Form 5500 Annual Return/Report of Employe

Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Internal Revenue Service

e Benefit Plan OMB Nos. 1210-0110
1210-0089

Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2015

Employee Benefits Security
Administration

» Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A This retum/report is for: |:| a multiemployer plan; |:| a multiple-employer plan (Filers checking this box must attach a list of

participating em

ployer information in accordance with the form instructions); or

@ a single-employer plan; |:| a DFE (specify)
B This retum/report is: |:| the first return/report; |:| the final return/report;
|:| an amended return/report; |:| a short plan year return/report (less than 12 months).

C If the plan is a collectively-bargained plan, check here. .. ............................

D cCheck box if filing under: @ Form 5558; |:| automatic extension; |:| the DFVC program;

|:| special extension (enter description)

Part Il Basic Plan Information—enter all requested information

1a Name of plan
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE

1b Three-digit plan
number (PN) » 513

1c Effective date of plan
01/01/2006

2a Plan sponsor’'s hame (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)

2b Employer Identification
Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 41-0693979

ST. OLAF COLLEGE

1520 ST OLAF AVENUE

NORTHFIELD MN 55057

2C Plan Sponsor’s telephone
number

507-786-3022

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 08/02/2016 [Nathan Engle
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

Preparer's name (including firm name, if applicable) and address (include room or suite number)

Preparer’s telephone number

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)

v. 150123
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3a Plan administrator's name and address @Same as Plan Sponsor 3b Administrator's EIN
3C Administrator's telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and 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 | 927
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar...........ccoooiiiiriurieieeecee e 6a(1) 675
a(2) Total number of active participants at the end of the PIAN YEAI ..ot enee 6a(2) 661
b Retired or separated participants reCeiving DENEMLS.............c.covveeeevie et e e eee e ee e tee s e eeenen e eee 6b 271
C Other retired or separated participants entitled t0 fUture DENETItS.........c.ueii i e s 6¢C 0
d  Subtotal. Add INES BA(2), BB, ANA BC. ....erveeeeeeeeeeeeeeeeeeeeee e s eeeeseeeeee et es e eeeeeee e e es e seeeeeee s e see e s reseesseeseeeseeren] 6d 932
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits..........cccooeeiiiii e 6e
T Total. AddINES BA NG BE.........cvvevcviieeities ettt ettt e s ettt ettt st et b st ettt et et et esss bbbt enen 6f
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEMY.......e.veveeee ettt teee e eee st ee e eseee et s s e e s et e e et et ee et sseeseeeseeeene et en e eneee s ene e e se s eresss et et n e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thAN 100T6 VESIEX .....o.ereecee e eee oot eee et ee e emt et et eseeeteeeeee et eeees st se s eseoeent et ettt e emtene ettt essent ettt ee e ene st 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

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

4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
2) Insurance 2) Insurance
2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4) General assets of the sponsor 4) General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

Information) - signed by the plan actuary (6)

H (Financial Information)

C (Service Provider Information)
D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)

a Pension Schedules b General Schedules
1 R (Retirement Plan Information
@  [] R« ) o §
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 2) I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ?) i A (Insurance Information)
actuary
4
€) D SB (Single-Employer Defined Benefit Plan Actuarial (5)
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Part Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) wooooreeeeeeeeeeeee e [] Yes [ No

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

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

11c Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure
to enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Labor )
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P 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 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) 3 513
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:

(@) Name of insurance carrier

AETNA LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . e persons covered at end of
code identification number ; (f) From (9) To
policy or contract year
06-6033492 60054 82036382038637 9 01/01/2015 12/31/2015

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

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
Schedule A (Form 5500) 2015

v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

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

Fees and other commissions paid

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

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

(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
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Part Il Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at yearend...................ccc.ccooeveeeerernn.... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates 4
D Premiums Paid t0 CAMIEI ........c.civieee ettt e e ettt ee s ettt eeene st ene e naes e eneserenene e 6b
C  Premiums due but unpaid at the end Of the YEAI ... e 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or PoliCY, ENLEr AMOUNT..........c.uiii ittt ettt et e se bbb e e saebe e e saeeeesaaeeeas
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) |:| immediate participation guarantee
?3) |:| guaranteed investment 4) |:| other P
b Balance at the end 0f the PreVIOUS YEAT ................co.coeoveeeeeeieeeeeeeeeeeee oo eeeer e e enn e I 7b
C  Additions: (1) Contributions deposited during the year................ccccevervevnnn) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from SeParate aCCOUNL ...........cco.eveeeveeverereseseeeeeees e 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS .....c.veevee e eeee et eeee et e et er et er s eees s aen et ee et es s s e s er s enasesn s ena s aarseren e, 7c(6)
d Total of balance and additions (add iNes 7b @Nnd 7C(B)). ......oveveveveveeereeieeeeeee e e et es oo ere e I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ... . 7e(2)
(3) Transferred to SEPArate ACCOUNL ............cceveerveueeereeeeeesies e 7e(3)
(4) Other (SPECITY BEIOW)........cvvuieeveeeeeeeeee e es s ere e oo 7e(4)
4
(5) TOLAI EAUCHONS ...v.oece ettt ettt seetsee e eesseessnsseese e e e s e en e e 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from i€ 7d)............c..ocoooeoreveeerereeeeroreceeieneereenenn, l 7f
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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 organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

d |:| Life insurance

| |:| Indemnity contract

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVED.....c.eueiieiiririierieie et 9a(l)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe.........cccueeeeeveeeenunees. 9a(3)
(4) Earned ((1) + (2) - (3)) cverrrerverereeneniieeenieceenenee e 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........cccveveveeeueeeeeeeeeeeeree e 9b(2)
(3) Incurred claims (Add (1) AN (2)) ...ovovever e oot eee e et ee et ee ettt rae et ee et e e et e en e eeen e 9b(3) 0
(4) ClAIMS CRAIGEU.........co.eceieeeeeeeee ettt ee e ee et eeaeee et ee e eesen s et e e tes et nnasen e eeete e nnaeenae 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...t et e en e 9c(1)(A)
(B) Administrative service or other feeS ............cc.oocveeveeeeveeeeeere e 9c(1)(B)
(C) Other specific acqUISItION COSES .........civieriiiiiiiie e 9c(1)(C)
(D) OthEr EXPENSES ...t eees e ee s eees e enee e 9c(1)(D)
(E) TAXES co.voeeeeeee et eeee e ee et en et e 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES ............ccovvvevvevrreriesnenen) 9c(1)(F)
(G) Other retention CRAIGES ............cvevieeeeeeeeeeeeeeseeee e eeees e 9c(1)(G)
(H) TOAI FEEEMHON ... ettt ee e eeee et et ee et eee et ees e ese st en e esen s see s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....oooeeriineenn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) CIAIM FESEIVES ......evoeeee e et eea et ettt e e es et ae e ee s et et e s e easen e et et s et eaes s enesen e et e e e nnaeenee 9d(2)
(B) OUNEI FESEIVES ....o.eoeeee ettt et ee e ee s ee e eae e e e ee e et et e s e e en e et e tes et enneen e et te e enaeenee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIET ...........ooi ittt e e 10a 5,601
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.cccceeeeeenee 10b

Specify nature of costs P

Part IV | Provision of Information

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

|:| Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. 4



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Labor )
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P 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 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) 3 513
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:

(@) Name of insurance carrier

HEALTHPARTNERS, INC.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
41-1693838 95766 19946 19 01/01/2015 12/31/2015

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

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
Schedule A (Form 5500) 2015

v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

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

Fees and other commissions paid

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

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

(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
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Part Il Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at yearend...................ccc.ccooeveeeerernn.... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates 4
D Premiums Paid t0 CAMIEI ........c.civieee ettt e e ettt ee s ettt eeene st ene e naes e eneserenene e 6b
C  Premiums due but unpaid at the end Of the YEAI ... e 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or PoliCY, ENLEr AMOUNT..........c.uiii ittt ettt et e se bbb e e saebe e e saeeeesaaeeeas
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) |:| immediate participation guarantee
?3) |:| guaranteed investment 4) |:| other P
b Balance at the end 0f the PreVIOUS YEAT ................co.coeoveeeeeeieeeeeeeeeeeee oo eeeer e e enn e I 7b
C  Additions: (1) Contributions deposited during the year................ccccevervevnnn) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from SeParate aCCOUNL ...........cco.eveeeveeverereseseeeeeees e 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS .....c.veevee e eeee et eeee et e et er et er s eees s aen et ee et es s s e s er s enasesn s ena s aarseren e, 7c(6)
d Total of balance and additions (add iNes 7b @Nnd 7C(B)). ......oveveveveveeereeieeeeeee e e et es oo ere e I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ... . 7e(2)
(3) Transferred to SEPArate ACCOUNL ............cceveerveueeereeeeeesies e 7e(3)
(4) Other (SPECITY BEIOW)........cvvuieeveeeeeeeeee e es s ere e oo 7e(4)
4
(5) TOLAI EAUCHONS ...v.oece ettt ettt seetsee e eesseessnsseese e e e s e en e e 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from i€ 7d)............c..ocoooeoreveeerereeeeroreceeieneereenenn, l 7f
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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 organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVED.....c.eueiieiiririierieie et 9a(l)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe.........cccueeeeeveeeenunees. 9a(3)
(4) Earned ((1) + (2) - (3)) cverrrerverereeneniieeenieceenenee e 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........cccveveveeeueeeeeeeeeeeeree e 9b(2)
(3) Incurred claims (Add (1) AN (2)) ...ovovever e oot eee e et ee et ee ettt rae et ee et e e et e en e eeen e 9b(3) 0
(4) ClAIMS CRAIGEU.........co.eceieeeeeeeee ettt ee e ee et eeaeee et ee e eesen s et e e tes et nnasen e eeete e nnaeenae 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...t et e en e 9c(1)(A)
(B) Administrative service or other feeS ............cc.oocveeveeeeveeeeeere e 9c(1)(B)
(C) Other specific acqUISItION COSES .........civieriiiiiiiie e 9c(1)(C)
(D) OthEr EXPENSES ...t eees e ee s eees e enee e 9c(1)(D)
(E) TAXES co.voeeeeeee et eeee e ee et en et e 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES ............ccovvvevvevrreriesnenen) 9c(1)(F)
(G) Other retention CRAIGES ............cvevieeeeeeeeeeeeeeseeee e eeees e 9c(1)(G)
(H) TOAI FEEEMHON ... ettt ee e eeee et et ee et eee et ees e ese st en e esen s see s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....oooeeriineenn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) CIAIM FESEIVES ......evoeeee e et eea et ettt e e es et ae e ee s et et e s e easen e et et s et eaes s enesen e et e e e nnaeenee 9d(2)
(B) OUNEI FESEIVES ....o.eoeeee ettt et ee e ee s ee e eae e e e ee e et et e s e e en e et e tes et enneen e et te e enaeenee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAITIET ...............ccccvvueeeeveeesieeeeeieeee e eeee s ene s enenes e 10a 12,905
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.cccceeeeeenee 10b

Specify nature of costs P

Part IV | Provision of Information

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

|:| Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. 4



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Labor )
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P 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 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) 3 513
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:

(@) Name of insurance carrier

AETNA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
06-6033492 60054 820363 21 01/01/2015 12/31/2015

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

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
Schedule A (Form 5500) 2015

v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

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

Fees and other commissions paid

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

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

(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) 2015 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 yearend...................ccc.ccooeveeeerernn.... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates 4
D Premiums Paid t0 CAMIEI ........c.civieee ettt e e ettt ee s ettt eeene st ene e naes e eneserenene e 6b
C  Premiums due but unpaid at the end Of the YEAI ... e 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or PoliCY, ENLEr AMOUNT..........c.uiii ittt ettt et e se bbb e e saebe e e saeeeesaaeeeas
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) |:| immediate participation guarantee
?3) |:| guaranteed investment 4) |:| other P
b Balance at the end 0f the PreVIOUS YEAT ................co.coeoveeeeeeieeeeeeeeeeeee oo eeeer e e enn e I 7b
C  Additions: (1) Contributions deposited during the year................ccccevervevnnn) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from SeParate aCCOUNL ...........cco.eveeeveeverereseseeeeeees e 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS .....c.veevee e eeee et eeee et e et er et er s eees s aen et ee et es s s e s er s enasesn s ena s aarseren e, 7c(6)
d Total of balance and additions (add iNes 7b @Nnd 7C(B)). ......oveveveveveeereeieeeeeee e e et es oo ere e I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ... . 7e(2)
(3) Transferred to SEPArate ACCOUNL ............cceveerveueeereeeeeesies e 7e(3)
(4) Other (SPECITY BEIOW)........cvvuieeveeeeeeeeee e es s ere e oo 7e(4)
4
(5) TOLAI EAUCHONS ...v.oece ettt ettt seetsee e eesseessnsseese e e e s e en e e 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from i€ 7d)............c..ocoooeoreveeerereeeeroreceeieneereenenn, l 7f




Schedule A (Form 5500) 2015 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 organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVED.....c.eueiieiiririierieie et 9a(l)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe.........cccueeeeeveeeenunees. 9a(3)
(4) Earned ((1) + (2) - (3)) cverrrerverereeneniieeenieceenenee e 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........cccveveveeeueeeeeeeeeeeeree e 9b(2)
(3) Incurred claims (Add (1) AN (2)) ...ovovever e oot eee e et ee et ee ettt rae et ee et e e et e en e eeen e 9b(3) 0
(4) ClAIMS CRAIGEU.........co.eceieeeeeeeee ettt ee e ee et eeaeee et ee e eesen s et e e tes et nnasen e eeete e nnaeenae 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...t et e en e 9c(1)(A)
(B) Administrative service or other feeS ............cc.oocveeveeeeveeeeeere e 9c(1)(B)
(C) Other specific acqUISItION COSES .........civieriiiiiiiie e 9c(1)(C)
(D) OthEr EXPENSES ...t eees e ee s eees e enee e 9c(1)(D)
(E) TAXES co.voeeeeeee et eeee e ee et en et e 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES ............ccovvvevvevrreriesnenen) 9c(1)(F)
(G) Other retention CRAIGES ............cvevieeeeeeeeeeeeeeseeee e eeees e 9c(1)(G)
(H) TOAI FEEEMHON ... ettt ee e eeee et et ee et eee et ees e ese st en e esen s see s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....oooeeriineenn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) CIAIM FESEIVES ......evoeeee e et eea et ettt e e es et ae e ee s et et e s e easen e et et s et eaes s enesen e et e e e nnaeenee 9d(2)
(B) OUNEI FESEIVES ....o.eoeeee ettt et ee e ee s ee e eae e e e ee e et et e s e e en e et e tes et enneen e et te e enaeenee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAITIET ...............ccccvvueeeeveeesieeeeeieeee e eeee s ene s enenes e 10a 22,163
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.cccceeeeeenee 10b

Specify nature of costs P

Part IV | Provision of Information

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

|:| Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. 4



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Labor )
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P 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 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) 3 513
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:

(@) Name of insurance carrier

AETNA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
06-6033492 60054 820363 18 01/01/2015 12/31/2015

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

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

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

Fees and other commissions paid

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

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

(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) 2015 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 yearend...................ccc.ccooeveeeerernn.... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates 4
D Premiums Paid t0 CAMIEI ........c.civieee ettt e e ettt ee s ettt eeene st ene e naes e eneserenene e 6b
C  Premiums due but unpaid at the end Of the YEAI ... e 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or PoliCY, ENLEr AMOUNT..........c.uiii ittt ettt et e se bbb e e saebe e e saeeeesaaeeeas
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) |:| immediate participation guarantee
?3) |:| guaranteed investment 4) |:| other P
b Balance at the end 0f the PreVIOUS YEAT ................co.coeoveeeeeeieeeeeeeeeeeee oo eeeer e e enn e I 7b
C  Additions: (1) Contributions deposited during the year................ccccevervevnnn) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from SeParate aCCOUNL ...........cco.eveeeveeverereseseeeeeees e 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS .....c.veevee e eeee et eeee et e et er et er s eees s aen et ee et es s s e s er s enasesn s ena s aarseren e, 7c(6)
d Total of balance and additions (add iNes 7b @Nnd 7C(B)). ......oveveveveveeereeieeeeeee e e et es oo ere e I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ... . 7e(2)
(3) Transferred to SEPArate ACCOUNL ............cceveerveueeereeeeeesies e 7e(3)
(4) Other (SPECITY BEIOW)........cvvuieeveeeeeeeeee e es s ere e oo 7e(4)
4
(5) TOLAI EAUCHONS ...v.oece ettt ettt seetsee e eesseessnsseese e e e s e en e e 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from i€ 7d)............c..ocoooeoreveeerereeeeroreceeieneereenenn, l 7f




Schedule A (Form 5500) 2015 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 organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVED.....c.eueiieiiririierieie et 9a(l)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe.........cccueeeeeveeeenunees. 9a(3)
(4) Earned ((1) + (2) - (3)) cverrrerverereeneniieeenieceenenee e 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........cccveveveeeueeeeeeeeeeeeree e 9b(2)
(3) Incurred claims (Add (1) AN (2)) ...ovovever e oot eee e et ee et ee ettt rae et ee et e e et e en e eeen e 9b(3) 0
(4) ClAIMS CRAIGEU.........co.eceieeeeeeeee ettt ee e ee et eeaeee et ee e eesen s et e e tes et nnasen e eeete e nnaeenae 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...t et e en e 9c(1)(A)
(B) Administrative service or other feeS ............cc.oocveeveeeeveeeeeere e 9c(1)(B)
(C) Other specific acqUISItION COSES .........civieriiiiiiiie e 9c(1)(C)
(D) OthEr EXPENSES ...t eees e ee s eees e enee e 9c(1)(D)
(E) TAXES co.voeeeeeee et eeee e ee et en et e 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES ............ccovvvevvevrreriesnenen) 9c(1)(F)
(G) Other retention CRAIGES ............cvevieeeeeeeeeeeeeeseeee e eeees e 9c(1)(G)
(H) TOAI FEEEMHON ... ettt ee e eeee et et ee et eee et ees e ese st en e esen s see s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....oooeeriineenn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) CIAIM FESEIVES ......evoeeee e et eea et ettt e e es et ae e ee s et et e s e easen e et et s et eaes s enesen e et e e e nnaeenee 9d(2)
(B) OUNEI FESEIVES ....o.eoeeee ettt et ee e ee s ee e eae e e e ee e et et e s e e en e et e tes et enneen e et te e enaeenee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAITIET ...............ccccvvueeeeveeesieeeeeieeee e eeee s ene s enenes e 10a 29,939
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.cccceeeeeenee 10b

Specify nature of costs P

Part IV | Provision of Information

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

|:| Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. 4



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
Department of Labor )
Employee Benefits Security Administration ) File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P 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 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) 3 513
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:

(@) Name of insurance carrier

Group Health Plan, Inc.

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
41-0797853 52628 19946 171 01/01/2015 12/31/2015

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

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
Schedule A (Form 5500) 2015
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

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

Fees and other commissions paid

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

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

(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) 2015 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 yearend...................ccc.ccooeveeeerernn.... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates 4
D Premiums Paid t0 CAMIEI ........c.civieee ettt e e ettt ee s ettt eeene st ene e naes e eneserenene e 6b
C  Premiums due but unpaid at the end Of the YEAI ... e 6¢C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or PoliCY, ENLEr AMOUNT..........c.uiii ittt ettt et e se bbb e e saebe e e saeeeesaaeeeas
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) |:| immediate participation guarantee
?3) |:| guaranteed investment 4) |:| other P
b Balance at the end 0f the PreVIOUS YEAT ................co.coeoveeeeeeieeeeeeeeeeeee oo eeeer e e enn e I 7b
C  Additions: (1) Contributions deposited during the year................ccccevervevnnn) 7c(1)
(2) Dividends and credits ...................
(3) Interest credited during the year
(4) Transferred from SeParate aCCOUNL ...........cco.eveeeveeverereseseeeeeees e 7c(4)
(5) Other (specify below)
4
(B)TOLAI AATIIONS .....c.veevee e eeee et eeee et e et er et er s eees s aen et ee et es s s e s er s enasesn s ena s aarseren e, 7c(6)
d Total of balance and additions (add iNes 7b @Nnd 7C(B)). ......oveveveveveeereeieeeeeee e e et es oo ere e I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier ... . 7e(2)
(3) Transferred to SEPArate ACCOUNL ............cceveerveueeereeeeeesies e 7e(3)
(4) Other (SPECITY BEIOW)........cvvuieeveeeeeeeeee e es s ere e oo 7e(4)
4
(5) TOLAI EAUCHONS ...v.oece ettt ettt seetsee e eesseessnsseese e e e s e en e e 7¢(5)
f Balance at the end of the current year (subtract line 7e(5) from i€ 7d)............c..ocoooeoreveeerereeeeroreceeieneereenenn, l 7f




Schedule A (Form 5500) 2015 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 organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual employees,
the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVED.....c.eueiieiiririierieie et 9a(l)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe.........cccueeeeeveeeenunees. 9a(3)
(4) Earned ((1) + (2) - (3)) cverrrerverereeneniieeenieceenenee e 0
b Benefit charges (1) Claims paid
(2) Increase (decrease) in Claim rESEIVES..........cccveveveeeueeeeeeeeeeeeree e 9b(2)
(3) Incurred claims (Add (1) AN (2)) ...ovovever e oot eee e et ee et ee ettt rae et ee et e e et e en e eeen e 9b(3) 0
(4) ClAIMS CRAIGEU.........co.eceieeeeeeeee ettt ee e ee et eeaeee et ee e eesen s et e e tes et nnasen e eeete e nnaeenae 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...t et e en e 9c(1)(A)
(B) Administrative service or other feeS ............cc.oocveeveeeeveeeeeere e 9c(1)(B)
(C) Other specific acqUISItION COSES .........civieriiiiiiiie e 9c(1)(C)
(D) OthEr EXPENSES ...t eees e ee s eees e enee e 9c(1)(D)
(E) TAXES co.voeeeeeee et eeee e ee et en et e 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES ............ccovvvevvevrreriesnenen) 9c(1)(F)
(G) Other retention CRAIGES ............cvevieeeeeeeeeeeeeeseeee e eeees e 9c(1)(G)
(H) TOAI FEEEMHON ... ettt ee e eeee et et ee et eee et ees e ese st en e esen s see s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....oooeeriineenn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) CIAIM FESEIVES ......evoeeee e et eea et ettt e e es et ae e ee s et et e s e easen e et et s et eaes s enesen e et e e e nnaeenee 9d(2)
(B) OUNEI FESEIVES ....o.eoeeee ettt et ee e ee s ee e eae e e e ee e et et e s e e en e et e tes et enneen e et te e enaeenee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription Charges Paid t0 CAITIET ...............ccccvvueeeeveeesieeeeeieeee e eeee s ene s enenes e 10a 419,887
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ............c.cccceeeeeenee 10b

Specify nature of costs P

Part IV | Provision of Information

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

|:| Yes

No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. 4



SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2015
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Beer?:fitgqggczrityaAgbwinistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon .
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) [ 2 513

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

ST. OLAF COLLEGE

D Employer Identification Number (EIN)

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 D No

b Ifyou 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

TIAA-CREF Mutual Funds-Teachers Adv 13-3760073

(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) 2015
v.150123
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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)

Emeriti Retiree Health Solutions

57-1194227

(b)
Service
Code(s)

70

(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-.

(€)

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?

Consultant

56,761

Yes |:| No Iz|

Yes |:| No |:|

Yes |:| No |:|

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

The Savitz Organization

23-1700844

(b)
Service
Code(s)

12
15

(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-.

(€)

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?

Benefits
Processor

Yes |:| No @

34,326

Yes |:| No |:|

Yes |:| No |:|

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

TIAA OF AMERICA

13-1624203

(b)
Service
Code(s)

64

(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-.

(€)

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?

Recordkeeper

7,599

Yes @ No |:|

Yes @ No |:|

Yes |:| No @
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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)

(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-.

(€)

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 |:| No |:|

Yes |:| No |:|

Yes |:| No |:|

() 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-.

(€)

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 |:| No |:|

Yes |:| No |:|

Yes |:| No |:|

() 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-.

(€)

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 |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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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.

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

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

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

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

(8) 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 I | 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.

() 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

() 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

() 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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Termination Information on Accountants and Enrolled Actuaries (see instructions)

Part IlI
(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:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Financial Information

OMB No. 1210-0110

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).

2015

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 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B  Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) 3 513

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

ST. OLAF COLLEGE

D Employer Identification Number (EIN)

41-0693979

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 1¢(9) through 1¢(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), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ... 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTHDULIONS -........cvoeoe et 1b(1)
(2) Participant CONtMDULONS ...........c...oveeeeereeeeeeseee oo 1b(2)
(3) OHNET ...ttt 1b(3)
C General investments:
(1) Interest-b_earing cash (include money market accounts & certificates 1c(1) 361 802 323 468
OFf AEPOSIE) ..o e ’ ’
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(R) PrEferTeU .....voeeeeeee oottt 1c(3)(A)
(B) Al OtNET ... ettt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(R) PrEferTeU .....voeeeeeee oottt 1c(4)(A)
(B) COMMON oottt 1c(4)(B)
(5) Partnership/joint venture iNterests .............oocoevvirioreereesceee e, 1c(5)
(6) Real estate (other than employer real property) ............cccooeeeereeeerenenn. 1c(6)
(7) Loans (other than to Participants) ............c.ovceeveerureoeeereeseese e, 1c(7)
(8) Participant loans 1c(8)
(9) Value of interest in common/collective trusts.............c.ccocoeveveerreeeerene .. 1c(9)
(10) Value of interest in pooled separate acCoUNtS...............cccoeoveervereeenenn. 1c(10)
(11) Value of interest in master trust investment accounts ...............c.coo........ 1c(11)
(12) Value of interest in 103-12 investment entities .............cccoocovrvvererenennn. 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13)
FUNAS) ..o 7,672,704 7,968,870
(14) Value of funds held in insurance company general account (unallocated 1c(14)
contracts).
(15) OHNET ...ttt e 1c(15)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule H (Form 5§500) 2015

v. 150123
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1d

Employer-related investments:
(1) EMPIOYEr SECUNTIES .. ..ooi i

(2) EmpIloyer real PrOPerY .......ooo i

€ Buildings and other property used in plan operation...............ccccovciiiiiiniee

Total assets (add all amounts in lines 1a through 1e) .........cccccoooiiiiie
Liabilities

Benefit claims payable ...

Operating payables ........ ..o

Acquisition iNdebtedness ...

Other liabilities

Total liabilities (add all amounts in lines 1g throughfj) ...
Net Assets

Net assets (subtract line 1k from line 1) ...

(a) Beginning of Year

{b) End of Year

1d(1)

1d(2)

1e

1f

8,034,506

8,292,338

g

1h

1i

1j

1k

11

8,034,506

8,292,338

Part Il |Income and Expense Statement

2

a

Plan income, 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 IEs do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers...........cccoviiiiiiis
(B) PartiCipants ..........ccoo i
(C) Others (including rollovers)....

{2) Noncash contribUtiONS ............oooiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and

certificates of deposit) ...
(B) U.S. Government SeCUrtieS ..........cccoiiiiii i
(C) Corporate debtinstruments ...
(D) Loans (other than to participants) .............cccciiiii i
(E) Participant l0@NS ..o
(F)  OBNEI et
(G) Total interest. Add lines 2b(1)(A) through (F) ........c.ccoooiiiiiiiiiie
(2) Dividends: (A) Preferred stock....
(B) COMMON STOCK ......oiiii it
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(3) RENES. .. i et e e
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds .......................
(B) Aggregate carrying amount (see instructions) ..............ccccccooieiiiie
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enterresult..................
(6) Unrealized appreciation (depreciation) of assets: (A) Real estate........................
(B)  OFNEI ..ot

(C) Total unrealized appreciation of assets.
Add lines 2b(8)(A) @and (B).........c.oouiriiiiee e

(a) Amount

(b) Total

2a(1)(A)

803,661

2a(1)(B)

268,015

2a(1)(C)

2a(2)

2a(3)

1,071,676

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

474,838

2b(2)(D)

2b(3)

474,838

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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{a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts ......................... 2b(6)

(7) Net investment gain (loss) from pooled separate accounts........................ 2b(7)

(8) Net investment gain (loss) from master trust investment accounts ........... 2b(8)

(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9)

(10) Net inve_stment gain (loss) from registered investment 2b(10) )
companies (e.g., MUtual fuNdS)...........c.ccovooireeieeeie e 474,212
€ Other iNCOME ... .ot e 2c
d Total income. Add all income amounts in column (b) and entertotal.................... 2d 1,072,302
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 238,508

(2) To insurance carriers for the provision of benefits ............coccocovvevreerrnenn. 2e(2) 477,277

(3) ORI ..ottt 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3).......ccoeeviveereerrnen. 2e(4) 715,785
f Corrective distributions (see INStTUCHONS) .......c.ovovvieeeeeeeeee e 2f
g Certain deemed distributions of participant loans (see instructions)................ 29
Dl INEErESt @XPENSE ..., 2h
i Administrative expenses: (1) Professional fees ............cccocovvvvvioioioeiionee. 2i(1)

(2) Contract administrator fees ... 2i(2)

(3) Investment advisory and management fees ..............ccccoiiiiiii e 2i(3)

() OHNET ..ottt et 2i(4) 98,685

(6) Total administrative expenses. Add lines 2i(1) through (4)............cc.cco....... 2i(s) 98,685
j Total expenses. Add all expense amounts in column (b) and enter total........ 2j 814,470

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from lIN€ 2d ..o 2k 257,832
| Transfers of assets:

(1) TO RIS PIAN. ..ottt e, 21(1)

(2) FIOM IS PIAN ...oveeee oottt e, 21(2)

Part lll |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)[ ] Qualified (3) [x] Disclaimer @[] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? @ Yes D 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) |:| This form is filed fora CCT, PSA, or MTIA.  (2) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV |Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

During the plan year: Yes No N/A Amount

a Wasthere 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
“Y@S” I8 CHECKEA.).......oo oo oo, 4b X
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Yes No N/A Amount
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.) ..o 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 Il if “Yes” is
CRECKEA.) ... oottt e eee e e e ettt 4d X
e  Was this plan covered by a fidelity bONA?.................oooi i 4e| X 500,000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONESLY? ... ... i e e e Af 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? ... 4g 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?......... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes’ is
checked, and see instructions for format requirements.) ... 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 reqUIremMeNnts.) . ... 4j X
Kk  Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC?.............cccooiiiiiiiiiie e 4k X
| Has the plan failed to provide any benefit when due under the plan? ... 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29
0Ty 0 T 0 L T TSP UR PRI 4m
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. ............cc.e.. 4n
O  Did the plan trust incur unrelated business taxable income? ......................c..cecoeene ... |40 X
P  Were in-service distributions made during the planyear? ...................c.ccooeoieii . [ 4P X
5a Has a resolution 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 employerthis year.......................... |:| Yes E 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)

6c Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... |:| Yes |:| No |:| Not determined

IPart Vv | Trust Information

6a Name of trust

6b Trust's EIN

6C Name of trustee or custodian

6d Trustee's or custodian’s telephone number




