
Form 5500

tlopÊrûrrnl ol thc fræquy
lntamrl Rowruo SrMe

Dãp¡rlrn6r{ ít t¡bor
Émployoc Boref t6 6oculty

Admlnlrù.tion

Prn!lm 6an!fit Guaraôty CoOoÉtlø

A Thlo retum/reporl is for:

B ThiB return/reportis:

Annual Return/Report of Employee Benefit Plan
Thls form lÊ rBqulrêd to be fled for employes benel¡t plans undor secllons 104

end 4065 of lhe Employee Relirom€nt lncome Security Act of I 974 (ERISA) end
seclions 0047(e), 0057(b), end 6058(a) of the lntsrnel Revenue Code (tho Cods).

) Complete all enttleB ln ¡ccold.nco wlth
tho lnBtruotlona to the Fo¡m õ600.

C ff the plan i9 å collectlvely-bargalnod plan, check here.

D ch€d( box ll liling under: lll Form 5558;

la Nameofplan
DSRA BENEFITTRUSÏ PLAN

e multlemployar plen;

[l a single-employer plan;

! the lirst retum/raport:

I an amended return/report;

DSRA BENEFII TRUSI'

C/O BOARD OF DIRECTORS

B GRASI'/ERE ROAD
LOGKPORT, NY 14094

speclal exlons¡on (enlerdescrlption)

Ca_qtlqn: A ponBlty tor lho lale or lnsompleto fll¡ng of

Undor p€naltles ol per,lury ånd olher penallies sêt forth ln

I multlple€mployer plan; or

e OFE (ôpeclry) _

slat€mont6 and

I te tnat r6tum/report;

I a short plan ysar rsturn/r€port (less thsn 12 monthe).

I automatic extaneion;

OMB Nos. 121G0110
12r0-00€9

Thl. Form lô Open to Publlc

2011

, as well as tho electronlc ver8lon

B GRASMERE ROAD
LOCKPORT, NY 14094

lhe inotruclions, I declaæ that I have examined thls rôturry'roporl, lncludlng accnmpanylng schedules,
ofthl8 return/roport, and to th€ best of my knowledgo and bellef, lt 18 lrue, coíect, and completê.

C Efiectlv€dateofplan

2b Employer ldanüfic¿Uon
Numbãr (ElN)

26-459¡1868

Sponso/e telephone
numb€r

810-629-1835

JAn
trl,"-"r"

Buolness code (sae
lneUucllons)

525920



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

Form 5500 (201 1 )

lf the name and/or EIN of the plan sponsor has changed since the last return/report fìled for this plan, enter the name, EIN and
the plan number from the last return/report:

Sponsor's name

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

Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6c, and 6d).

a

b

Active participants............

Retired or separated participants receiving benefìts...

C Other retired or separated participants entitled to future benefìts,.

d Subtotal. Add lines 6a, 6b, and 6c.

e Deceased participants whose benefic¡aries are receiving or are entitled to receive benefìts............

f Total. Add lines 6d and 6e.

g Number of participants wilh account balances as of the end of the plan year (only defined contribution plans

Page2

complete this item)..

h Number of partic¡pants that terminated employment during the plan year with accrued benefìts that were

7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......

8a f tne plan provides pension benef¡ts, enter the applicable pens¡on feature codes from the List of Plan Characteristic Codes in the instruct¡ons:

b f tne plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

4A 48 4D 4E 4Q

9a plan

(r )

(2t

(3)

(4)

3b Adm¡nistrator's EIN
26-4594868

3c Administrator'stelephone
number

81 0-629-l 835

ing arrangement (check all that apply)

l0

a

lnsurance

Code section 4'12(e)(3\ insurance contracts

Trust

General assets of the sponsor

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

Pension Schedules
(f) ! R (RetrementPan nformaton)

(21 ! MB (Multiemployer Defined Benef¡t Plan and Certain Money

Purchase Plan Actuar¡al lnformation) - signed by the plan
actuary

(3) ! SB (Single-Employer Defined Benefìt Plan Actuarial

EN

4c ptt

lnformation) -

Plan
(r)
(21

(3)

(4)

the plan actuary

4701

7074

arrangement (check all that apply)

lnsurance

Code section 412(e)(3) insurance contracts

Trust

General assets of the sponsor

b General Schedules

(r) I H(Financial lnformation)

'11775

l2'l
(3)

(4)

(5)

(6)

5

I (Financial lnformation - Small Plan)

A (lnsurance lnformation)

C (Service Provider lnformation)

D (DFE/Participating Plan lnformation)

G (Financial Transaction Schedules)



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Seruice

Department of Labor
Employee Benefits Secur¡tv Administrat¡on

Pension Benefi t Guaranty Corporation

For calendar

A Name of plan
DSRA BENEFIT TRUST PLAN

C Plan sponsor's name as shown on line 2a of Form 55OO

DSRA BENEFIT TRUST

lnsurance Information

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

) File as an attachment to Form 5500.

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

1 Coveraqe lnformation:

(a) Name of insurance carrier

BLUE CROSS BLUE SHIELD OF MICHIGAN

lnformation Goncerning lnsurance Contract
ona

3B-20697s3

(b) ErN

0110112011

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

A.

3 Persons receivinq commissions and fees. (Comolete as manv entries as needed to report all persons).

(c) NAlc
code

54291

CATHY J CONE

(d) Contract or
ident¡f¡cation number

CLUSTER 0257

a unit in Parts ll and lll can be

(b) Amount of sales and base
commissions paid

OMB No 1210-0110

(a) Name and address of the aqent, broker, or other person to whom commissions or fees were pa¡d

, Fees, and

D Employer ldentification Number (ElN)
26-4594868

12t31t2011

Th¡s Form is Open to Public

2011

AMYA CONE

(e) Approximate number of
persons covered at end of

oolicv or contract vear

1 9301

(b) Amount of sales and base

nS Provide information for each contracl

(cl Amount

5733

or Paperwork Reduct¡on

7941 KATY FREEWAY, SUITE 410
HOUSTON, rX77024

Schedule A.

0110112011

Fees and other comm¡ss¡ons Daid

(f) From

8',!445

68651

or

(cl Amount

7941 KATY FREEWAY, SUITE 410
HOUSTON, rX77024

1213112011

(s) ro

fdì Pumose

Control Numbers, see the instructions for Form 5500.

Fees and other commissions oaid

81 505

fdl Puroose

J

2

v.012611



ScheduleA (Form55o0)2011 Page?'

(b) Amount of sales and base

(b) Amount of sales and base

(b) Amount of sales and base
commissions oaid

(b) Amount of sales and base
commissions oaid

lcl Amount

Fees and other commissions Daid

(b) Amount of sales and base

(c) Amount

fdì Pumose

Fees and other commissions Daid

ldl Pumose

(e) Organization

(e) Organizat¡on



Schedule A (Form 5500) 201 1

5 Current value of

lnvestment and Annu¡ty Gontract lnformation

6 Contracts With Allocated Funds:

a State the basis of premium rates )

Where individual contracts are provided, the entire group of such individual contracls with each carrier may be treated as a un¡t for purposes of
this

b
c
d

Premiums paid to carrier..

Premiums due but unpa¡d at the end of the year.......

lf the carr¡er, service, or other organization ¡ncurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount....

Specify nature ofcosts )

interest under this contract ¡n

e Type of contract: 1t ¡ ! inOiviOual policies (2) ! group deferred annuity

(3) ! other (specify) )

f lf contract purchased, in whole or in part, to distribute benefits from a terminating plan check here ) ¡
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) ! deposit administration (2) ! immediate participation guarantee

(3) ! guaranteed investment 1+¡ ! otner )

accounts at

b Balance at the end of the

Page 3

G Additions: (1) Contributions depos¡ted during the year...................

(2) Dividends and credits

(3) lnterest credited during the year.....................

(4) Transfened from separate account........ .......

(5) Other (specify below).

)

(6)Total additions ........ .....................

d Total of balance and additions (add b and c(6)). ...............

e Deductions:

(1 ) Disbursed from fund to pay benefìts or purchase annuities during year

(2) Administration charge made by carner..............

(3) Transfened to separale account
(4) Other (specify below).

)

(5) Total deductions



Schedule A (Form 5500) 201 1

Welfare Benefit Gontract lnformation
lf more than one contract covers the same group of employees of the same employe(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.

Benefìt and contract type (check all applicable boxes)

a I Health (other than dental or vision)

e ! temporary disability (acc¡dent and sickness)

i ! Stop loss (large deductible)

m I other (specify) )

9 Experience-ratedcontracts:

a Premiums: ('1) Amount received

(2) lncrease (decrease) in amount due but unpaid

(3) lncrease (decrease) in uneamed premrum reserve.............

b Benefit charges (1) Claims paid.......................

(2) lncrease (decrease) ¡n claim reserves.........

(4) Earned ((r) + (2) - (3))

(3) lncurred claims (add (r) and (2)).

(4) Claims charged

G Remainder of premium: (l ) Retention

b ! Dental

f ! Long-term disability

j ! nvo contract

(A) Commissions..................... ..........

(B) Administrative service or other fees

Page 4

(C) Other specific acquisition costs................
(D) Other expenses.....
(E) Taxes.....................
(F) Charges for risks or

(H) Total retention

(2) Div¡dends or retroact¡ve rate refunds. (These amounts were ! paid in cash, or ! credited.)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement

(G) Other retention charges

c ! vtsion

I ! Supptemental unemployment

k ! eeo contract

charges (on an accrual basis) -

(2) Claim reserves..

ê Dividends or retroactive rate refunds due.

Nonexperience-rated contracts:

a Total premiums or subscription charges paid to carrier..

b tf tne carrier, service, or other organization incurred any specifìc cosls in connection with the acquisition or
retent¡on of the contract or policy, other than reported ¡n Part l, ¡tem 2 above, report amount..

Spec¡fy nature of costs )

d ! r-ite insurance

h I Prescription drug

I ! tnOemnity contract

Do not include amount entered in

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

395 1 7469

Provision of lnformation

-11427 I

47565306

21 81 365

394031 98

37291327

7671620

2734028



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Service

Department of Labor
Emolovee Benefits Securitv Admin¡strat¡on

Pension Benefìt Guaranty Corporation

or calendar olan vear 2011 or fìscal

A Name of plan
DSRA BENEFIT TRUST PLAN

G plan sponsor's name as shown on line 2a of Form 5500

DSRA BENEFIT TRUST

This 04 of the
Emp (ERISA).

) lns nformation

(a) Name of insurance carrier

HARTFORD LIFE AND ACCIDENT

lnformation Concerning lnsurance

06-0838648

(b) ErN

o1t0112011

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

A. lndividual contracts

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

(c) NAlc
code

7081 5

CONE INSURANCE GROUP, INC

Total amount of commissions Daid I (b) Total amount

(d) Contract or
¡dent¡fication number

395285G

(b) Amount of sales and base
commissions paid

OMB No. 1210-01 10

Fees, and Gommissions Provide information for each contract

D Employer ldentification Number (ElN)
26-4594868

Name and address

12t31t2011

This Form is Open to Public

2011

DONALD TRUDEAU

(e) Approximate number of
persons covered at end of

ool¡cv or contrect vear

31178

(b) Amount of sales and base

(a) Name and address of the aqent, broker, or other person to whom commissions or fees were pa&l

lcl Amounl

'1301

7941 KATY FREEWAY, SUITE 410
HOUSTON,TX77024

Schedule A.

Pol¡cv or contrac!vear

-

(f) From I (S) to

Reductlon Act Not¡ce and

051o112010

Fees and other commissions paid

9031 BONUS PAID

3OO FIRST STAMFORD PLACE, SUITE 201
STAMFORD, CT 06901

04t3012011

ldì Pumôse

J



Schedule A (Form 55OO) 2O1 1 Page 2 -

mm¡qsiônc nâi.l

(b) Amount of sales and base

l¡ì Amnr ¡nl

Fees and other commiss¡ons paid

(b) Amount of sales and base

fdl Pumose

(b) Amount of sales and base

(b) Amount of sales and base

(e) Organization



Schedule A (Form 5500) 2011

5 Current value of

lnvestment and Annuity Contract lnformation
Where ind¡vidual contracts are provided, the entire group of such individual contracts w¡th each carrier may be treated as a unit for purposes of

Contracts With Allocated Funds:

a State the basis of premium rates )

this

value of olan's ¡nterest under th¡s contract in

b
c
d

Prem¡ums paid to carr¡er..

Premiums due but unpaid at the end of the year.......

lf the carrier, service, or other organization incurred any specifìc costs in connection with the acquisition or

interest under this contract in

retention of the contract or policy, enter amount.

Specify nature of costs )

e Type of contract: 1t¡ ! inOiviOual policies

(3) | other(specify) )

flfcontfactpurchased,inwholeorinpart,todistributebenefitsfromaterminatingplancheckhere>

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

a Type of contract: (1) | deposit adm¡n¡strat¡on (2) ! immediate participation guarantee

(3) | guaranteed investment (a) ! otner )

accounts at

Page 3

c Additions: (1) Contribut¡ons deposited during the year..................

(2) Dividends and cred¡ts

(3) lnterest credited during the yeal.....

(4) Transferred from separate account
(5) Other (specify below)

)

(2) ! group deferred annuity

d
e

(6)Total add¡tions

Total of balance and additions (add b and c(6)), ..............
Deductions:

(l ) Disbursed from fund to pay benefìts or purchase annuities during year

(2) Administration charge made by carrier
(3) Transfened to separate account
(4) Other (specify below).

)

f Balance at the end ofthe current

(5) Total deductions



Schedule A (Form 5500) 2011

lf more than one contracl covers the same group of employees of the same employe(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-raled as a unit. Where contracts cover ind¡v¡dual employees,
the entire group of such indiv¡dual contracts w¡th each carrier may be treated as a unit for purposes of this report.

Benefìt and contract lype (check all appl¡cable boxes)

a ! Health (other than dental or v¡sion)

e ! temporary disability (accident and sickness)

i ! Stop loss (large deduct¡ble)

m ! other (specify) )

Benefit Contract I nformation

Exper¡ence-rated contracts:

a Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid

(3) lncrease (decrease) in uneamed premium reserve....

(4) Earned ((1) + (2) - (3)).

Benefit charges (1) Claims paid

(2) lncrease (decrease) in claim

(3) lncuned claims (add (1) and (2))...

G Remainder of premium: (1) Retention charges (on an accrual basis) -

b ! oental

f ! long-term disability

j ! Hvo contract

(A) Commissions

Page 4

(C) Other specific acquisition costs
(D) Other expenses..

(2) D¡vidends or retroact¡ve rate refunds. (These amounts *er" I paid in cash, or ! credited.)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefìts after retirement

(F) Charges for risks or other contingencies
(G) Other retention charges

c ! vision

9 ! Supptemental unemployment

k ! eeo contract

ê Dividends or retroactive rate refunds due.

Nonexperience-rated contracts:

a Total premiums or subscr¡ption charges paid to carrier..

b lf tne carrier, service, or other organization incurred any specific costs ¡n connect¡on with the acquisition or
retention of the contract or policy, other than reported ¡n Part I, item 2 above, report amount.

Spec¡fy nature of costs )

d I r-ire ¡nsurance

h ! Prescription drug

I I tnOemnity contract

not include amount entered in

11

12 f tne answer to line 1 'l is "Yes," specify the information not provided

Provision of I nformation
Schedule A?



SCHEDULE A
(Form 5500)

Department of the Treesury
lnternal Revenue Seruice

Depertment of Labor
Employee Benefits Security Admin¡stretion

Pension Benent Guaranty Corporation

For calendar

A Name of plan
DSRA BENEFIT TRUST PLAN

C Plan sponsor's name as shown on line 2a of Form 55OO

DSRA BENEFIT TRUST

lnsurance lnformation

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

) File as an attachment to Form 5500.

) lnsurance companies are required to provide the informat¡on
pursuant to ERISA section f m(a)(2).

2011 or fiscal

I Coveraqe lnformation:

(a) Name of insurance carrier

NATIONAL GUARDIAN LIFE INSURANCE COMPANY

Schedule A

39-0493780

(b) ErN

rn
lnd¡v¡dual contracts

Insurance

(c) NAlc
code

66583

FIRST PERSON, INC,

Total amount of commissions

act Covera

(d) Contractor
identifìcation number

as a unit in

29352

(b) Amount of sales and base

OMB No. 1210-0110

e, Fees, and Comm¡ss¡ons Provide information for each contract

Employer ldent¡fìcat¡on Number (ElN)
26-4594868

This Form is Open to Public

2011

CONE INSURANCE GROUP, LLC

(e) Approx¡mate number of
persons covered at end of

oolicv or contract vear

lns

(b) Amount of sales and base

5806

9OOO KEYSTONE CROSSING, SUITE 9,10
INDIANAPOLIS, IN 46240

A.

011o112011

(0 From

PõC or contract

7941 KATY FREEWAY, SUITE 410
HOUSTON, TX77O24

1213112011

(s) To

A (Form 5500)
v.012611



Schedule A (Form 55OO) 2O1l Page2'

(b) Amount of sales and base

(b) Amount of sales and base

(b) Amount of sales and base
commissions oaid

(b) Amount of sales and base

(cl Amount

Fees and other commissions paid

(b) Amount of sales and base

Name and address of the

fcl Amount

ldì Pumose

Fees and other comm¡ssions paid

l¡ll Pr rmnsc

(e) Organizat on
code

(e) Organization
code



Schedule A (Form 5500) 201 I

5 Current value of

lnvestment and Annuíty Contract lnformation
Where indiv¡dual contracts are provided, the ent¡re group of such individual contracts with each carr¡er may be treated as a unit for purposes of

Contracts With Allocated Funds:

a State the basis of premium rates )

this reDort.

value of olan's interest under this contract in

b
c
d

Premiums pa¡d to carrier

Premiums due but unpaid at the end of the year

interest under this contract in

retention of the contract or policy, enter amount.

Specify nature of costs )

e Type of contract: 1t¡ ! inoivioual pol¡c¡es

(3) ! other(specify) )

lf the carrier, service, or other organization incurred any specifìc costs ¡n connection with the acquisition or

f lf contract purchased, in whole or in part, to d¡stribute benef¡ts from a terminating plan check here ) ¡
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) ! deposit administration (2) [ immediate participation guarantee

(3) ! guaranteed investment (+) ! other )

accounts al

b Balance at the end of the

Page 3

Additions: (1) Contributions deposited during the year

end

(2) Dividends and credits

(3) lnterest credited during the year............

(4) Transfened from separate account
(5) Other (specify below)

)

(2) ! group deferred annuity

d
e

(6)Total additions
Total of balance and addit¡ons (add b and c(6))

Deductions:

(1 ) Disbursed from fund to pay benefìts or purchase annu¡ties dur¡ng

(2) Admin¡stration charge made by carrier
(3) Transfened to separate

(4) Other (specify below)...,

)

f Balance at the end of the current

(5) Total deductions.

account

subtract from



Schedule A (Form 5500) 2011

8 Beneflt and contract type (check all applicable boxes)

a ! Health (other than dental or vision)

e ! temporary disability (accident and sickness)

i ! Stop loss (large deductible)

m ! otner (specify) )

Welfare Benefit Contract
lf more than one contract covers the same group of employees of the same employe(s) or members of the same employee organizations(s), the
information may be comb¡ned for reporting purposes ¡f such contracts are experience-rated as a un¡t. Where contracts cover individual employees,
lhe entire group of such individual contracts with each carrier may be lreated as a unit for purposes of this report.

Exper¡ence-rated contracts:

a Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid..............
(3) lncrease (decrease) in uneamed premium reserve........

Benefit charges ('l ) Claims pa¡d .........,........

(2) lncrease (decrease) in claim reserves
(3) lncurred claims (add (1) and (2)).........

(4) Claims charged

b!
f!
j!

Remainder of premium

Dental

Long{erm d¡sability

HMO contract

(A) Commissions

(B) Administrative
(C) Other specific

Page 4

(D) Other expenses
(E) Taxes
(F) Charges for risks or other contingencies..
(G) Other retention charges

(2) D¡vidends or retroact¡ve rate refunds. (These amounts *ere ! paid in cash, or ! credited.) .

c I vtsion

9 ! Supptemental unemploymenl

k ! eeo contract

Status of policyholder reserves at end of year: (1)Amount held to provide benefìts after retirement

(2) Claim reseryes
(3) Other reserves

Nonexperience-rated contracts:

a Total premiums or subscript¡on charges paid to carrier..

b f tne carrier, service, or other organ¡zation incurred any specific costs in connection with the acquisition or
retention of the contracl or policy, other than reported in Part I, item 2 above, report amount..

Spec¡fy nature ofcosts )

d ! r-ite insurance

h ! Prescription drug

I ! tnOemnity contract

11 D¡d the insurance

12 lt ttre answer to l¡ne 1 1 ¡s "Yes," specify the information not provided. )

Provision of I nformation

entered in

fa¡l to orovide anv information Schedule A?



SCHEDULE A
(Form 5500)

Department of the Treasury
lnternal Revenue Sery¡ce

Department of Labor
EmDlovee Benef¡ts Securitv Admin¡stration

Pension Benel¡t Guaranty Corporation

DSRA BENEFIT TRUST PLAN
Name of plan

G Ptan sponsor's name as shown on l¡ne 2a of Form 55OO

DSRA BENEFIT TRUST

This 04 of the
Emp (ERISA).

) lns nformation

I Coveraqe lnformation:

(a) Name of insurance carrier

HARTFORD LIFE INSURANCE CO

Information Goncerning lnsurance Contract Goverage, Fees, and Com
on a separate Schedule A. lndividual contracts grouped as a unit in Parts ll and lll

06-0974148

(b) ErN
(c) NAlc

code

order of the amount paid.

88072

CONE TNSURANCE GROUP, LLC 7941 KATY FREEWAY, SUITE 410
HOUSTON, rX77024

Total amount of

(d) Contract or
¡dent¡fication number

AGP-006038

(b) Amount of sales and base
commissions paid

OMB No. 12'10-0110

D Employer ldentif¡cation Number (ElN)
26-4594868

This Form is Open to Public

2011

INSURANCE STRATEGY. INC

(e) Approximate number of
persons covered at end of

oolicv or contract vear

6488

(b) Amount of sales and base

OnS Provide information for each contracl

fcl Amounl

683

Schedule A

0110112011

(f) From

Fees and other commissions oaid

Total amount of

6360 PEARL ROAD
CLEVELAND, OH 44130

12131120't1

(s) ro

ldì Pumose

Numbers, see the instructions for Form
v.0'1261I



ScheduleA (Form55OO)2011 Page2-

(b) Amount of sales and base

(b) Amount of sales and base

nissions paid

(b) Amount of sales and base

(c) Amount

Fees and other commissions oaid

(b) Amount of sales and base

ldl Pumose

(e) Organization

(e) Organizat on
code



Schedule A (Form 5500) 201 1

5 Current value of

lnvestment and Annu¡ty Contract lnformation
Where individual conlracts are provided, the entire group of such individual contracts w¡th each carrier may be treated as a unit for purposes of

Contracts With Allocated Funds:

a State the basis of premium rates )

this

b
c
d

Premiums due but unpaid at the end of the year

interest under th¡s contract in

lf the cârr¡er, service, or other organization incurred any specific costs in connection with the acquisition or

e Typeofcontract: 1t¡ ! inOiviouatpolicies (2) ! groupdeferredannu¡ty

(s) ! other (specify) )

f lf contract purchased, in whole or ¡n part, to distribute benefits from a terminat¡ng plan check here ) !
7 Contracts With Unallocated Funds (Do not include portions of these conlracts maintained in separate accounts)

a Type of contract: (1) | deposit administration (2) ! immediate participat¡on guarantee

(3) [ guaranteed investment (a) ! other )

retention of the contract or policy, enter amount.

Specify nature ofcosts )

accounts at

b Balance at the end of the

Page 3

c Additions: (1) Contributions depos¡ted during the year..............................

(2) Dividends and credits

(3) lnterest credited during the year...........

(4) Transfened from separate account...
(5) Other (specify below)..........
)

d
e

(6)Total additions

Total of balance and additions (add b and c(6)), ...............

Deductions:

(l) Disbursed from fund to pay benefits or purchase annuities during year

(2) Administration charge made by carner....,.........
(3) Transfened to separate account
(4) Other (specify below)..

)

(5) Total deductions

Balance at the end the current



Schedule A (Form 5500) 2011

8 Benefìt and contracl type (check all appl¡cable boxes)

a E Health (other than dental or vision) b !
e ! temporary disability (accident and sickness) f !
i ! Stop loss (large deductible) j !
m I otner lspecify) )SUPPLEMENTAL MEDICARE

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

Experience-rated contracls:

a Premiums: (1) Amount received

(2) lncrease (decrease) in amount due but unpaid.
(3) lncrease (decrease) in unearned premrum reserye.............

b Benefit charges (l ) Claims paid

(4) Earned ((r) + (2) - (3))..

(2) lncrease (decrease) in claim reserves...

(3) lncurred cla¡ms (add (1) and (2))

(4) Claims charged............

Remainder of premium: (1) Retention charges (on an accrual basis) --

Dental

Long-term disability

HMO contract

(B) Administrative service or other fees

Page 4

(C) Other specific acquisition costs
(D) Other expenses
(E) Taxes.
(F) Charges for risks or other contingencies..
(G) Other retention charges

(2) Dividends or retroaclive rate refunds. (These amount. *"r" ! paid in cash, or ! credited.) ..

d Status of pol¡cyholder reserves at end of year: (1) Amount held to provide benef¡ts after retirement

(H) Total retention

c! viston d! r-iteinsurance

9 ! Supptemental unemployment h ! Prescription drug

k ! eeo contract I ! lnoemnity contract

(2) Claim reserves

(3) Other reserves

ê Dividends or retroacl

Nonexperience-rated contracts:

a Total premiums or subscription charges pa¡d to carrier

b f tfre carrier, service, or other organization incurred any specific costs in connection with the acquis¡tion or
retention of the contract or policy, other than reported in Part I, item 2 above, report amount.

Specify nature of costs )

Do not include amount entered in

11 Did the insurance

12 tt t¡e answer to line 11 is "Yes," specify the information not provided. )

Provision of lnformation
fail to orovide anv ¡nformation



SCHEDULE A
(Form 5500)

Oepartment of the Treasury
lnternal Revenue Serv¡ce

Deparlment of Labor
Employee Benefits Security Administrat¡on

Pension Benefit Guaranty Corporation

For calendar

A Name of plan
DSRA BENEFIT TRUST PLAN

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

Insurance lnformation

This schedule ¡s requ¡red to be fìled under section 104 of the
Employee Ret¡rement lncome Security Act of 1974 (ERISA).

) File as an attachment to Form 5500.

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

201'1 or fiscal

I Coveraqe lnformation:

(a) Name of insurance carrier

EXPRESS SCRIPTS INSURANCE COMPANY

on
Schedule A. I

43-1420563

(b) ErN

Insurance Gontract Goverage, Fees, and Commissions Provide information for each contract
dual contracts qrouoed as a unit in Parts ll and lll can be reDorted on a single Schedule A.

(c) NAIC
code

CONE TNSURANCE GROUp, LLC 7941 KATY FREEWAY, SUITE 410
HOUSTON, rX77024

order of the amount

60025

Total amounl of commissions oai

(cl) Contract or
identifìcation number

01090

OMB No. 1210-01 10

D Employer ldentifìcation Number (ElN)
26-4594868

This Form is Open to Public

2011

FIRST PERSON, INC

ns oaid

(e) Approximate number of
persons covered at end of

policy or contract year

2040

(b) Amount of sales and base

on

lcl Amount

548

Policv or co

-,ñ-.-l
01t01t2011

Fees end other commiss¡ons oaid

Total amount of fees

9OOO KEYSTONE CROSSING, SUITE 910
INDIANAPOLIS, IN 46240

(s) ro

12t31t2011

ldl Pumose

3

code

Form 55001 2011
v.0'1261'l
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(b) Amount of sales and base

(b) Amount of sales and base

(b) Amount of sales and base

(b) Amount of sales and base

(b) Amount of sales and base
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4 Current value of

lnvestment and Annuity Gontract lnformation
Where individual contracts are provided, the ent¡re group of such individual contracts wilh each carrier may be treated as a unit for purposes ol

6 Contracts With Allocated Funds:

a State the bas¡s of premium rates )

b
c
d

Premiums paid to carrier

interest under

Premiums due but unpaid at the end of the year

retention of the contract or policy, enter amount

Spec¡fy nature ofcosts )

e Type of contract: 1t¡ ! lnCiviOual policies

(3) | other (specify) )

lf the carr¡er, serv¡ce, or other organizat¡on incurred any specif¡c costs in connection with the acquisition or

f lf contract purchased, in whole or ¡n part, to distribute benefits from a term¡nat¡ng plan check here > ¡
7 Contracts With Unallocated Funds (Do not include port¡ons of these contracts maintained in separate accounts)

a Type of contract: (l ) [ deposit administration (2) ! immediate part¡cipation guarantee

(3) | guaranteed investment (a) ! other )

accounts at

b Balance at the end of the

Page 3

c Additions: (1) Contributions deposited during the year..................

(2) Div¡dends and credits..
(3) lnterest credited during the year

(4) Transferred from separate account

(5) Other (specifo below)..............
)

(2) [ group deferred annuity

d
e

Total of balance and addit¡ons (add b and c(6)).

Deductions:

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

(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (specify below).

)

(5) Total deductions.
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8 Benefìt and contract type (check all applicable boxes)

a ! Health (other than dental or vision)

e I Temporary disability (acc¡dent and sickness)

i ! Stop loss (large deductible)

m ! other (specify) )

lf more than one contract covers the same group of employees of the same employe(s) or members of the same employee organizat¡ons(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.

Exper¡ence-rated contracls:

a Premiums: (1) Amount received

act

(2) lncrease (decrease) in amount due but unpaid......
(3) lncrease (decrease) in uneamed premium reserve

b Benefit charges (1) Claims paid

(4) Earned ((1) + (2) - (3)).

(2) lncrease (decrease) in claim reserves

(3) lncuned claims (add (1) and (2)).

(4) Claims charged

G Remainder of premium

b!
f!
j!

Dental

Long-term disability

HMO contract

(A) Commissions
(B) Administrative service or other fees ..

Page 4

(C) Other specifìc acquisition costs.

(E) Taxes
(F) Charges for risks or olher cont¡ngencies....
(G) Other retention charges

Retention charges (on an accrual

d Status of policyholder reserves at end of year: (1) Amount held to provide benefìts after retirement..........

(2) Dividends or retroactive rate refunds. (These amounts were ! paid in cash, or ! credited.)

(H) Total retention

c ! vision

9 ! Supptemental unemployment

k ! eeo contract

(2) Claim reserves

(3) Other reserves

10 Nonexperience-rated contracts:

a Total premiums or subscr¡ption charges pa¡d to carrier..

b f tne carrier, service, or other organization incurred any specific costs ¡n connect¡on with the acquisilion or

Specify nature ofcosts )
relention of the contract or policy, other than reported ¡n Part l, item 2 above, report amount

d ! r-ire insurance

h I Prescription drug

I ! tnOemnity contract

I I Did the insurance

12 lf tne answer to line 1 1 ¡s "Yes," specify the information not provided.

Provision of lnformation
fail to provide anv information necessa Schedule A?............



SCHEDULE C

(Form 5500)
Depalment of the Treasury
lnternal Revenue Sery¡ce

Department of Labor
Employee Benefits Security Administration

For calendar

A Name of plan
DSRA BENEFIT TRUST PLAN

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

DSRA BENEFIT TRUST

Service Provider lnformation

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

) File as an attachment to Form 5500.

2011 or fìscal

Part I

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 yeat. ft 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 th¡s Part.

I lnformation on Persons Receiving Only Eligible Indirect Gompensation

Provider lnformation

â Check "Yes" or "No" to ind¡cate whether you are excluding a person from the remainder of this Part because they received only el¡g¡ble

¡ndirect compensation for which the plan received the required disclosures (see instruct¡ons for defìnitions and condit¡ons)..

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

see ¡nstruct¡ons

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

OMB No. 1210-0110

D Employer ldent¡f¡cation Number (ElN)

26-4594868

1213112011

This Form is Open to Public
lnspection.

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

2011

(b) enter name and EIN or address of person who provided you disclosures on eligible indirect compensat¡on

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

(b) enter name and EIN or address of person who provided you disclosures on eligible ¡ndirect compensation

! ves I r.ro

Schedule G (Form 5500) 201 1

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 compensatlon

(b) enter name and EIN or address of person who provided you disclosures on eligible ind¡rect compensation

(b¡ Enter name and EIN or address of person who provided you disclosures on eligible indirecl compensat¡on

(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



2. lnformation on Other Service Providers Receiving Direct or lndirect 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 compensat¡on
(i.e., money or anything else of value) in connect¡on with services rendered to the plan or their position with the plan during the plan year. (See instructions).

Schedule C (Form 5500) 201 1

MARSH ADVANTAGE AMERICA

13-3109248

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organ¡zat¡on, or

person known to be
a party-¡n-interest

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

(d)
Enter direct

compensation paid
by the plan. lf none,

enter -0-.

KREIG DEVAULT LLP

(e)
Did service prov¡der

receive indirect
compensation? (sources
other than plan or plan

sponsor)

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(f)
Did indirect compensation

include eligible indirect
compensation, for wh¡ch the
plan received the requ¡red

disclosures?

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

(d)
Enter direct

compensation paid

SATERLEE,STEPHENS,BURKE & BURKE LLP

1 3-1 81 0943

the plan. lf none
enter -0-.

(s)
Enter total indirect

compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(f). lf none, enter -0-.

(e)
Did service provider

receive ¡ndirect
compensat¡on? (sources
other than plan or plan

sponsor)

(b)
Service
Code(s)

(c)
Relationsh¡p to

employer, employee
organizat¡on, or

person known to be
a party-¡n-interest

'17316

(f)
Did indirect compensalion

include eligible indirect
compensation, for which the
plan received the required

disclosures?

(h)
D¡d the service

provider give you a
formula instead of

an amount or
estimated amount?

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

(d)
Enter direct

compensation paid
the plan. lf none,

enter -0-.

(e)
Did serv¡ce prov¡der

receive indirect
compensation? (sources
other than plan or plan

sponsor)

(g)
Enter total indirect

compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(f). lf none, enter -0-.

ves! ruo!

ves! No!

(f)
Did indirect compensation

include eligible indirect
compensation, for which the
plan received the requ¡red

disclosures?

(h)
Did the service

provider give you a
formula instead of

an amount or

(g)
Enter total indirect

compensation received by
service provider excluding

el¡gible indirect
compensat¡on for which you
answered "Yes" to element

(0. lf none, enter -0-.

(h)
Did the service

provider give you a
formula instead of

an amount or



2. lnformation 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 l¡st 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 the¡r position with the plan during the plan year. (See ¡nstructions).

Schedule C (Form 5500) 201 1

COMERICA BANK

38-0477375

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-¡n-interest

(a) enter name and EIN or address (see ¡nstructions)

(d)
Enter direct

compensation paid
by the plan. lf none

enter -0-.

T ROWE PRICE ASSOCIATES

52-0556948

(e)
Did serv¡ce provider

rece¡ve ¡ndirect
compensat¡on? (sources
other than plan or plan

sponsor)

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(f)
Did indirect compensation

include elig¡ble indirect
compensation, for which the
plan received the required

disclosures?

(a) Enter name and EIN or address (see instruct¡ons)

(d)
Enter direct

compensation paid

GRANT THORNTON

36-6055558

the plan. lf none,
enter -0-.

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

(s)
Enter total indirect

compensation received by
serv¡ce provider excluding

elig¡ble ¡ndirect
compensat¡on for which you
answered "Yes" to element

(0. lfnone, enter-0-.

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organizat¡on, or

person known to be
a party-in-interest

(0
Did indirect compensation

include eligible indirect
compensation, for which the
plan received the required

d¡sclosures?

(h)
Did the service

provider g¡ve you a
formula instead of

an amount or

ves! ruoE

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

(d)
Enter direct

compensat¡on pa¡d

the plan. lf
enter -0-.

(e)
Did serv¡ce provider

receive ¡ndirect
compensation? (sources
other than plan or plan

sponsor)

(g)
Enter total indirect

compensat¡on received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(f). lf none, enter -G.

(Ð
D¡d indirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

(h)
Did the service

prov¡der g¡ve you a
formula instead of

an amount or
estimated amount?

(s)
Enter total ¡ndirect

compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(0. lf none, enter -G.

ves ! ¡¡o !

(h)
Did the service

provider give you a
formula instead of

an amount or
estimated amount?

ves! ruo!



2. lnformation on Other Service Providers Receiving Direct or lndirect Gompensat¡on. Except for those persons for whom you

answered "Yes" to line 1a above, complete as many entries as needed to list each person receiv¡ng, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connect¡on with serv¡ces rendered to the plan or the¡r position with the plan during the plan year. (See instructions).

Schedule C (Form 5500) 201 1

FIRST PERSON BENEFIT ADVISORS

35-2045879

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

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

(d)
Enter direct

compensation paid
by the plan. lf none,

enter -0-.

BCBS MICHIGAN PT D ERRP COMMISSIONS

38-2069753

(e)
Did serv¡ce provider

receive indirect
compensat¡on? (sources
other than plan or plan

sponsor)

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(f)
Did indirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

(a) enter name and EIN or address (see instruct¡ons)

(d)
Enter direct

compensation pa¡d
the plan. lf

enter -0-.

(e)
Did service provider

receive indirect
compensat¡on? (sources
other than plan or plan

sponsor)

(s)
Enter total indirect

compensat¡on received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(0. lf none, enter -0-.

(b)
Service
Code(s)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-lnterest

(0
Did ¡ndirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

(h)
Did the service

provider give you a
formula instead of

an amount or
estimated amount?

ves! ruoE

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

(d)
Enter direct

compensation paid
the plan. lf none,

enter -0-.

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

(g)
Enter total indirect

compensation received by
service prov¡der excluding

el¡gible ind¡rect
compensation for which you
answered "Yes" to element

(f). lf none, enter -0-.

(f)
Did indirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

(h)
Did the service

provider give you a
formula instead of

an amount or
est¡mated amount?

vesl ruo!

(s)
Enter total indirect

compensation rece¡ved by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(f), lf none, enter -G.

(h)
Did the service

provider give you a
formula instead of

an amount or
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Part I lService Provider lnformation
3 lf you reported on line 2 receipt of indirect compensat¡on, other than eligible indirect compensation, by a service provider, and the service provider is a fiduc¡ary

or provides contract administrator, consult¡ng, 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 compensat¡on. Complete as
many entries as needed to report the required information for each source.

(a) Enter service prov¡der name as ¡t appears on line 2

(d) enter name and EIN (adcfress) of source of indirect compensation

Page 4-

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

(d) enter name and EIN (address) of source of indirect compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provide/s el¡g¡bility

for or the amount of the indirect compensation.

(c) Enter amount of indirect

(d) enter name and EIN (address) of source of indirect compensat¡on

(b) Service Codes
(see instructions)

(e) oescribe the indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensat¡on.

(c) enter amount of indirect
compensation

(b) Service Codes
(see instructions)

(e) oescribe the indirect compensation, including any
formula used to determine the service provideis eligibil¡ty

for or the amount of the indirect compensation.

(c) Enter amount of indirect
compensation



4 Provide, to the extent possible, the following information for each service provider who failed or refused to prov¡de the information necessary to complete

Schedule C (Form 55OO) 2011 Page 5-

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

(a) enter name and EIN or address of service provider (see
instruct¡ons)

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

(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)

Describe the information that the service provider failed or refused to
provide

Enter name and EIN or address of service provider (see
instruct¡ons)

Describe the information that the service provider failed or refused to
prov¡de

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

(c) Oescribe the ¡nformation that the service provider failed or refused to
provide

Describe the information that the service provider failed or refused to
provide

Describe the information that the service provider failed or refused to
prov¡de
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ermlnatlon lnformatlon on Accountants and Enrolled Actuaries (see instructions)

Explanation:

Explanation:

Explanetion:



SCHEDULE H

(Form 5500)
Department of the Treasury
lnternal Revenue Sery¡ce

Department of Labor
Employee Benefits Security Administrat¡on

Pension Benef¡t Guaranty Corporation

A Name of plan
DSRA BENEFIT TRUST PLAN

C Plan sponsor's name as shown on line 2a oÍ Form 55OO

DSRA BENEFIT TRUST

Financial lnformation

Th¡s schedule is requ¡red to be filed under sect¡on 104 of the Employee
Retirement lncome Secur¡ty Act of 1974 (ERISA), and section 6058(a) of the

lnternal Revenue Code (the Code).

) File as an attachment to Form 5500.

I Current value of plan assets and liabil¡ties at the beginn¡ng 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 specif¡c dollar
benefitatafuturedate.Roundoffamountstothenearestdollar. MTlAs,CCTs,PSAs,andl03-l2lEsdonotcompletelineslb(1), 1b(2), 1c(8), 19,th,

Asset and Liabil

Total noninterest-bearing cash

Receivables (less allowance for doubtful accounts):

PSAs. and 103-12 lEs also

(1) Employer contributions

Statement

(2) Participant contr¡butions

(l) lnterest-bearing cash (include money market accounts & certif¡cates
of deposit)

(2) U.S. Government securities

(3) Corporate debt instruments

(A) Prefened

(B) All other....

(4) Corporate stocks (other than employer securities):

(A) Prefened..

OMB No. 1210-0110

(B) Common

(5) Partnership/joint venture interests .

(6) Real estate (other than employer real property) ...

(7) Loans (other than to partic¡pants).

(other than employer securities):

This Form is Open to Public

(8) Participant loans ..........................

2011

D Employer ldentification Number (ElN)

26-4594868

(9) Value of interest in common/collective trusts

(10) Value of interest in pooled separate accounts......,...

(11) Value of interesl ¡n master trust investment accounts

(12) Value of interest iî 103-12 ¡nvestment entities
(13) Value of interest ¡n registered ¡nvestment compan¡es (e.9., mutual

funds)...............
(14) Value of funds held in insurance company general account (unallocated

(15) Other

contracts)

For Paperwork Reduction Act Notlce and OMB Control Numbers, see the instructions for Form 5500 Schedule H (Form 5500) 2011
v.01261'l

1 6490028



1d Employer-related investments:

Schedule H (Form 5500) 201 1

(1) Employer securilies

(2) Employer real property

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

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

Liabilities

e

f

g Benefit claims payable

h Operating payables

i Acquisitionindebtedness

j Otner liabilities...........

k Total l¡ab¡lities (add all amounts in l¡nes 1g throughlj)

Net Assets
I Net assets (subtract line 1k from line 1f)

2 Plan income, expenses, and changes in net assets for the year. lnclude all income and expenses of the plan, including any trust(s) or separately ma¡ntained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTlAs, CCTs, PSAs, and 103-12 lEs do not complete
lines 2a, 2b(1 XE), 2e,2t, and 29.

lncome
a Contributions:

(1) Received or receivable in cash from: (A) Employers..

Page2

(B) Participants

(2) Noncash contributions

(3) Total contr¡butions. Add lines 2a(1)(A), (B), (C), and line 2a(21 .............-...

b Earnings on ¡nvestments:

(l) lnterest:
(A) lnterest-bearing cash (including money market accounts and

certifìcates of deposit)........

(B) U.S. Govemment securities.........

(C) Corporate debt instruments ......................

(D) Loans (other than to participants).

1d(1)

(C) Others (including rollovers)...

1d(21

1e

(al Beqinninq of Year

lf 7777 184

(E) Part¡cipant loans

(F) Other

(G) Total interest. Add lines 2b(1)(A) through (F)..

(2) Dividends: (A) Prefened stock..

End of Year

(B) Common stock

(C) Registered ¡nvestment company shares (e.9. mutual funds)..............

(D) Total dividends. Add lines 2b(2XA), (B), and (C)

(3) Rents

(4) Net gain (loss) on sale ofassets: (A) Aggregate proceeds

2a(1)(A)

16490028

2a(1XB)

(B) Aggregate carrying amount (see instructions)

2a(1)(c)

(C) Subtract line 2b(a)p) from line 2b(4XA) and enter result..

2al2l

(a) Amount

2a(3)

2b(1XA)

19968172

2b(1XB)

43979808

2b(1XC)

2b(1XD)

2b(1XE)

b) Total

2b(rxF)

2b(1XG)

2bl2l( l
2b(2XB)

574

2b(zllcl

2b(2XD)

2b(3)

63947980

2b(4XA)

2b(4XB)

2b(4Xc)

349387

10045475

1 0040065

574

349387

541 0



2b (5) Unre¿l¡zed appreciation (depreciation) of assets: (A) Real estate.......

Schedule H (Form 5500) 2011

(B) Other

Add lines 2b(5)(A) and (B)

(6) Net ¡nvestment ga¡n (loss) from

(C) Total unrealized apprec¡ation of assets.

(7) Net investment gain (loss) from

(8) Net investment ga¡n (loss) from

(9) Net investment gain (loss) from
(10) Net ¡nvestment gain (loss) from

companies (e.9., mutual funds)

c
d

Other income...

Total income. Add all ¡ncome amounts in column (b) and enter tota|......................

Expenses
Benefit payment and payments to provide benefits:

(l) Directly to participants or benefìciaries, including direct rollovers

common/collective trusts..........

pooled separate accounts

(2) To insurance carr¡ers for the provision of benefits.

master trust investment accounts............

I 03-1 2 investment entities.......
reg¡stered investment

(3) Other

(4) Total benefit payments. Add lines 2e(l) through (3)..................,..

Correct¡ve distributions (see instructions).......................Í
g

h

I

Certain deemed distributions of participant loans (see instructions).

lnterest expense

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

Page 3

2b(sXA)

2b(5XB)

(2) Contract administrator fees

(3) lnvestment advisory and management fees

2b(sxc)

(4) Other

(5) Total administrative expenses. Add l¡nes 2i(l) through (4).........................

j fotal expenses. Add all expense amounts in column (b) and enter tota|.........

Net lncome and Reconciliation

2b(6)

fa) Amount

2b(7\)

2b(8)

k
I

2b(e)

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

Transfers of assets:

2b(r0)

(l) To this plan..

2c

(2) From this plan

2d

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.

2el1l

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):

Accountant's Ooinion

Total

2e(21

2e(3)

b O¡O tne accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-1 2(d)?

2e(41

c Enter the name and EIN of the accountant (or accounting fìrm) below:

2t

Unqualifìed (2)j I Oualified (3)l I Disclaimer (4)l I Adverse

d The opinion ofan independent qualified public accountant is not attached because:
(f ) ! This form is filed for a CCT, PSA, or MTIA. (2) ! lt w¡ll be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

29

(1) Name:GAINES KRINER ELLIOTT LLP

2h

zil'tl

44582

5361 1885

2i(21

2(3)

2i(41

-1 0001 4

2¡(5)

64203337

2J

306396

645893

46252

835485

53656467

1 834026

5s490493

(2) EIN: 16-0773396



Schedule H (Form 5500) 201 1

CCTs and PSAs do not complete Part lV.
103-12 lEs also do not complete 4j and 41.

Dur¡ng the plan year:

Was there a failure to transmit to the plan any participant contributions w¡thin the t¡me
period described ¡n 29 CFR 25'10.3-102? 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 classifìed during the year as uncollectible? Disregard part¡cipant loans
secured by partic¡pant's account balance. (Attach Schedule G (Form 5500) Part I if "Yes" is

checked.).........

Were any leases to which the plan was a party in default or classifìed during the year as
uncollectible? (Attach Schedule G (Form 5500) Part ll ¡f ''Yes" is checked.)

Were there any nonexempt transactions with any party-in-interest? (Do not ¡nclude transactions
reported on line 4a Attach Schedule G (Form 5500) Part lll ¡f "Yes" ¡s

checked.).........

Was this plan covered by a fìdelity bond?...............

Did the plan have a loss, whether or not reimbursed by the plan's fidel¡ty bond, that was caused
by fraud or dishonesty?

D¡d the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?

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 requirements.)..

Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transact¡ons if "Yes" is checked, and
see instructions for format requirements.)..

Were all the plan assets e¡ther distributed to part¡c¡pants or beneficiar¡es, transferred to another
plan, or brought under the control of lhe PBGC?.............

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

lf this is an individual account plan, was lhere a blackout period? (See instruct¡ons and 29 CFR
2520.',t01-3.)....

lf 4m was answered "Yes," check the "Yes" box if you either provided the required not¡ce or one
of the exceptions to providing the not¡ce applied under 29 CFR 2520.101-3.

Questions
MTlAs, 103-12 lEs, and GlAs do not complete 4a,4e,41,49,
MTIAs also do not complete 41.

e

t

Page 4-

I

m

4h, 4k, 4m, 4n, or 5

Yes

5a Has a resolution to terminate lhe plan been adopted during the plan year or any prior plan yeaf
lf 'Yes," enter the amount of any plan assets that reverted to the employer this ¡rrear.. .. I V"" [ ru o Amount:

5b lf, 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

4a

No

4b

transfened. (See instructions. )

5b(1) Name of plan(s)

X

4c

Amount

4d

X

4e

X

X

4Í

4o

¡lh

X

4i

X

X

X

4t

4k

X

500000

4t

4m

X

4n


