represents a party in interest

Cost omitted for participant directed investments
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ST. OLAF COLLEGE EMERITI RETIREE HEALTH PLAN

SCHEDULE H, LINE 4i, SCHEDULE OF ASSETS (HELD AT END OF YEAR)

Pian 513
EIN 41-0693979

December 31, 2009

C))

ok

(b)

(c)
Description of Investment
Including Maturity Date,

(e)

Identity of Issue, Borrower, Lessor, Rate of interest, Collateral, Current
or Similar Party Par or Maturity Value Value
Fidelity Retirement Money Market Money Market b $ 254,434
Fidelity Freedom Income Fund Mutual Fund b 102,298
Fidelity Freedom 2000 Mutual Fund b 26,447
Fidelity Freedom 2005 Mutual Fund ** 95,244
Fidelity Freedom 2010 Mutual Fund hid 556,071
Fidelity Freedom 2015 Mutual Fund > 582,157
Fidelity Freedom 2020 Mutual Fund > 597,819
Fidelity Freedom 2025 Mutual Fund > 422,018
Fidelity Freedom 2030 Mutuat Fund > 229,717
Fidelity Freedom 2035 Mutual Fund > 2,010
Fidelity Freedom 2040 Mutual Fund ** 78,489
$ 2,946,704

Represents a party in interest

Cost omitted for participant directed investments
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