Form 5500

- Department of the Treasury
Intemal Revenue Service

Annual Return/Report of Employee Benefit Plan

OMB Nos. 1210-0110
1210-0089

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
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

2016

Em?sngrgznt ztsl-gte’g[jm » Complete all entries in accordance with
P rteraton Y the instructions to the Form 5500.

This Fo’rm is Open to Public
Inspection

Pension Benefit Guaranty Corporation

Annual Report Identification Information
ar plan year 2016 or fiscal plan year beginning 01/01/2016

D a multiemployer plan

and ending  12/31/2016

I:l a multiple-employer plan (Fillervs checking this box must attach a list of
participating employer information in accordance with the form instructions.)

[ ] a DFE (specify) ___
I:I the final return/report

A This return/report is for:

a single-employer plan
|:| the first return/report
l:l an amended return/report

B This return/report is:
D a short plan year return/report (less than 12 months)

C Ifthe plan is a collectively-bargained plan, check here............. e » |:|

le Form 5558 D the DFVC program
D special extension (enter description) )

D Check box if filing under: D automatic extension

Basic Plan Information—enter all requested information .
1a Name of plan 1b Three-digit plan
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE ‘ number (PN) » 513
1c Effective date of plan
01/01/2006

2a Plan sponsor's name (employer, if for a single-employer plan) : 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 41-0693979
ST. OLAF COLLEGE ‘ : 2c Plan Sponsor’s telephone
number
507-786-3022
1520 ST OLAF AVENUE 2d Business code (see
NORTHFIELD, MN 55057 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.

Filed with authorized/valid electronic signature. 09/15/2017 NATHAN ENGLE
Signature of plan administrator Date Enter name of individual signing as plan édministrator
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
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

Form 5500 (2016)
v. 160205

For Paperwork Reduction Act Notice, see the Instructions for Form 5§500.
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3a Plan administrator's name and address [Xl Same as Plan Sponsor

3b Administrator's EIN

3¢ 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,

EIN and the plan number from the last return/report:
a Sponsor's name

5  Total number of participants at the beginning of the plan year

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).

5 ‘ 932

a(1) Total number of active participants at the beginning of the plan year...............c.cccceveeveivneceereeeeeeeeievsieesieeenreneenon. | 6Q(1) | 661
a(2) Total number of active participants at the end of the PIaN YE&r ............c.ccc.cvviivriiueeeeeecies e 6a(2) 656
b Retired or separated participants reCeiving BENEILS................ccvcvevueveireiceeieee et e naeen 6b , 301
C Other retired or separated participants entitled to future benefits ............ PR SUUSUUPUPRSTTUSRUPUNt 6¢c )
d  Subtotal. Add lINES 6a(2), B, ANG BC............c.ceivvieriiieirieisieieesie et st sse st b st s s s sassss b s s s s ensessen s sensensssassensa s 6d 957
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cccovveeveeiiiiiece e, 6e
T Total. ADANES 6 ANA 6. ...........oeveeer et ee e eeee e st esseees e s e e s s s sessseesses s eee s sneseesesnaesasesneeneenesene 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE thIS HHEIMY .......e.eeeceeeee oot eeseeser st sesesee e ees e eese e sne s eseess s seeeseeseeesseesesee s s eeseneeeeeeese s 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were )
~1€SS thaN 100% VESEEA .........oveoeceeeesseesise et eeesesessssssssessseessssssssesss st ss e sness st ernes s iierieeesies s rssssrrases 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’

(1) Insurance ) .
(2) Code section 412(e)(3) insurance contracts
3) Trust

4) General assets of the sponsor

™
)
3)
4)

|9b  Plan benefit arrangement (check all that apply)

Insurance

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

General assets of the sponsor

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

a Pension Schedules
1) D R (Retirement Plan Information)

(2) I:l MB (Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan
actuary

(3) I:l SB (Single-Employer Defined Benefit Plan Actuarial
Information) - signed by the plan actuary

b General Schedules

.M

2
&)
(4)
(5)
(6)

TR <)

H (Financial Information)

I (Financial Information — Small Plan)
_4 A (Insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)
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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.) covocvemrnrreeemmerienre s || Yes K| 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 2016 Form M-1 annual report. If the plan was not required to file the 2016 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). 2016
Department of Lab:
Employee B:ﬁ:ﬁtrsnggcﬁrityaAg;winistraﬁon ) 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 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
EMERIT! RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) ) 513
C Plan sponsor’'s name as shown on line 2a of Form 5500 .D Employer Identification Number (EIN)
i 41-0693979

ST. OLAF COLLEGE

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped asa unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
(c) NAIC (d) Contract or ©) -
(b) EIN . A persons covered at end of
code identification number policy or contract year (f) From (g) To
06-6033492 60054 - |82036382038637 9 01/01/2016 12/31/12016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agentsv, 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

Fees and other commissions paid

(b) Amount of sales and base

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
, (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid (c) Amount

Schedule A (Form 5500) 2016

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 160205
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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
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

(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

e

i

(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

(&) Purpose

(e)
Organization
code

P

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

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




Schedule A (Form 5500) 2016 . Page 3

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 atyear end ..............c.c..cccoocooovvevurvreeenn.... 4
5 Current value of plan’s interest under this contract in separate accounts at yearend............................. et 5
6 Contracts With Allocated Funds: )

a  State the basis of premium rates )

b Premiums paid t0 CAITIET ..........eeeeeeceeeeeeeseeeeeseeeseeeeseeesessseeeseeeessssens ettt ettt ettt aen 6b
C  Premiums due but unpaid at the end of the Year............c..cirereiiiiiiie e 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 policy, enter @amOUNL. ..............coiiiriiriecre i et
Specify nature of costs P :

e Type of contract: (1) D individual policies 2 |:| group deferred annuity
@) [] other (specify) »

f  If 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 %) D immediate participation guarantee

3) |:| guaranteed investment 4) D other »

b  Balance at the end of the previous year ................c..cccocuevuereeeernnnn... et eere e resareseseeerd e R

C  Additions: (1) Contributions deposited during the year ..................cccocoune.
(2) Dividends and Credits................coveeveveveeereeieeeseeeeeceeeeenenns e
(3) Interest credited during the year........... ..o
(4) Transferred from separate account..............cccceveeviicloieiiiiecciece e,
(5) Other (SPeCify DEIOW) ............oeeveeieeeeeeeeeeeeeeeeeeeeee e e
14

(B)Total @AUItIONS ... cccciiiie ettt
d Total of balance and additions (add lines 7b and 7¢(6)). .
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by Carfier..........c..ccocveririeniienieneeeeeeee
(3) Transferred to separate account ...............ccocooiiieccicnincice e
(4) Other (SPECIfY DEIOW) ......cccuviieiiiiieiieee et
14

(5) TOtal ABAUCHIONS ...ttt et st et et e be et et esaaeenebeeas
f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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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 EI Dental c D Vision 7 d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability -g D Supplemental unemployment ~ h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k|:| PPO contract ID Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVEM ........c.curuirireeiineieiiieee st 9a(1)
* (2) Increase (decrease) in amount due but unpaid ......................... 9a(2)
(3) Increase. (decrease) in unearned premium reserve 9a(3)
(4) EAMNEA (1) + (2) - (B)) --vrrereeeeeeeeeeeeeeeeeeseseeseeseeeesesesseoeseeeseeseeeesesee e eeeeeeeeeeeeeeeeessssseesssesssssseeeesreeeereeee |
b Benefit charges (1) Claims paid.............c..ccoeveruerivrrereerennana. reverieseens 9b(1)
(2) Increase (decrease) in ClaiMm rESEIVES. .............ccoeevrireereererirnsensiesennns 9b(2)
(3) Incurred claims (Add (1) @Nd (2)).......ooee i ittt et ane s
(4) ClaimS ChANGEA..........ccoiiiiii it r ettt b et rs e bt e st et neees
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees » 9¢c(1)(B)
(C) Other specific acqUISItion COStS............ovvvveririceesieeeees e, 1 9¢(1)(C)
(D) OtNET EXPENSES ... eeee e eeeeeeeseeseese e eeeeeeseeeeseesesnas 9c(1)(D)
(E) TaXeS...ooooovveeeeerin. T S 9c(1)(E)
(F) Charges for risks or other CONtiNGenCies ...............ccoo..corvv.orrveene.. 9c(1)(F)
(G) Other retention charges..... 9¢(1)(G)
(H) TOAI TEIBNMHON. ...ttt ettt ses et s s e e sees st ee e s eteemaeneneeenan e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were [:l paid in cash, or D credited.)........cccceu... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves . 9d(2)
(3) Other reserves . . [ 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).............ccccoeee.. 9e
10 Nonexperience-rated contracts: v
a Total premiums or subscription charges paid t0 CArEr............eourieirirere e 10a 5952
b Ifthe 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 I, line 2 above, report amount. ...................... 10b

Specify nature of costs.

Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes No

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




SCHEDULE A Insurance Information ' OMEB No. 1210-0110
(Form 5500) '

Department of the Treasury This schedule is required to be filed under section 104 of the ’
Interal Revenue Service * Employee Retirement Income Security Act of 1974 (ERISA). o 2016

X 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 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) > 513
C Plan sponsors name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
41-0693979

ST. OLAF COLLEGE

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

1 Coverage Information:

(a) Name of insurance carrier
HEALTHPARTNERS, INC.

e) Approximate number of Policy or contract year
() NAIC (d) Contract or (
(b) EIN . 4 . persons covered at end of
code identification number policy or contract year (f) From (g) To
41-1693838 95766 19946 20 01/01/2016 1213112016

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 whem 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

e

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2016

v. 160205
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

e

S

T

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

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

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

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

Where individual contracts are provnded the entire group of such |nd|v1dua| 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 4
5 Current value of plan’s interest under this contract in separate accounts atyearend...................c...ccccc.ocooveeeeeein... 5
6 Contracts With Allocated Funds:
a State the basis of premium rates »
b Premiums Paid t0 CAITIET .............o.ovveeeeeeeeeeoeeeeeeeeeee ettt ee e se s e 6b
C  Premiums due but unpaid at the end of the year . 6¢c
d [Ifthe carrier, service, or other organization incurred any specn" Cc costs in connectlon wnth the acqu13|t|on or 6d
retention of the contract or policy, enter @amOuUNt. .............oc.ooiiii i e
Specify nature of costs P
e Type of contract: (1) D 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 > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: Q) D deposit administration 2) |:| immediate participation guarantee
3) D guaranteed investment 4) D other »
b Balance at the end of the PreVIOUS YEAI ...........co..ovevwoeeoeeeeeoeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee s | 7b

C  Additions: (1) Contributions deposited during the year ............c..ccccecvruennene.
(2) Dividends and Credifs..........cccoveiieeiencicie e
(3) Interest credited during the year...........c.coocoviiiiniiiiiincee e
(4) Transferred from separate account
(5) Other (SPECIfY DEIOW) ....ce..iviiiiieiie i
4

(6)Total addltlons .......................................................................................
d Total of balance and additions (add lines 7b and TC(6)). oot
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by Carmier............ocooeuieieieni i
(3) Transferred to separate acCount .............cccuvvieeerereiineeeceeee e
(4) Other (specify below)
»

(5) TOtal dEAUCHONS ...........ceeoeocveeeeeee e » ............. 79(5) o

f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............c.cocooooivomeeeereeeeeeeeeeeeeeee. | 7f , 0




Schedule A (Form 5500) 2016 Page 4

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 IZI Dental c D Vision d |:| Life insurance
e D Temporary disability (accident and sickness) f D Long—teﬁn disability g |:| Supplemental unemployment  h I:l Prescription drug
i [] stop loss (large deductible) j [] HMO contract k[] PPO contract * I[] indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVEM ......vvvvvrarivvnsrressiresis s 9a(1)
(2) Increase (decrease) in amount due but UNPaid ............cccoeeeveerenvnnnnne. 9a(2)
(3) Increase (decrease) in unearned premium reSEerve ...........cceoeeerunnsn. 9a(3)

(@) Earned (1) + (2) - (3) wveverrerreerrern, ettt |
b Benefit charges (1) Claims Paid.....:...cccorueuriureeerinirrieinesseere e 9b(1)
(2) Increase (decrease) in Claim rESEIVES............o.eoeueeiivriieieeieeceeieenes 9b(2)

(3) Incurred claims (add (1) and (2))..
(4) Claims charged...........ccoooiviiiiiiiii e
C Remainder of premium: (1) Retention charges (on an accrual basis) -

(A) COMMISSIONS ......eveueeiereriietereeieteieeslseseeteseseeaesesseessesessseseaeesens 9c(1)(A)
(B) Administrative service or other fees .............cccoevconiciinncinccnn 9c(1)(B)
(C) Other specific acquisition costs.... 9c(1)(C)
(D) Other eXpenses .............cccc.ceevvuenen. SO *9c(1)(D)
(E) TAXES ..o R 9c(1)(E)
(F) Charges for risks or other contingencies ..............c.cccoo il - | 9¢(1)(F)
(G) Other retention ChAMGES....................wccueuuumrrrrrreeresseseesssssranene 9c(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) CIAIM FESEIVES ......c.o.viueevetieeetesiaessetesesseseeeseeseaseseseeaesasaasesansatesansensssesanensesaneasesesensssensessesebeseasabesansssesesnsennas 9d(2)
(B) OUNEI TESEIVES ........vivevieiriaeeiieeeie ettt te s tee et e e ettt e e s et e e etesesen e eetases e e s e s et et ebesaseebee sessbasesesenesee et eban e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............c..cccco......... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid {0 Carmier..............ccooioiiiiiiii e 10a 13754

b Ifthe 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 I, line 2 above, report amount. ......................... 10b
Specify nature of costs. '

Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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




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
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2016

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 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE : plannumber PNy b | 513

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

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

1 Coverage Information:

(a) Name of insurance carrier
AETNA LIFE INSURANCE COMPANY

men | O | @oamdo | Cckaesssteds [ ot | @7
) policy or contract year (g) To
06-6033492 60054 820363 21 01/01/2016 1213112016

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
(c) Amount ' -(d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2016

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 160205
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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

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

(@) 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

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

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

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

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount : (d) Purpose

(e)
Organization
code




Schedule A (Form 5500) 2016 ' ' Page 3

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 atyear end ..................c..ccocovevevenerne... 4
5 Current value of plan’s interest under this contract in separate accounts at year end..................ccoocovovveveeveeeennnnns 5
6 Contracts With Allocated Funds: '

a State the basis of premium rates »

b Premiums paid to carrier 6b
C  Premiums due but unpaid at the end of the year 6C

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @aMOUNL. ............cc.coiiiiiiii s

Specify nature of costs P

e Type of contract: (1) D individual policies ‘ ) |:| group deferred annuity
3) |:| other (specify) P

f - If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration 2) D immediate participation guarantee
3) D guaranteed investment 4) D other »

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

C  Additions: (1) Contributions deposited during the year
(2) Dividends and Credits...............cccoriiiiiiiiiic e
(3) Interest credited during the year '
(4) Transferred from separate account
(5) Other (specify below)
» .

(6)Total additions
d Total of balance and additions (add lines 7b and 7¢(6)).
. € Deductions: ]
(1) Disbursed from fund to pay benefits or purchase annuities during year
(2) Administration charge made by Carmier.............cccoecvieeiienieieceneccinen
(3) Transferred to separate account............. e
(4) Other (specify bEIOW) ...........co.cveveverireeennne. e

>

(5) Total dedUCHONS .........ovlueeeeeceeeeeireceeene e s reeeepesesseereee s s st ene s e seeees pennstme e e e e s e R 7¢(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d).........ccooovveviiiiieieeiier e | 7f 0




Schedule A (Form 5500) 2016 Page 4

| 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 c |:| Vision - d D Life insurance
‘e D Temporary disability (accident and sickness) D Long-term disability [s] D Supplemental unemployment  h IXI Prescription drug
i I:I Stop loss (large deductible) j |:| HMO contract kEl PPO contract ll_—_l Indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) AMOUNt FECEIVE ........co.cvviiiiiiiiiiece e 9a(1)
(2) Increase (decrease) in amount due but unpaid ............c...cccceeveeereienen. 9a(2)
(3) Increase (decrease) in unearned premium reServe ............c.cceveeneene 9a(3)
(4) EAMNEA (1) + (2) = (3)) covvvvveveeeeerereseereeeeeeeeeeeeeeeemeesesesesssesssesseseeeeeseeesesssosessessseseesseeeseesessessscessesseseeeseeeeesenens |
b Benefit charges (1) CIaIMS PAId..............ccovrvveveeeeeireeereeerireseeeesrsesnennns 9b(1) ‘
(2) Increase (decrease) in ClaiMm rESEIVES...............cceveeeveveevereeeenererenns 9b(2)
(3) Incurred claims (dd (1) @NA (2))...cverveveeeirieieeeeeiee ettt e sees ettt sseses s ss et e e sessseesennnsanssesens 9b(3) 0
(4) ClAIMS CRAIGEA.......c.eieeeeeieieeieie ettt ettt ee sttt a et et ses e et aesaasbaaenssen s s ees s sees e sse e e e sens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......vovvvieesieeieeieeeteeeaeeaeeeeeseeeeeseseaeeeseseseansnsees 9c(1)(A)
(B) Administrative service or other fees ...........c.cccoevnnnrnicerccrccnne 9c(1)(B)
(C) Other specific aCqUISIION COSES..............ovveereeereereeeees e 9¢(1)(C)
(D) OhET EXPENSES ... cieveeeeeeseeeeereeeeeeeeeenseeeeeeeereeeeeseeerasseeseesnenes 9c(1)(D)
(E) TaXES..ieeuereeeieeeeeieeeeee et . | 9c(1)(E)
(F) Charges for risks or other contingenGies ..............ccooeuvevereernne. 9c(1)(F)
(G) Other retention Charges...............oo..oruerveresererssssresresrsssssessenes 9¢c(1)(G)
(H) TOAI TEIBMHON. ......eeeecee ettt ettt e s et e st cesesnssene s s sseaeseseesesenasensnnsensetenas 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.)........ccue..... 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
© (2) ClaAIM TESEIVES .....ocvveeieeveeeveeeetete e eaeeees e evete s se e sestenes RS RRS ettt eyt nan e 9d(2)
" (3) Other rESEIVES ........veveeeeereeeeeeecereeens ettt 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........0cccccceuennenenee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subseription charges paid to carrier.......... feemerreeseerarteneieeate e rase e e seeirnte e tetese e e e seasresesens 10a 47231
b ifthe 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 I, line 2 above, report amount. ......................... 10b

Specify nature of costs.

Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. |:| Yes No

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




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
- Intemal Revenue Service . Employee Retirement Income Security Act of 1974 (ERISA). 2016
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 2016 or fiscal plan year beginning 01/01/2016 and ending * 12/31/2016
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 D Employer Identification Number (EIN)

ST. OLAF COLLEGE 41-0693979
>

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.

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN - AP persons covered at end of :
\ code identification number policy or contract year (f) From (g) To
41-0797853 52628 19946 168 01/01/12016 1213172016

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

Fees and other commissions paid .
(c) Amount ) (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

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

Fees and other commissions paid
(d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid (c) Amount

Schedule A (Form 5500) 2016

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 160205 -
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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

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

(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

(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 -

(e)
Organization
code’

(c) Amount ' (d) Purpose

e R e i
(a) Name and address of the agent, broker, or other person

o

i

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




Schedule A (Form 5500) 2016 ' Page 3

Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such |nd|V|duaI contracts with each carrier may be treated as a unlt for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at year end .............c.ocoverereieerseisiiveecens 4
5 Current value of plan’s interest under this. contract in separate accounts at year BN, eeeeeeeseeeneene 5
6 Contracts With Allocated Funds: ‘

a  State the basis of premium rates »

D Premiums Paidt0 CAMTIET ...........ooee oot ee e eeeera et es e naan 6b
C  Premiums due but unpaid at the end 0f the YEaI ...........coociiiiiiiii e 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 policy, enter amMoUNt. ........cc..cccooiiiiiiii e
Specify nature of costs P

e Type of contract: (1) |:| individual pohcnes (2) D group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 6] D deposit administration 2 D immediate participation guarantee
(3) [] guaranteed investment @) [] other »

b Balance at the end Of the PrEVIOUS YEA .............ccovuevieiieeeeieiietereiesieseetesssesstess st sssssersssesesess et eesesesasscsgessans
~ € Additions: (1) Contributions deposited during the year
'(2) Dividends and Credits..........o.evveeiirieriee et
(3) Interest credited during the year..............cccccciiiniiiiiiiiice,
(4) Transferred from separate account..............iceeieeenie i
(5) Other (SPECITY DEIOW) .....c..euviiiii ittt |
N :

(B)TOtal AAAILIONS .....eeeeeee ettt et ee e
d Total of balance and additions (add lines 7b and 7¢(B)). .........co.cerervrrererrererennes .
€ Deductions:

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

(2) Administration charge made by Carfier...............coccoeerrurrvsvrennns e 7e(2)

(3) Transferred to separate aCCOUN ...............c..ooevueeveeeeeeeereeereereeees s 7¢(3)

(4) Other (SPECITY DEIOW) ..ot ‘

4

(5) TOtal dEAUCHIONS ......eoruiieiieeiiieiee ettt st e e e e et
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d)...............ovveveeemrrersioveersenrsieieeenereans |
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Welfare Benefit Contract Information v

| 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 EI Health (other than dental or vision) b D Dental C D Visio‘n . d D Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j I:I HMO contract kD PPO contract ' ID Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .........c.ovvvviueicuciiiinicieicecre et 9a(1)
(2) Increase (decrease) in amount due but UNPaid ............ccceceeieieieiriennnnne 9a(2)
(3) Increase (decrease) in unearned premium reserve ............c..coeeveeene. 9a(3)
(8) EAMNEA (1) + (2) = (B)) evvvveveeerreeeseeseeeesieeeeeeeeseeeeseeseseeesseseeesseeeessse e s esssasessees s ees s feeeeeseeeeess | 9a(4)
b Benefit charges (1) CIAIMS PAI..........covevrierereriieririieererireeeesseeeseeeens 9b(1)
(2) Increase (decrease) in Claim MESEIVES.............cceeveeeerereeieseeeeeieieieeens 1 9b(2)
(3) Incurred claims (dd (1) @N (2)) ....cveeeerrireriereitere sttt sttt sttt st e et b s st aeaes 9b(3)
(4) ClIMS CNAIGEA. .....c.cvveeeeeeeieeeieieieieeeees et ses et beseaetetess s s esesesesesesssessesseese s aeseseasssaemessesessresensssdennssasenean 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......cevvvcvercrieeeeeeeeteeesetse e ene e es s s st eaesses enssenas 9c(1)(A)
(B) Administrative service or other fees ...........cccooerverrrnececnenens 9¢c(1)(B)
(C) Other specific acquisition COStS............coooieiiiiiis 9c¢(1)(C)
(D) OthEr EXPENSES ........oeoeeeveeeeeeeeess e sersessessseseesss s s ssssrssssasnes 9¢(1)(D)
(E) TAXES.cveneieceeuieie ittt et st s ene e 9c(1)(E)
(F) Charges for risks or other contingencies .................cccciiieniinnnne 9c(1)(F)
(G) Other retention charges.. . | 9c¢(1)(G)
(H) TOMAI FEEENTION.........cvoieeeeieeeeteieieie et esee et eeese e e ettt ebesesesese e e s e esesebesesesesin s esesenesenebesesesannnas 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were I:l paid in cash, or |:| credited.)......c.ocueennn 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) ClAIM FESEIVES .......c.eavivevveeeeeeitteteseteeseeeeseeaaee s seaesesesassseaeesssetesatesesasseessaescasesese s ee e s seet e setesesesesesesessnanas 9d(2)
(B) OUNEI FESEIVES ......oueiievtetetitetceeeeeeteteteteseseaee e et tes e s et e et e e eees et eheseseaeseaeaeaes e e et re s enea e et et et ets et esenreene 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)..........c.ccoccevennnen.e. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...............cciviiiiiiiiiii e 10a 414392
" b Ifthe 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 I, line 2 above, report amount. ...............ccccc.... 10b

Specify nature of costs.

Provision of Information 1
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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




OMB No. 1210-0110

SCHEDULEC - Service Provider Information
(Form 5500) ) 201
Departinent of the Treasury This schedule is required to be filed under section 104 of the Employee . 6
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonfts chﬁrityaAzrministraﬁon » File as an attachment to Form 5500. _ This Form is Open to Public
Pension Benefit Guaranty Corporation ) ) Inspection.
For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
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 I|ne 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE '41-0693979

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 dlsclosures you are required to
answer line 1 but are not required to include that person when completing the remalnder 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 If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the requiréd 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 prov:ded you disclosures on eligible indirect compensatlon

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

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

7

Schedule C (Form 5500) 2016

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v.160205
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(b) Enter name and EIN or address of person who provided you disclosures on eligiblev indirect compensation

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

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




Schedule C (Form 5500) 2016

Page 3 - |

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).

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

EMERITI RETIREE HEALTH SOLUTIONS

57-1194227
(b) (c) (d) (e) : (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-.
70 46094

CONSULTANT

Yes I:l No I)E’

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

Yes I:I No |:|

Ygs D No D

CBIZ SAVITZ
31-15682098
(b) (c) (d) (e) U] (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-.
1215 BENEFITS 26809
PROCESSOR

e T

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

Yes D No D

Yes D No D

THE SAVITZ ORGANIZATION
23-1700844
(b) (c) (d) (e) (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-.
1215 BENEFITS 8664
PROCESSOR

Yes I:I No Igl

Yes |:| No D

Yes D No D
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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)

TIAA OF AMERICA
13-1624203
(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
(). If none, enter -0-.
64 RECORDKEEPER 7728 0

Yes No D

s

Yes |X| No |:|

Yes D 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. [f 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
(). If none, enter -0-.

(h)y
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes D No D

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

Yes D No |:|

Yes D No D

(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 |:|

Yes |:| No D

Yes D ‘No D
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Service Provider Information (continued)

[P

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.

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

e RO

S

(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 (€) 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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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 (b) Nature of | (C) Describe the information that the service provider failed or refused to
instructions) . Service : provide
: Code(s)

(@) 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

Séivice
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)
(complete as many entries as needed) .

a Name: ' 7 b EIN
C  Position: . %_
d Address:

Explanation:
C  Position:
d Address:

Explanation:
a Name:

C Position:
d Address:
Explanation:

Name:
C  Position:
d Address:

Explanation:

C Position:
d Address:

Explanation:




SCHEDULEH Financial Information OM No. 1210-0110
(Form 5500) , ' ~
Intermal Revenue Service This schedule is required to be filed under section 104 of the Employee 201 6
© Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Lab
Employee Beer‘::ﬁtsmggczrityaAZ;inistration Internal Revenue Code (the COde)'
Pension Benefit Guaranty Corporation » File as an attachment to Form 5500, This Form is Open to Public
Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending - 12/31/2016
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 D Employer Identification Number (EIN)
ST. OLAF COLLEGE : 41-0693979

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), 1¢(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions

(a) Beginning of Year (b) End of Year

a Total noninterest-bearing cash ...
b Receivables (less allowance for doubtful accounts):

(1) Employer contributions..................... eveeveererenee s ssasenees v 1b(1)
(2) Participant CONtDUIONS ..c........ov.oveeeeeeeeeeeeeeeeeeeeee e sesieeeee e 1b(2)
(B) ONer .
C General investments:. .
1) Ir;tfe(;z;t(—)gﬁ)aring cash (include money market accounts & certificates 1c(1) 323468 390286
(2) U.S. GOVEINMENL SECUMHES .......vveveoeeeeieieiereeeeesreesees e seeeesieseeeeesesees 1c(2)
(3) Corporate debt instruments (other than employer securities)’:
(A) PIEIEITEA ... e 1c(3)(A)
(B) Al OtNET .....ooeoeoeeeeee oo 1c(3)(B)
(4) Corporate stocks (other than employer securities): ( i
(A) PIEIEITEA ... e 1c(4)(A)
(B) COMMON. .......ooov. oo s e s 1c(4)(B)
(5) Partnership/joint VENture interests ...........cocovereveruevererevsessssisseseennens 1¢(5)
(6) Real estate (other than employer real Property)..............o.coeeevrerrerrrnes 1¢(6)
(7) Loans (other than to Participants) ..............coc.eeeeureeermeereereeeescereseeseeeeenes 1¢(7)
(8) Participant loans 1¢(8)
(9) Value of interest in common/collective trusts ......... e 1¢(9)
(10) Value of interest in pooled separate aCCOUNtS .............ccooeevreriereenenes 1c(10)
(11) Value of interest in master trust investment accounts ...............cccceeeen.. 1c(11)
-(12) Value of interest in 103-12 investment entities...............cco.cc.coocostereeen. 1c(12)
(13) \f/uarllléz)of interest in registered investment companies (e.g., mutual 1c(13) 7968870 v 8796229
(14) Value of funds held in insurance company general account (unallocated ro(t4)
[d0] 11 =T ) OO OO
(15) OtNET oo S e 1¢(15)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5§500) 2016

v.160205
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Employer-related investments: (a) Beginning of Year (b) End of Year

(1) EMPIOYET SECUMLES .......vvvvor oo seee e 1d(1) '

(2) EMPIOYET €@l PrOPEMY ........coveveveeveeeeeeveeeeeceeeaeseeees e eesieee s eneeens 1d(2)

Buildings and other property used in plan operation .............ccccceveenieneenneen. 1e

Total assets (add all amounts in lines 1a.through 1€) ..........ccccccoevererrereneee. 1f 8292338 9186515
' Liabilities

Benefit Claims PAYADIE..............ccvoveveiereeeieieeeeeeeeeee et 19

Operating PayabIES ............c.ccveveueiuerrerireiee et iees e ees th

ACQUISIION INAEDIEANESS .........evoveveeeeeee ettt 1i

OMNET HADIIES ... 1j

Total liabilities (add all amounts in lines 1g through1j) ...........cccocovovvvvvennee. 1k 0 0

Net Assets
Net assets (subtract line 1k from liNe 19) .......covvceiervenireicirneceeecreee I 11 | 8292338 9186515

Income and Expense Statement

2 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

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

(b) Total

1165088

406942

Income (a) Amount

Contributions:

(1) Received or receivable in cash from: (A) EMplOYers................ccooevuennnee 2a(1)(A) 855222
(B)  PartiCIDANES...........oveeeeeeeeeee e erenen 2a(1)(B) 300876
(C) Others (iNCIUAING FONOVETS).............veoveeeerieeeeeseeeeeeere e 2a(1)(C)

(2) NONCASh CONADULONS ... v 2a(2)

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3)

Earnings on investments:

(1) Interest: ) _

(A) lnterest—bearing cash (including money market accounts and 2b(1)(A)
certificates of depOSIt)..........coceerveitiieri e
(B) U.S. Government SECUMHES .............co...ovevveereereeeeeeeeeeeeeeeeres e 2b(1)(B)
. (C) Corporate debt instruments..................... e 2b(1)(C)
(D) Loans (other than to participants).................ccoceveueeiesveieeeeeeeenn 2b(1)(D)
(E) Participant 08NS ............ocovrviveieeeeeeeeeeeeeee s eve e ss e sseenaees 2b(1)(E)
(F)  ONEE oo 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F)........cocevmervecmererrennns. 2b(1)(G)

(2) Dividends: (A) Preferred STOCK.............ovvveeereeeereseeeseeeereseseeeseeseeseseesseene 2b(2)(A)
(B) COMMON StOCK..........eeeeeeeeeeeeeeeeeiee e JO 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds)............ 2b(2)(C) 406942
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D)

(B) RENES ...t ettt en e sens e enens 2b(3)

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds..................... 2b(4)(A)

. (B) Aggregate carrying amount (see instructions) «...............c.ce.ce.iveen. _2b(4)(B)
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ............... 2h(4)(C)

(5) Unrealized appreciation (debreciation) of assets: (A) Real estate...................... 2h(5)(A)
(B) Other . ..o et e 2b(5)(B)
(C) Total unrealized appreciation of assets. 2b(5)(C)

Add liNes 2B(5)(A) AN (B)........vvvveeeerrreeeeeeeeeeeseeeeeeeeoeeseessereiones
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_ (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...........| 2h(8)
(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9)
) ampanies (6. MUl TG e 2b(10) 124690
€ Other INCOME........eeiiiiiiirie ettt 2c
d Total income. Add all income amounts in column (b)and entertotal..................... 2d 1696730
Expenses

e Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............., 2e(1) 235375
477883

(2) To insurance carriers for the provision of benefits...............ccccccoiinny
T(B) ORI e
(4) Total benefit payments. Add lines 2e(1) through (3)..........ccccoooiiiiiniinny

713258

Corrective distributions (see iNStructions) ............cccccceviiiiniiiiiiiiniiin
Certain deemed distributions of participant loans (see mstructlons) ...............

>oQ

INtErest BXPENSE ......covviiiiicii s
Administrative expenses: (1) Professional fees............cocuvveveeerveerrecieerennnn,

(2) Contract administrator fees.............ccoceevviiiiiiiiiii

(3) Investment advisory and management fees................ccocoooii |
T(A) OFNET ..ot e e

(5) Total administrative expenses. Add lines 2i(1).through (4)......................]
] Total expenses. Add all expense amounts in column (b) and enter total .......|
Net Income and Reconciliation

89295
802553

894177

k Netincome (loss). Subtract line 2j from line 2d

| Transfers of assets:
(1) TOthis Plan.....cco.iieiieiiiiee e e
(2) From this PIAN.........coviiieeiei et

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):
(1) [] Unqualified  (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 |:| 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.

Comphance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete lines 4a, 4e, 4f, 49, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 4I.

During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.)....................

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
(61 3T=Ted T 1 T OO OSSO PP OSSP
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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.) ........cccccovicinvincencnnenen

d  Were there any honexempt 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.) . e s

Was this plan covered by a fidelity DORA?..........cccoiiiiiiii e e 4e X

f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF dISHONESTY? ...t et s e FOTUR

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?............cccoevereenneneeenecneenenn

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?...................

1 Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format requirements.) .....

] Were any plan transactions or series of fransactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUINEMENtS.) ..........ooouoiiiiiiii e s

K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? ...

I Has the plan failed to provide any benefit when due under the plan?............ccccccoriviiniinennnineens u-
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.107-3.) ottt e ettt ettt et

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.coovriiinnninnniniine
0 Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not
separated frOM SEIVICE? ...ttt e e e e
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 employer this year...................c...... |:| Yes E No Amount:

500000

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)

5c¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D No

D Not determined
(See instructions.)

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year .

| Trust Information

6a Name of trust 6b Trust's EIN

6C Name of trustee or custodian : 6d Trustee’s or custodian’s telephone number




