Form 5500

Deparimant of {he Treasury
Intemal Revenue Service

Department of Labor
Empluyes Benefils Sacurity

Penslon Benafit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit pians under secllons 104

OMB Nos. 1210-0110
1210-0088

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), 8057(b), and 8068(a) of the Internal Revenua Code (the Code).

» Complete all entrles In accordance with
the Inatructions to the Form §500.

2011

Thls Form is Open to Public

Inspection
| Part | I Annual Report Identification Information
For calendar plan year 2011 or fiscal plan year beginning 01012011 and ending  12/31/2011
A This retum/report is for: ﬂ a multismployer plan; [:] a multiple-employer plan; or
E(] a single-employer plan; D a DFE (speclfy) ____
B This returnireport is: (] the first retumiraport; [ tne final return/report;
|:] an amended relurnireport; D a short plan year refurn/report (less than 12 months).

C Ifthe plan is a collactively-bargained plan, CECK MEIE. . . . . . . vt r it et et et e et et et et et s e aaeaees

D check box if filing under:

Form §558;
D speclal extsnsion {enter description)

D automatic extension;

[] the DFVC program;

|_Partll | Basic Plan Information—enter ai requested information

1a Name of plan

DSRA BENEFIT TRUST FLAN

1b Three-digit plan 501
number (PN) »

1¢ Effective date of plan
08/01/2009

2a Plan sponsor's name and address, including room or suite number (Employer, if for single-employer plan)

DSRA BENEFIT TRUST

C/0 BOARD OF DIRECTORS

8 GRASMEREC ROAD
LOCKPORT, NY 14094

2b Employer Identification
Number (EIN)
26-4594868

2¢ Sponsor's telephone
number
810-629-1835

8 GRASMERE ROAD
LOCKPORT, NY 14094

2¢ Business code (see
instructions)
525920

Cautlon: A penalty for the late or Incomplete flling of this returnireport will be as

d unless roasonablo causoe Is established.

Under penalties of perjury and other penallies set forih In the instructions, | declare that | have examined this return/report, Including accompanylng schedules,
statements and Wchmants as well as the electronic verslon of this return/report, and to the best of my knowledge and bellef, It Is trus, correct, and complete.

s | e, Lttign oA

J0-/2-2a%l JAMEQ‘ A

/%% Bl ctd

; re of plan admlnlstrstor Date

Enter name of individual signing as plan administrator

SIGN

o et geklor

(2 pyal J’may .4

W e rest

HERE

Enter name of individual signing as employer or plan sponsor

fat employer/plan s n!s//or e Date
sioN /w” “Lvﬂ-— Lolisti>-

mma‘i ﬁ'

Z andes,

HERE

Blgna}(ro of DFE

Date Enter name of individual signing as DFE

For Paperwork Reduction Act Nottc&’and OMB Control Numbors, soe the instructions for Form 5500,

Form 6600 (2011)
v.012811




Form 56500 (2011)

Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter “Same")

DSRA BENEFIT TRUST

C/O BOARD OF DIRECTORS
8 GRASMERE ROAD
LOCKPORT, NY 14094

3b Administrator's EIN
26-4594868

3¢ Administrator’s telephone
number
810-629-1835

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 5061
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6c, and 6d).
A ACHVE DAMICIPANES........... insssisssiisvosssmis s e s s B s P s R R s s vy D@
b Retired or separated participants receiving benefits...............cocoocvvriiviieeriniirinieieissiensnns 6b 4701
C Other retired or separated participants entitied to future BeNEfits.............c.cco.courerieiviimrinresesnres e sessecssisesssesssssessensissionsenn] | OC 7074
d Subtotal. Add lINES 6, BB, GNA BC.............o.emririrrinrersessemiemesiesessesss s sssssesssssssssessessesssesssssssssnsresssssssensessensessessssssassssssssece]  OC 11775
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.............cccoeieiinicniciiininnn. 6e
f Total. Add lines Bd and 6.:.::sssmsmismmmimrassamnm R G e s OF 11775
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS HEM)........oiuiiieisciiesiste st es e ses et es et st ess et ses et seses st e s ees e es et eer b ssssnsesb s ns s srs e 6g
h  Number of participants that terminated employment during the plan year with accrued benefits that were
T T L e L R —— .. 1)
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ....... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
4A 4B 4D 4E 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) I Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
4) l General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

() [] R (Retirement Plan Information)

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

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

m [

(b)) |
3)

H (Financial Information)

I (Financial Information — Small Plan)
ﬁ _5 A (Insurance Information)

4) C (Service Provider Information)

(5) I D (DFE/Participating Plan Information)

(6) G (Financial Transaction Schedules)




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Depariment of Labor R
Employee Benefits Securily Administralion P File as an attachment to Form 5500.
Pension(BenefiiGuarantjjCorporation } 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 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 501
DSRA BENEFIT TRUST PLAN plan number (PN) b
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DSRA BENEFIT TRUST 26-4594868
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 |1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
BLUE CROSS BLUE SHIELD OF MICHIGAN

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN : A - persons covered at end of
code identification number policy of contract year (f) From (g) To
38-2069753 54291 CLUSTER 0257 5733 01/01/2011 12/31/2011

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

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

87952 162950

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

CATHY J.CONE 7941 KATY FREEWAY, SUITE 410
HOUSTON, TX 77024

(b) Amount of sales and base Fees and other commissions paid

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

19301 81445 3

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

AMY A. CONE 7941 KATY FREEWAY, SUITE 410
HOUSTON, TX 77024

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
68651 81505 3
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611



Schedule A (Form 5500) 2011 Page 2 - | |

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2011 Page 3

Part 1l Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at Year €N .......................cccooovvreivvrrrvcsnenees 4
5 Current value of plan's interest under this contract in separate accounts at Year 8nd .........c..co.oceueceeosriessierssisneneniees 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier................. e | .. |
C  Premiums due but unpald at the end of TNE YBAN ... e 6¢
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, €Nter aMOUNL. ..........c.occo it e
Specify nature of costs
€ 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 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) I:] immediate participation guarantee
(3) |:| guaranteed investment (4) D other b
b Balance at the end Of the PreViOUS YOAT ..................cccoecooveerserecseeeeseseierssereesessesersesssseseeseasssseserssssoeisssseees] 1D
C  Additions: (1) Contributions deposited durmg the VEAT.....oonrenssoiiissti bt 7c(1)
(2) Dividends and credits ...........oo.oveveveeevecrnsienreninenes .| 7c(2)
(3) Interest credited dUNG the YEAT...........c..ccovvererreerererssssseecsesseesesensraseon 7¢(3)
(4) Transferred from separate aCCOUNt ..............ccc.ovvvevurirrerieeesrceeeiereeee e 7c(4)
(5) OthEr (SPECITY DEIOW)......cvveverveeiressresresseessseserseessssessssessossesssassiesssensenn] 1C(D)
>
(8)TOtAl AATIIONS ......c..ocvoeaece e es s es s arrseees 7c(6)
d Total of balance and additions (AAd b AN C(6)). ............c.ccuimrerimieeeeeeeeseteeesteeesesseasteseae s seees s eeesasns st s sssbssans I 7d
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 78{1)
(2) Administration charge made by Carrier.........c...cov.ovuevviineeineesienses i Te(2)
(3) Transferred t0 SEPArate ACCOUNt .............cooovveerrecreoreesreeseeresesrieesrrennernnnen] 1€(3)
(4) Other (SPECIfY BEIOW).........vv.oveeeeesceeeeeseeeeeseeeersenrsessessesnesessssessnsennnnennnnn]_1€(4)
14
(5) Total deductions .. 7e(5)
f Balance at the end of the currenl year [subtracl e(S) frorn d) r 7f




Schedule A (Form 5500) 2011

Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental Cc D Vision d |:| Life insurance
e D Temporary disability (accident and sickness) |:| Long-term disability g D Supplemental unemployment  h B] Prescription drug
D Stop loss (large deductible) j D HMOQ contract k D PPO contract | [] Indemnity contract
m |:| Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNE reCeIVED.......cccovvvriirriireirerene e 9a(1) 47565306
(2) Increase (decrease) in amount due but unpaid............c.cccocvvciericneenn]  9a(2)
(3) Increase (decrease) in uneamed premium reserve. . 9a(3)
Y L L (L TR o L ) TG — - ———— T 47565306
b Benefit charges (1) Claims paid ..............cveruniimiienierieeinnienns 9b(1) 39517469
(2) Increase (decrease) in Claim reSEIVES............cceuivinieuniiiniinaiinas 9b(2) -114271
(3) Incurred claims (add (1) and (2))-uwsmsmssmimmisEmsir sl DS 39403198
(4) Claims charged 9b(4) 37291327
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .....vvre ettt bttt 9c(1)(A)
(B) Administrative service or other fees .............ococeerevvrieenene 9c(1)(B) 3715205
(C) Other specific ACQUISIION COSES...........vvceecerreereeresrereeen 9c¢(1)(C)
(D) Other expenses.. 9c(1)(D) 585917
(E) Taxes... 9c(1)(E)
(F) Charges for nsks or other contmgenctes 9c(1)(F) 1189133
(G) Other retention ChArgES ............ovevecveerveeeiseeseess s 9¢(1)(G) 2181365
(H) TOUAI TEIBNLION ......cvveeeiiet ettt ettt se st eaes et e st sss e sessaes s esassas et et esesarseses et enaeareneasnesaesansaneen 9¢(1)(H) 7671620
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or[:] credited.) .....cooeeeene 9¢(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) 2734028
(3) Other reserves .. e 9d(3)
€ Dividends or retroactlve rate refunds due (Do nol mclude amount entered in 0{2) ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a
b if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount...............ccceeere 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?............. D Yes No

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



SCHEDULE A Insur
(Form 5500)

ance Information OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2011
Department of Labor
Employee Benefits Securily Administration P 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 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011

A Name of plan B Three-digit 501

DSRA BENEFIT TRUST PLAN plan number (PN) »

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

D Employer Identification Number (EIN)
26-4594868

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
HARTFORD LIFE AND ACCIDENT

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN ] it persons covered at end of
code identification number policy or contract year (f) From (g) To
06-0838648 70815 395285G 1301 05/01/2010 04/30/2011

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

62356 18062

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

CONE INSURANCE GROUP, INC. 7941 KATY FREEWAY, SUITE 410

H

OUSTON, TX 77024

Fees and other commissions paid

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

(d) Purpose (e) Organization code

31178 9031 BONUS PAID 3

{a) Name and address of the agent, bro

ker, or other person to whom commissions or fees were paid

DONALD TRUDEAU 300 FIRST STAMFORD PLACE, SUITE 201
STAMFORD, CT 06901

(b} Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
31178 9031 [BONUS PAID 3
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611



Schedule A (Form 5500) 2011 Page 2 -] |

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

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

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

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

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2011 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account at Year @nd..............oooovevreminmenseiioninessnnes 4
5 Current value of plan's interest under this contract in separate accounts at Year €Nd ..............c.ccveuerieieriinrsroreremeeossnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b  Premiums paid to carrier.. OO UU U OUO U PUOVOTURSURUROSRRRRORY (N - ¢
C  Premiums due but unpald at the end of BN YEEBK ..ivveetee ettt e e e e eaaa 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 amMOUNL...........coociiiiiiiiiiii i
Specify nature of costs P
e Type of contract: (1) |:| individual policies 2) D group deferred annuity
(3) I:] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) D immediate participation guarantee
(3) |:| guaranteed investment (4) D other »
b Balance at the end of the previous year .. — | 7b
C Additions: (1) Contributions deposited dunng the year
(2) DIVIAeNds aNd CrEAItS ............ooveveiseveesresssseisssessssseissssssssiinssssseeioseeinnen] 1 C(2)
(3) Interest credited during the YEar.............cccocovcevinivcveceeiviesseceisssensienen] 1C(3)
(4) Transferred from separate aCCOUNt ...............cccooorvvvcrienriscreenionsissereiinenne] 1C(4)
(5) Other (specify below)............co....... 7¢(5)
>
(6)Total additions .. e OO OP O OOPSROSOOUY o~ ()
d Total of balance and addltlons (add b and c(6)) ...................................................................................................... I 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year Te(1)
(2) Administration charge made by Carmier............cc.cccoovvernnsecseennsiennn]_1€(2)
(3) Transferred to SEPArate ACCOUNE ..........ovv.ovverereeresreseesnrseenessssnssssnsennsennenn] 1€(3)
(4) Other (SPECITY DEIOW)..........vereeereeereerreeesseseesesesssesnsesesssesnensssssnsnsencen ] 1€(4)
>
(5) Total deductions .. L ORRRN.  (-) { ) |
f Balance at the end of the current year (sublract e{5) from d) | 7f




Schedule A (Form 5500) 2011 Page 4

Part lll

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 lype (check all applicable boxes)

a D Health (other than dental or vision) b D Dental c D Vision d B] Life insurance
e |:| Temporary disability (accident and sickness) I:] Long-term disability g D Supplemental unemployment  h D Prescription drug
I___l Stop loss (large deductible) j D HMO contract k I:l PPO contract ID Indemnity contract
m [ ] Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) AMOUNt rECEIVEM. ........ccvverrirrieiiririrrirrinneesceinseeanneenend 9a(1)
(2) Increase (decrease) in amount due but unpald i) 9a(2)
(3) Increase (decrease) in uneamed premium reserve.............ccvevereeeneee]  9a(3)
(4) Earned ((1)+(2)- () nancsim i s s e s Da8)
b Benefit charges (1) Claims paid .............cccocviierirvriciniieieriiinen i 9B(1)
(2) Increase (decrease) in Claim rESerVeS........c.coovooreeeeeeeniecosisesnenaenene]_ 90(2)
(3) Incurred claims (Add (1) @R (2)) .....ovrverrririieiirerinieesiessrie s sessresessessssessssssssessesesssssnsssassssssnsseasneanne]_ 9D(3)
(4) Claims charged... B e IR -
C Remainder of premium: (1) Retentlon charges (on an accrual baS|s) &
(A) Commissions................ ———————————— i T, | [ | (7.
(B) Adm1nistratrve service or Dther faes v 9C(1)(B)
(C) Other specific acqUISItion COStS ............o..ccvvrrvrirrvrcreerrrcsssnnennnn ] DC(1)(C)
(D) Other @XPENSES ..........ccoverivereesieeiereernsssinsesssssesssnienssssnssnnenennn] SC(1)(D)
(E) Taxes... S—— " o ) ()]
(F) Charges for nsks or other contlngencles e k- (5]
(G) Other retention Charges ..........cc.cveereervcesseessressseeserenssennseenee] IC(1)(G)
(H) TOAI FEIENHON ...ttt et e en et st entem s ent e esentemes et et s sn st esebsnbetesebs s ararssnses 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement... .| 9d(1)
(2) ClAIM FESEIVES .....cireiie ettt ettt e tets s et e ac b es e one et bbb s s ekt 2o b et b e sae ettt en e 9d(2)
(B) OFNET TESEIVES ......oovieiit ettt et eaietca bt sb et ease b b che e e b b eb e bkt b et et £ 1 oes et h et st s s b s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in €(2).) ..., 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 0 CAITIEr .............cooiiiiiiiiiie e sn e 10a 519632
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..........cccc.cccoveneee 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?............. D Yes No

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



SCHEDULE A
(Form 5500)

Insurance Information S

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

Depariment of the Treasury
Internal Revenue Service

2011

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension{Baneiit,Cuaranfy/Cofporatior » 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 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011

A Name of plan

B Three-digit 501
DSRA BENEFIT TRUST PLAN

plan number (PN) 14

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

D Employer Identification Number (EIN)
26-4594868

Part] | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier
NATIONAL GUARDIAN LIFE INSURANCE COMPANY

o) En @mac [ @ canator [ e e [ e
policy or contract year 9
39-0493780 66583 29352 5806 01/01/2011 12/31/2011

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

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

10279

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

9000 KEYSTONE CROSSING, SUITE 910

FIRST PERSON, INC.
INDIANAPOLIS, IN 46240

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

{b) Amount of sales and base
commissions paid

6884 3

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

CONE INSURANCE GROUP, LLC 7941 KATY FREEWAY, SUITE 410
HOUSTON, TX 77024

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

(b) Amount of sales and base
commissions paid

3395 3

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (¢) 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) 2011 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at year end............cocooverecnivcnsionciicsiinnes 4
5 Current value of plan's interest under this contract in separate accounts at Year end .............c..ccceviioriniiiinecsn i 5

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

b  Premiums paid to carrier................ OO OO UOUORROSOURUUORROROPRORY I : | o)
C  Premiums due but unpald at the end of the year.. corrernenen] BC
d  Ifthe carrier, service, or other organization |ncurred any specnf ic costs in connection W|th the acqmsntlon or 6d

retention of the contract or policy, enter amount...

Specify nature of costs P

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

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

b Balance at the end of the previous year ...................... I 7b
C  Additions: (1) Contributions deposited during the year...........c.ccocvviviniiiecns 7(:(1)

(2) DIVIENAS @NA CrEAILS ..ot e eereri e 7c(2)

(3) Interest credited during the year-...... . Te(3)

(4) Transferred from SEPArate ACCOUNt ...........coovvvcvrvcrmsveemsseeerssrrmssseesseeesseene] 1 C(4)

(5) Other (specify below )i simisn s Tl

»

(6)Total additions .. R T e R SR s s (O]
d Total of balance and addmons (add b and c(G)) 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 ..........vv.evereeeerreesreimsirnsseseesensessessessensseens 7e(3)

(4) Other (SPECITY DEIOW)..........ovvvvreereieeesensiesiesseeressssssnmesssssssesessassenneenene]1€(4)

4

(5) Total deductions .. e R S T R e, 11 BLD)

f Balance at the end of the current year {subtract e(5} from d) e I 4 i




Schedule A (Form 5500) 2011 Page 4

Part lll | 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 D Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
I:] Stop loss (large deductible) i D HMO contract k D PPO contract [ D Indemnity contract
m I_—_l Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNL FECEIVEM. .. .......ovvruirenrnsirrinnneserisirecrissensecenenenne]_ 9aA(1)
(2) Increase (decrease) in amount due but unpa|d ...................................... 9a(2)
(3) Increase (decrease) in uneamed premium reserve............c.o.oecerceniennd  9a(3)
(8) EAMNEA (1) + (2) - (B)) cvvvrrresereresrereeesreeessssseeesessssessseseseeeessssseseesesesenssesseseseesesessessssesssssesesessssssssesssseessse]_ 98(4)
b Benefit charges (1) Claims Paid..........cc.cccoc.vvvevveieiricieiesinnecsensenenivnnnn] 90(1)
(2) Increase (decrease) in Claim FESEIVES............oe.ouveereremrerrerensenrensennnnennd IB(2)
(3) Incurred claims (add (1) and (2)).. 9b(3)
(4) Claims charged... R S o S S S S S 9b(4)
C Remainder of premium: (1) Relentlon charges (on an accrual basts) -
(A) Commissions............... ] DG LIAY
(B) Administrative service or other fees —————— - )11
(C) Other specific acquisition costs 9¢(1)(C)
(D) OhEr EXPENSES........oov.covcevereessveseeseresneesseessemsesrssssiesneseensessnennn)_9C(1)(D)
(E) Taxes... OO I+ 4 ) [ =) |
(F) Charges for nsks or other contmgenmes S I 4 [ )]
(G) Other retention charges . 9c(1)(G)
(H) Total retention .. e 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| pald in cash, or D credited. ) 9¢(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 reiroactwe rate refunds due {Do not |nc|ude amount entered in c(ZJ } 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier ........c..cooieeiiiii e 10a 413243
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount............................ 10b

Specify nature of costs P

| PartIV | Provision of Information

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

ﬂ Yes

No

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



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). 2011
Department of Lab
Employee B:r‘\)eafils SegcgrilyaAz:ninistration b File as an attachment to Form 5500.
Rension|Benefil\Guaranty/Corgoration » 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 2011 or fiscal plan year beginning  01/01/2011 and ending 12/31/2011
A Name of plan B Three-digit 501
DSRA BENEFIT TRUST PLAN plan number (PN) »
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DSRA BENEFIT TRUST 26-4594868
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 1! and (Il can be reported on a single Schedule A.

1 Coverage Information:

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

() NAIC (d) Contractor (e) Approximate number of Policy or contract year
(b) EIN . b persons covered at end of
code identification number policy o contract year (f) From (g) To
06-0974148 88072 AGP-006038 683 01/01/2011 12/31/2011

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

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

8259 0

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

CONE INSURANCE GROUP, LLC 7941 KATY FREEWAY, SUITE 410
HOUSTON, TX 77024

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

6488

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

INSURANCE STRATEGY, INC. 6360 PEARL ROAD
CLEVELAND, OH 44130

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1771
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2011

v.012611
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2011 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at Year @nd...........cc.oiivieiomiiimniinesiaiin 4
5 Current value of plan’s interest under this contract in separate accounts at Year €nd ................oooevereiereiisiarersssenssssreens 5

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

b  Premiums paid to carrier.. OO U U UUURUUPUROTRTOTORPYORORPPRORY [ ¢ 1 ¢

C  Premiums due but unpald at the end of the year.. O (.

d  Ifthe carrier, service, or other organization mcurred any specnf c costs in connection W|th the acqunsmon or 6d
retention of the contract or policy, enter amount... B . SRS S -

Specify nature of costs P

e Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
(3) |:| other (specify) »

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) I:l deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment (4) |:| other »
b Balance at the end of the PreVOUS YOaT .................cccceeeorecereeeeoreereeseseeersesessseesessssieeesessssseossssiesiossiiess] 1D
C  Additions: (1) Contributions deposited dunng the Year.......ocoveveveveeeeecees 7c(1)
(2) Dividends and Credits..iusiismaiiimnsiiissiviinsinssmians] 1 C(&)
(3) Interest credited dUrNg the YEAT...........c..co.oveeeecveereseieeeeeees s e essers s 7c(3)
(4) Transferred from separate aCCOUNt ..............cccoowrvvvervenssncrensionninnesnieniies] 1 C(4)
(5) Oher (SPECITY DEIOW)..........ovuverreveceieierscsiseenes e ise s sss s s s sseriaesns 7c(5)
>
(6)Total additions .. " 7c(6)
d Total of balance and addltlons (add b and c(G)) ...................................................................................................... | 7d
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CaImIer..............covoeveecrieveereesrer e vsrereeienss 7e(2)
(3) Transferred 10 SEParate aCCOUNt .............coovverrcessverereesmmrssseensnsseesieencnen] 1€(3)
(4) Other (SPECIfY BEIOW)..........covervvereirserersinisssisersenssssesssnessssssensnssseesseene ] 1€(4)
»
(5) Total deductions .. PSR ———— - )]
f Balance at the end of the current year (sublracl e[5) from d) I 7f




Schedule A (Form 5500) 2011

Page 4

Part lll | 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[] pental

e D Temporary disability (accident and sickness)  f D Long-term disability

[] Stop loss (large deductible) j |:| HMO contract
m E] Other (specify) P SUPPLEMENTAL MEDICARE

Cc

k

|:| Vision

|:| PPO contract

d D Life insurance
g D Supplemental unemployment  h D Prescription drug
| D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received.. 9a(1)
(2) Increase (decrease) in amount due but unpald 9a(2)
(3) Increase (decrease) in unearned premium reserve.... .1 9a(3)
UL I ——————l T
b Benefit charges (1) Claims Paid...........cccocvevviecrinrreenieiesinssssessecsensineineee] 9B(1)
(2) Increase (decrease) in claim reserves... sy OBLE)
(3) Incurred claims (add (1) NG (2)) .....ovrevcvcreceeimemsenres s sesssssessessessessssssssses s ssssssensessassssssssesessesseesnsen | 9B(3)
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ......oovoeiieiiri oo eeeeeseeseer et esems s et sess e b ssesebeseens 9c(1)(A)
(B) Administrative service or other fees ................ooccevveveriecrnarencinenn]_9€(1)(B)
(C) Other Specific ACqUISIION COSES ..........vvveveeerereerreesserssesseserennennnnn] IC(1)(C)
(D) OthEr @XPENSES .......ovrvveereveereerrrsserrsserssseesesessnensnsessesssnnnesnnnnnne] IC(1)(D)
(E) Taxes... R 9c(1)(E)
(F) Charges for nsks or other contlngen0|es 9c(1)(F)
(G) Other retention Charges .............ooveeneeveieeeessciessrinsesisienrisnnienee]. JC(1NG)
(H) TOLAI TELENLION ........vvveviveeeeiserer e e ties e s sebee st essst st e b bsste b bes s sssas b sssssba st b ebssbensbidbab bt s bbb b 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....ccccoeeens]  9c(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 retroactwa rate rafunds due (Do not |nc|ude amount entered in c(2} ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier .. R 10a 587644
b If the carrier, service, or other organization incurred any specn" c costs in connection wnth the acqwsmon or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount.. 10b

Specify nature of costs P

| PartIV | Provision of Information

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

|:| Yes

No

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



SCHEDULE A
(Form 5500)

Depariment of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

D File as an attachment to Form 5500.

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2011

This Form is Open to Public

Inspection

For calendar plan year 2011 or fiscal plan year beginning

01/01/2011

and ending

12/31/2011

A Name of plan
DSRA BENEFIT TRUST PLAN

B Three-digit

plan number (PN) »

501

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

DSRA BENEFIT TRUST

26-4594868

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

EXPRESS SCRIPTS INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
{b) EIN ) i ; persons covered at end of
code identification number policy or contract year () From (@) To
43-1420563 60025 01090 548 01/01/2011 12/31/2011

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

12544

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

CONE INSURANCE GROUP, LLC

7941 KATY FREEWAY, SUITE 410
HOUSTON, TX 77024

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

{c) Amount

(d) Purpose

(e) Organization code

2040

3

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

FIRST PERSON, INC.

9000 KEYSTONE CROSSING, SUITE 910
INDIANAPOLIS, IN 46240

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

10504

3

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

Schedule A (Form 5500) 2011

v.012611
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2011 Page 3

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

this report.
4 Current value of plan's interest under this contract in the general account at Year @nd.......ccooviveerrminonicsoniinninons 4
5 Current value of plan’s interest under this contract in separate accounts at Year @Nd ............ccovueiiiiiiinsnasnsnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums paid t0 CAMIET...........coviveiieececveieieese e st st ssi et s ssssesss e sb st es s ss s sssssissssesssssessienssassessiescresiacse | OB
C  Premiums due but unpald at the end of the year.. v T
d  If the carrier, service, or other organization |ncurred any specn' ic costs in connection w1th the acqunsmon or 6d
retention of the contract or policy, enter amount... — N S S A RS S
Specify nature of costs P
e Type of contract: (1) I:l individual policies (2) |:| group deferred annuity
(3) D other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) |:| other b
b  Balance at the end of the previous year .. ] 7b
C Additions: (1) Contributions deposited dunng the year
(2) DIVIAENAS BN CrEAIS ......vvvvvvvveerereeesseessiessseesssesssseeesssessseessseressennsseenee] 1 C(2)
(3) Interest credited dUMNG the YEaT..........cco..evewriemrreresrieesemesssmssssressseenseene] 1C(3)
(4) Transferred from SEPArate aCCOUNt ...........co.vvviivrcorieiesssirmesisensennionne]1C(4)
(5) Other (specify below) 7c(5)
4
(B)TOtAl ADAIIONS ........eeovereeeeeerrceer e e OSSO USSR 7c(6)
d Total of balance and additions (add B AN €(6)). «.........ooererecccccererriesesereceeesesssesesessceeesssesesssssessssssesesssssssessesease] 10
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carmier............coccoovceveinvirscriniinssenseennn]_1€(2)
(3) Transferred t0 SEPArate ACCOUNt ...............cccoovvvverrrvecresressenmsssseneseenseen) 1€(3)
(4) Other (SPECITY DEIOW)......co.vererrevreeressseeesieensisssseinssssesiessessissssnssssssenennns] 1€(4)
4
(5) Total deductions .. eSO OTOUPROOUPUURUPOPOY - )
f Balance at the end of the current year (subtract e{S) from d} 7f




Schedule A (Form 5500) 2011 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 D Dental Cc |:| Vision d D Life insurance
e D Temporary disability (accident and sickness)  f [] Long-term disability g D Supplemental unemployment  h @ Prescription drug
D Stop loss (large deductible) i D HMO contract k l:l PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNt reCeived. .........coovvevrerrnrnriniereerernensressnsiseresinenneenn]  98(1)
(2) Increase (decrease) in amount due but unpald v 92(2)
(3) Increase (decrease) in uneamed premium reserve..........cccoocveceeenener.]  9a(3)
(4)Earned((1)+(2)(3))] 9a(4)
b Benefit charges (1) Claims paid...........cccooorrreeinensieeciriesinsierensenininenen] 90(1)
(2) Increase (decrease) in €laim reServes............ccooeevvecerreeceecvecrareenieenne] 90(2)
(3) Incurred claims (add (1) and (2))..... 9b(3)
(4) Claims charged... ; 9b(4)
€ Remainder of premium: (1) Retentlon charges (on an accrual basns} -
(A) Commissions............... s SGLTIR)
(B) Administrative service or other fees E———————————
(C) Other specific acqUISIION COSES ............ovvvvvernrrriricrreasssensenneeeneen] 9C(1 )(C)
(D) OhET BXPENSES .......vooveeserereerreerireeesseensresessressreesssienesnsenerenneneenn] 9C(1)(D)
(E) Taxes... SRR "1+ 4} [ ()]
(F) Charges for nsks or other contlngenmes SS— L ({3
(G) Other retention charges 9¢(1)(G)
(H) Total retention .. e ] 9E(INE)
(2) Dividends or retroactive rate refunds (These amounts were D pald 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) Claim reserves.. 9d(2)
(3) Other reserves .. 9d(3)
€ Dividends or retroactive rate refunds due {Do not |nc|ude amount entered in c{2) ) 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier .. 10a 539589
b If the carrier, service, or other organization incurred any specﬁ" ic costs in connecllon wnh the acqwsmon or
retention of the contract or policy, other than reported in Part |, item 2 above, report amount. ..........c.ccccvininne 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? .............

D Yes No

12 If the answer to line 11 is “Yes," specify the information not provided. »
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SCHEDULE C Service Provider Information
(Form 5500) 2011
Depariment of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Benefis. ggczrityaAg:ninistraﬁon P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Cor Inspection.
For calendar plan year 2011 or fiscal plan year beginning 01/01/2011 and ending  12/31/2011
Aosgingor\EEE? TRUST PLAN e 501
plan number (PN) 14
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
DSRA BENEFIT TRUST 26-4594868

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).. .. ............ I:l Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

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

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

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2011
v.012611
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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).

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

MARSH ADVANTAGE AMERICA

13-3109248
(b) (c) (d) (e) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
13 NONE 666112
YesD No YesD No[l Yesl:l NoD
(a) Enter name and EIN or address (see instructions)
KREIG DEVAULT LLP
35-1055087
(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). Ifnone, enter -0-.
29 NONE 173167

Yes I:l No

Yes D No []

Yes D No D

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

SATERLEE,STEPHENS,BURKE & BURKE LLP

13-1810943
(b) (c) (d) (e) 4] (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 sSponsor) disclosures? compensation for which you |estimated amount?
answered "Yes” to element
(f). If none, enter -0-.
29 NONE 110844

Yes D No E

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).

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

COMERICA BANK

38-0477375
(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
(). If none, enter -0-.
21 NONE 09472
YesD No YesD NOD YesD NOD
(a) Enter name and EIN or address (see instructions)
T. ROWE PRICE ASSOCIATES
52-0556948
(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. [f 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-.
Yes[] No[X| YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)
GRANT THORNTON
36-6055558
(b) (c) (d) (e) 4] (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 SpONSOor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
10 NONE 22385
YesD NOE Yesl:l NOD Yesl:] 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).

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

FIRST PERSON BENEFIT ADVISORS

35-2045879
(b) (c) (d) (e) 4] (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-.
16 NONE 152602

Yes D No

Yes D No D

Yes D No D

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

BCBS MICHIGAN PT D ERRP COMMISSIONS

38-2069753
(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 NONE 621176
Yes[l N°|Z| YesD NOD YesD NOD
(a) Enter name and EIN or address (see instructions)
(b) (c) (d) (e) 4] _ (h)

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

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

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part| [Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) service Codes
(see instructions)

(c) Enter amount of indirect
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
(see instructions)

{c) Enter amount of indirect
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
(see instructions)

(c¢) Enter amount of indirect
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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| Partll | 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 | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Termination Information on Accountants and Enrolled Actuaries (see instructions)

Part lll
(complete as many entries as needed)
a Name: b EIN:
C  Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C  Position: .
d Address: e Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: e Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: @ Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depariment of Labor
Employee Benefits Security Administration

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).

2011

) File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspectlon
For calendar plan year 2011 or fiscal plan year beginning  01/01/2011 and ending  12/31/2011
A Name of plan B  Three-digit
DSRA BENEFIT TRUST PLAN plan number (PN) b 501

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

26-4594868

D Employer Identification Number (EIN)

Part| [Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(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 |Es do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..o e 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYET CONTIBULONS .......ovovvovecerereocesstscoseecssesessessesssssssesssnsesessesaes 1b(1)
(2) Participant CONtrDULIONS .............vvrerirerreriosirecniones 1b(2)
() Oher s e s e 1b(3)
C General investments:
(1) Interest-bgaring cash (include money market accounts & certificates 1c(1)
Of AEPOSIL) ...t
(2) U.S. GOVEINMENt SECUMHES..........cv.veeeeerreeerrseseessesssssesssseesesenseessssensessens 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PrEfeITed ........o..vivvimrirrniriomsssiisssisnsessesssssssssssssssionssissonsssensceenssins | 1C(S)A)
(BY All OHNET .......coovverevenieosecaesssessssssessssesssssss s 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Prefermed ... ..ot ettt st 1c(4)(A)
(B) COMMON .oreorrveeiersereesereererssssesesssmnesseessesssesessssssonssessemmsssesseesenmneene | 1C(4)(B)
(5) Partnership/joint venture interests ..................... 1¢(5)
(6) Real estate (other than employer real property) ............ccccevviviniicnicnenan. 1¢(6)
(7) Loans (other than to participants) .............cc.ccevueuerevereesereeie e 1¢(7)
(8) PartiCipant I0ANS ..........cvcvvereevsiiesiesieses s sesssssses et essessessessessnsessssensasenis 1¢(8)
(9) Value of interest in commOon/ColECtiVe trUSS...............o.oovervoeeeieronsierians 1c(9)
(10) Value of interest in pooled separate acCoUNts ...............ocoeeveeeevervrvnna: 1c(10)
(11) Value of interest in master trust investment accounts .................cc...... 1c(11)
(12) Value of interest in 103-12 investment entities .. 1c(12)
) Yuan'ﬁi)‘.’f.'?.‘f'..ef‘..'.'.‘..’.‘T’.‘.’.‘f.‘?f.‘i‘f..'Tﬁ?f‘.’.,".‘.’i?‘..?.‘.’.T‘.‘.’f’.’.‘.’f.s...‘f.‘t‘...T“‘”a' 1e13) 7777184 16490028
(14) Value of funds held in insurance company general account (unallocated 1c(14)
CONIACS )imimimamviramimssr i s AT S
(15) Oher i e R o ra  aaiis 1c(15)

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

Schedule H (Form 5500) 2011
v.012611
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1d Employer-related investments: {a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUMHIES ...vvvvvovecrereeeeereresessesessesenesressennssesesessnessnssensssnssennees | 19(1)
(2) Employer real property e 1d(2)
€@ Buildings and other property used in plan operation..............ccccccovirniiiiininns 1e
f Total assets (add all amounts in lines 1a through 1€) .........c..oecrrevreerernnenes 1f 7777184 16490028
Liabilities
g Benefit Claims Payable ...........c.cocoiurrmirrr i 19
N OPErating PAYADIES ...........ovevececereceeeeeaeeeee e 1h
i ACQUISIION INAEDLEANESS ........oeeeeeeeeit oo e ves ettt 1i
j Other liabilities 1j
k Total liabilities (add all amounts in lines 1g through1j) ............covvervcerrcreanns 1k
Net Assets
| Net assets (subtract line 1k from liN€ 16).......occoiiiiiiiiiiiiie s | 1l | 7777184 16490028

I Part Il |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 complete
lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) EMpIOYers.........c..cccccovervinrnrns | 28(1)(A)
(B) PartiCiDants ............cooccrvveereeisererisscsiesseesssneinseesssemsssnssssesssnnesasnnssnnees | 2801)(B) 19968172
(C) Others (iNCIUdINg rOllOVErS)...........oovviovrverereerecreeienriesrieeseiiesneisnneinnnne | 28(1)(C) 43979808
(2) NONCASH CONMIDULONS ........covoevrereririre e es et esseessse st serees 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a{2) 2a(3) 63947980
b Earnings on investments:
(1) Interest:
(B Cenicaton of depamity e I e 20(1)(A) 574
(B) U.S. GOVEMMENt SECUMHES .......cvvcvvverreieerrerrcreessiessrnreesensssansiesons 2b(1)(B)
(C) Corporate debt INSIUMENLS ..........ccu.vviieerieriereireeiesieessisrens e sscserens e 2b(1)(C)
{D) Loans (other than to PartiCipants) ..............ccevvvevemsssenrenreeaseessrennns 2b(1)(D)
(E) Participant I0aNS ..........cccovveeeeeerreeireceessiecsessieis 2b(1)(E)
(F) Other.....cocen. 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F) ........coveeevverererererrnnnn. | 2D(ING) 574
(2) Dividends: (A) Preferred StOCK..............cccoiviviiriiimsimsssimsssmsssseessernsiens | ZD2NA)
(B)  COMMON SIOCK w...eeceveeeerreereeeeeseneeessesesereessnsessssssssssssssncsssnessesnsnnees | 2D(2)(B)
(C) Registered investment company shares (e.g. mutual funds).............. 2b(2)(C) 349387
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 349387
(3) ReNtSiisin i s s is] - 2D(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...............co...... 2b(4)(A) 10045475
(B) Aggregate carrying amount (see instructions)............. 2b(4)(B) 10040065
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................| 2b{4}C) 5410
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2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate........................

(B)  Otheruimmm st b e i
(C) Total unrealized appreciation of assets.

Add lines 2b(5)(A) and (B)...........cccoueiiiiiiiirc
{6) Net investment gain (loss) from common/collective trusts............cccoceennn
(7) Net investment gain (loss) from pooled separate accounts.............cc.coceeue
(8) Net investment gain (loss) from master trust investment accounts ...........
(9) Net investment gain (loss) from 103-12 investment entities......................

(10) Net investment gain (loss) from registered investment

companies (€.g., mutual funds)..........ccciiviiiiinini s
C OthEriNCOME. ......oriviiiiiiieiiiee e ettt em s b b
d Total income. Add all income amounts in column (b) and enter total.....................

Expenses

@ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers .............

(2) To insurance carriers for the provision of benefits...............
(3) Other.......cccouereenee

(4) Total benefit payments. Add lines 2e(1) through (3).........c.ccoccovvvciiiecincns
Corrective distributions (see iNStrUCtIONS) ........ccvecevirreieneciieeiececcieeeee

SQ =™

(2) Contract administrator fees............cocuriiiniiniiieii e

(3) Investment advisory and management fees...........ccooinrieiinncnennniniiinnins

(8) OMNer i s s aie

(5) Total administrative expenses. Add lines 2i(1) through (4)........................
j Total expenses. Add all expense amounts in column (b) and enter total........

Net Income and Reconciliation

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

(a) Amount

(b) Total

2b(S)(A)

2b(5)(B)

2h(5)(C)

2b(6)

2b(7)

2b(8)

2b(9)

2b(10)

2c

2d

-100014

64203337

2¢(1)

44582

2e(2)

53611885

2¢(3)

2¢(4)

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

29

INEEIESE EXPENSE......coiiiiiiierie ettt e e resresnesae e

2h

53656467

Administrative expenses: (1) Professional fees..........cccocvvvivvinneniecencceneene

2i(1)

306396

2i(2)

645893

2i(3)

46252

2i(4)

835485

2i(5)

2j

1834026

55490493

I Transfers of assets:
{1) To this plan..iisasaasivimimimibimiaiaaiii

{2) From this plan .......c.cooiiioiiiiieeen et

2k

21(1)

2i(2)

8712844

‘ Part Ili IAccountant’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):
(4) I:[ Adverse

(1) [{ Unquaiified  (2)[ ] Qualified (3)[ | pisclaimer

b Did the accountant perform a limited scope audit pursuant to 28 CFR 2520.103-8 and/or 103-12(d)?

D Yes @ No

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

(1) Name: GAINES KRINER ELLIOTT LLP

(2) EIN: 16-0773396

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

4

n

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

103-12 |Es also do not complete 4j and 4|. MTIAs also do not complete 4l.
During the plan year:

Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)......

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
ChECKEA. ). b

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 11 if "Yes" is checked.) .......c..cocceevvnnnins

Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part lil if “Yes" is
CRECKEA. ).ttt e e et e

Was this plan covered by a fidelity BONA?.......c..ccccovririiiree e i

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud Or dISNONESEY? ... ..o et et r e e e e e e e e

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? ..........c.ccoccevvecrncnicenrnnnnne.

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? .........

Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes" is checked,
and see instructions for format reqUIreMENES.}.........oooivrireiienie e

Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes" is checked, and
see instructions for format reqUIreMENts.).........c.ooiiiiiiiiii i

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

Has the plan failed to provide any benefit when due under the plan? ...,

If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
25201073, 1 ecrt ettt et e ettt et e e et et et et ea ek e b e E et ehe e bt eat R ehesreeRe b e et et enne

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. ..........cccovcncine

Yes

No

Amount

4a

4b

4c

4d

4e

500000

4f

49

4h

4i

4

4k

4]

4am

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?

5b

If “Yes,” enter the amount of any plan assets that reverted to the employer this year....................o....

Amount:

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)




