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rom 5558 Application for Extension of Time OMB No. 1645-0212

Rev. August 2012 . =

(fov. August 2072) To File Certain Employee Plan Returns

Department of the Treasury . .

Internal Revenue Service P> For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only

P> Information about Form 5558 and its instructions is at www.irs.gov/form5558
Part | Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer’s identifying number (see instr)
DELPHI SALARIED RETIREES ASSOCIATION Employer identification number (EIN) (9 digits XX-XXXXXXX)
BENEFIT TRUST 26-4594868
Number, street, and room or suite no. (If a P.O. box, see instructions)
150 BASTIAN ROAD Social security number (SSN) (@ digits XXX-XX-XXXX)

City or town, state, and ZIP code

ROCHESTER, NY 14623

Plan Plan year ending -
Cc Plan name number MM DD YYYY
DSRA BENEFIT TRUST PLAN 501 12 31 | 2017

Partll Extension of Time To File Form 5500 Series, and/or Form 8955-SSA
1 I_l Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part 1, C above.

2  |request an extension of time until 10/15/2018 to file Form 5500 series (see instructions).

Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 Irequest an extension of time until 10/15/2018 to file Form 8955-SSA (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before the normal
due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2 and/or line 3 (above) is not
later than the 15th day of the third month after the normal due date.

Partlll Extension of Time To File Form 5330 (see instructions)
4 | request an extension of time until to file Form 5330.
You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing the tax »| a|
b Enter the payment amount attached
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date

5  State in detail why you need the extension:

Under penalties of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete,
and that | am authorized to prepare this application.

Signature P> Date P>

Form 5558 (Rev. 8-2012)

719101 04-01-17  LHA



3925 River Crossing Pkwy tel: 317.472.2200 / 800.469.7206
Suite 300 fax: 317.208.1200

PO Box 40368 somersetcpas.com
SOMERSETl' Indianapolis, IN 46240

CPAs AND ADViISORS

October 15, 2018

Paul Beiter
150 Bastian Road
Rochester, NY 14623

Dear Paul:

Enclosed is 2017 Form 5500 for DSRA BENEFIT TRUST PLAN, Plan
Number 501.

This return has been prepared for electronic filing. Please
sign, date, and retain an original of the return for the
plan's records. We will submit your electronic return. Do
NOT mail the paper copy of your return to EFAST2.

Please review the return for completeness and accuracy.

Also enclosed is the Summary Annual Report for the plan. The
Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor regulations require the information
enclosed herein to be given to each participant and
beneficiary receiving benefits after the close of the plan
year. This information should be delivered by hand or first
class mail.

We sincerely appreciate the opportunity to serve you. Please
contact us if you have any questions concerning the return.

Sincerely,

Xiaolin Shi, CPA
SOMERSET CPAs, P.C.



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 12100110
This form is required to be filed for employee benefit plans under sections 104 )

Department of the Treasury

Intarnal Revenue Service and 4065 of the Employee Retirement income Security Act of 1974 (ERISA) and
Department of Labor sections 6057(b) and 6058(a) of the Intemal Revenue Code (the Code). 2017
Emp'o:’\:em?r?;:faﬁon o P> Complete all entries in accordance with
Fonsion Bonott Guaranty Coparaton the instructions to the Form 5500. This Form is Open to

Public Inspection

[PartT ] Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017 b
A This retum/report is for: I_J a multiemployer plan Ll a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instr.)
'E a single-employer plan a DFE (specify)

B This retum/report is: I the first return/report the final return/report

an amended retum/report a short plan year retum/report (less than 12 months)
C If the plan is a collectively-bargained plan, check here .. | 4
D Check box if filing under: E Form 5558 [] automatic extension D the DFVC program

s_ggg_a_\l extension {enter description)

[Part ] Basmﬂan Information - enter all requested information

1a Name of plan ’ 1b  Three-digit
DSRA BENEEIT TRUST PLAN . plan number (PN)  p> 501
: 1c Effective date of plan
) 09/01/2009
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.0. Box) 26-4594868
N City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) Plan Sponsor’s telephone number

DELPHI~SALARIED RETIREES ASSOCIATION BENEFIT TRUST 5 8 5-424-2079
- : 2d Business code (see instructions)
: ! 525920
150 BASTIAN ROAD '

ROCHESTER ) NY 14623

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules, and t as well
as the electronic vergjon of this retum/report and to the best of my knowledge and belief, it is true, correct, and complete.

,ﬁ;‘;’é W%’_ /O//{/ /% |PAUL BEITER
[Signature of plan administrator Date” Enter name of individual signing as plan administrator

SIGN .
|HERE S— —

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE| rprrgn s

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2017)

v. 170203

718401 10-04-17




Form 5500 (2017) Page 2

3a Plan administrator's name and address P_(I Same as Plan Sponsor 3b Administrator’s EIN

3C Administrator’s telephone number

If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN

enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor’s name 4d PN
C Plan Name

Total number of participants at the beginning of the plan year 5 4 , 5 43

Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines

6a(1), 6a(2), 6b, 6¢, and 6d).
a (1) Total number of active participants at the beginning of the plan year 68(1) 4 ;5 43
a (2) Total number of active participants at the end of the plan year . 68(2) 5, 308
b Retired or separated participants receiving benefits 6b 0
C Other retired or separated participants entitled to future benefits . 6¢c 0
d Subtotal. Add lines 6a(2), 6b,and6¢ 6d 5,308
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits 6e
F oTotal. Add liNes 6d and Be 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans

complete this item) 69
h Number of participants who terminated employment during the plan year with accrued benefits that were

18SS than 100% VESTEA ..o 6h

Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete

IS O 7

8a

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

b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics 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) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor

10 Checkall 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
(1) R  (Retirement Plan Information) (1) H (
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2) | (
Purchase Plan Actuarial Information) - signed by the plan (3) _5 A (
actuary 4) C (
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) D (
Information) - signed by the plan actuary (6) G (

718402 10-04-17

Financial Information)
Financial Information - Small Plan)
Insurance Information)
Service Provider Information)
DFE/Participating Plan Information)
Financial Transaction Schedules)



Form 5500 (2017) Page 3

Part lll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29
CFR 2520.101-2) [] ves ﬁ No

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

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

11C Enter the Receipt Confirmation Code for the 2017 Form M-1 annual report. If the plan was not required to file the 2017 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure
to enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code

718403 10-04-17



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). 201 7
Employee g:ﬁ;?:z;zzﬁ:ibaggrministration > File as an attachment to Form 5500.
Pension Beneft Guaranty Corporation P> Insurance companies are required to provide the information This Form is Open to

pursuant to ERISA section 103(a)(2). Public Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan B Three-digit

DSRA BENEFIT TRUST PLAN plan number (PN)  p» 501

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION 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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

BLUE CROSS BLUE SHIELD OF MICHIGAN

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year () From (9) To
38-2069753 | 54291 |278939 3193 01/01/201712/31/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons
in descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

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

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

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

(e)

(b) Amount of sales and base Fees and other commissions paid o
. . Organization
commissions paid
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017
v. 170203

718421 10-04-17



Schedule A (Form 5500) 2017 Page 2-

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

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

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

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

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

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

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

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

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

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

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

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

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

e
(b) Amount of sales and base Fees and other commissions paid or ar(wi;ation
commissions paid 9 d
(c) Amount (d) Purpose coae

718422 10-04-17



Schedule A (Form 5500) 2017 Page 3

Part 1l Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan’s interest under this contract in the general accountatyearend ... 4
5 Current value of plan’s interest under this contract in separate accountsatyearend ... 5
6 Contracts With Allocated Funds:

a State the basis of premium rates P>

b Premiums paid to carrier 6b

C Premiums due but unpaid at the end of the year 6¢c

d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enter amount . 6d

Specify nature of costs >
€ Type of contract: (1) |:| individual policies ) |:| group deferred annuity
3) other (specify) P>

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here .........

...... >

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration ) immediate participation guarantee

) guaranteed investment (4) other P

b Balance at the end of the PrEVIOUS YOI ... oo

C Additions: (1) Contributions deposited during the year

2) Dividends and credits

3

Interest credited during the year

P

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

>

(6) Totaladditions
d Total of balance and additions (@dd INes 7b and 7C(6)) ..........ooommmme e

€ Deductions:

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

2) Administration charge made by carrier

3

Py

)
) Transferred to separate account
) Other (specify below)

4

>

(5) Totaldeductions
f Balance at the end of the current year (subtract line 7¢(5) from line 7d)

718423 10-04-17




Schedule A (Form 5500) 2017 Page 4

Part Il Welfare Benefit Contract Information

treated as a unit for purposes of this report.

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

8  Benefit and contract type (check all applicable boxes)
a Health (other than dental or vision) b E Dental c E Vision

e Temporary disability (accident and sickness) f I Long-term disability g I Supplemental unemployment

i Stop loss (large deductible) J I HMO contract k E PPO contract

M| | Other (specify) P>

d I Life insurance
h E Prescription drug
I Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received 9a(1) 14,512,919
(@) Increase (decrease) in amount due but unpaid .~ 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
@) Earned (1) £ (2)- ) oo | 9a(4) 14,512,919
b Benefit charges: (1) Claims paid 9b(1) 11,826,898
(2) Increase (decrease) in claim reserves 9b(2) -128,180
@) Incurred claims (add (1)and (2)) 9b(3) 11,698,718
(4) Claims Charged ... ... 9b(4) 11 ’ 698 .1 18
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B) 942,053
(C) Other specific acquisition costs 9c(1)(C)
(D) Otherexpenses 9¢(1)(D)
() Taxes 9c(1)(E) 233,925
(F) Charges for risks or other contingencies 9c(1)(F) 379,568
(G) Other retention charges 9¢c(1)(G)
(H)  Total retention ... oo 9c¢(1)(H) 1,555,546
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) 90(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
2) Claimreserves 9d(2) 575,336
() Otherreserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line9¢(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 |, line 2
above, report amount 10b
Specify nature of costs
[Part IV| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? .................... U Yes P}I No

12 |f the answer to line 11 is "Yes," specify the information not provided. p>

718424 10-04-17



SCHEDULE A Insurance Information OMB No. 1210:0110
(Form 5500)

This schedule is required to be filed under section 104 of the

Department of the Treasury . i
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 7
Department of Lab ;
Employee B:r?;l;t;nggcgrityaAgrrmﬁinistration > File as an attachment to Form 5500.
Pension Benelt Goaranty Corporation P> Insurance companies are required to provide the information This Form is Open to

pursuant to ERISA section 103(a)(2). Public Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan B Three-digit

DSRA BENEFIT TRUST PLAN plan number (PN)  p» 501

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION 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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

EXPRESS SCRIPTS, INC.

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year () From (9) To
43-1420563 | 60025 945 101/01/201712/31/2017

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

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

28,348 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

MARSH

12421 MEREDITH DRIVE

URBANDALE IA 50398

(b) Amount of sales and base Fees and other commissions paid (é) )
. . Organization
commissions paid
(c) Amount (d) Purpose code
28,348 3

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

(e)

(b) Amount of sales and base Fees and other commissions paid o
. . Organization
commissions paid
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017
v. 170203

718421 10-04-17



Schedule A (Form 5500) 2017 Page 2-

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

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

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

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

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

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

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

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

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

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

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

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

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

e
(b) Amount of sales and base Fees and other commissions paid or ar(wi;ation
commissions paid 9 d
(c) Amount (d) Purpose coae

718422 10-04-17

10



Schedule A (Form 5500) 2017 Page 3

Part 1l Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan’s interest under this contract in the general accountatyearend ... 4

5 Current value of plan’s interest under this contract in separate accountsatyearend ... 5

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

b Premiumspaidtocartier 6b
C Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enteramount 6d

Specify nature of costs >
€ Type of contract: (1) |:| individual policies ) |:| group deferred annuity

3) other (specify) P>
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ............... PD

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration ) immediate participation guarantee
) guaranteed investment (4) other P

b Balance at the end of the PrEVIOUS YOI ... oo | 7b
C Additions: (1) Contributions deposited during the year 7c(1)

() Dividends and credits

(3) Interest credited during the year

(4) Transferred from separate account

(5) Other (specify below)

>

(6) Totaladditions

d Total of balance and additions (@dd INes 7b and 7C(6)) ..........ooommmme e | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(8) Transferred to separate account
(4) Other (specify below)

>

(6) Totaldeductions

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)

718423 10-04-17

11



Schedule A (Form 5500) 2017 Page 4

Part Il Welfare Benefit Contract Information

treated as a unit for purposes of this report.

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

Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b| | Dental C | | Vision
e Temporary disability (accident and sickness) f Long-term disability g Supplemental unemployment
I Stop loss (large deductible) J HMO contract K| | PPO contract

M| | Other (specify) P>

d I Life insurance
h E Prescription drug
Indemnity contract

Experience-rated contracts:

a Premiums: (1) Amount received 9a(1)
(@) Increase (decrease) in amount due but unpaid .~ 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
@) Earned (1) £ (2)- ) oo | 9a(4)
b Benefit charges: (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
@) Incurred claims (add (1)and (2)) 9b(3)
(4) Claims Charged ... ... 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Otherexpenses 9¢(1)(D)
() Taxes 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention charges 9¢c(1)(G)
(H)  Total 1O NtiON 9c¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) 90(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claimreserves 9d(2)
() Otherreserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line9¢(2).) ................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 1,207,264
b If the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, report amount 10b

Specify nature of costs

[Part IV| Provision of Information

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

..................... U Yes

E(INO

12 |f the answer to line 11 is "Yes," specify the information not provided. p>

718424 10-04-17

12



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). 201 7
Employee g:ﬁ;?:z;zzﬁ:ibaggrministration > File as an attachment to Form 5500.
Pension Beneft Guaranty Corporation P> Insurance companies are required to provide the information This Form is Open to

pursuant to ERISA section 103(a)(2). Public Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan B Three-digit

DSRA BENEFIT TRUST PLAN plan number (PN)  p» 501

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION 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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

HARTFORD LIFE AND ACCIDENT

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year () From (9) To
06-0838648 | 70815 1005 [01/01/201712/31/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons
in descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

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

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

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

(e)

(b) Amount of sales and base Fees and other commissions paid o
. . Organization
commissions paid
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017
v. 170203

718421 10-04-17
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

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

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

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

e
(b) Amount of sales and base Fees and other commissions paid or ar(wi;ation
commissions paid 9 d
(c) Amount (d) Purpose coae

718422 10-04-17
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Schedule A (Form 5500) 2017 Page 3

Part 1l Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan’s interest under this contract in the general accountatyearend ... 4

5 Current value of plan’s interest under this contract in separate accountsatyearend ... 5

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

b Premiumspaidtocartier 6b
C Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enteramount 6d

Specify nature of costs >
€ Type of contract: (1) |:| individual policies ) |:| group deferred annuity

3) other (specify) P>
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ............... PD

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration ) immediate participation guarantee
) guaranteed investment (4) other P

b Balance at the end of the PrEVIOUS YOI ... oo | 7b
C Additions: (1) Contributions deposited during the year 7c(1)

() Dividends and credits

(3) Interest credited during the year

(4) Transferred from separate account

(5) Other (specify below)

>

(6) Totaladditions

d Total of balance and additions (@dd INes 7b and 7C(6)) ..........ooommmme e | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(8) Transferred to separate account
(4) Other (specify below)

>

(6) Totaldeductions

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)

718423 10-04-17
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Schedule A (Form 5500) 2017 Page 4

Part Il Welfare Benefit Contract Information

treated as a unit for purposes of this report.

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

Benefit and contract type (check all applicable boxes)
a I Health (other than dental or vision) b| | Dental C | | Vision

e I Temporary disability (accident and sickness) f Long-term disability g Supplemental unemployment

i I Stop loss (large deductible) i HMO contract K| | PPO contract

M| other (specify) » MEDICARE SUPPLEMENT

d| | Life insurance
h Prescription drug
Indemnity contract

Experience-rated contracts:

a Premiums: (1) Amount received 9a(1)
(@) Increase (decrease) in amount due but unpaid .~ 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
@) Earned (1) £ (2)- ) oo | 9a(4)
b Benefit charges: (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
@) Incurred claims (add (1)and (2)) 9b(3)
(4) Claims Charged ... ... 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Otherexpenses 9¢(1)(D)
() Taxes 9c(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention charges 9¢c(1)(G)
(H)  Total 1O NtiON 9c¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) 90(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claimreserves 9d(2)
() Otherreserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line9¢(2).) ................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 1,434,132
b If the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, report amount 10b

Specify nature of costs

[Part IV| Provision of Information

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

..................... U Yes

E(INO

12 |f the answer to line 11 is "Yes," specify the information not provided. p>

718424 10-04-17
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SCHEDULE A Insurance Information OMB No. 1210:0110
(Form 5500)

This schedule is required to be filed under section 104 of the

Department of the Treasury . i
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 7
Department of Lab ;
Employee B:r?;l;t;nggcgrityaAgrrmﬁinistration > File as an attachment to Form 5500.
Pension Benelt Goaranty Corporation P> Insurance companies are required to provide the information This Form is Open to

pursuant to ERISA section 103(a)(2). Public Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan B Three-digit

DSRA BENEFIT TRUST PLAN plan number (PN)  p» 501

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION 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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

METROPOLITAN LIFE INSURANCE COMPANY

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year () From (9) To
13-5581829 | 65978 [149752 5308 [01/01/201712/31/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons
in descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid
0 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

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

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

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

(e)

(b) Amount of sales and base Fees and other commissions paid o
. . Organization
commissions paid
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017
v. 170203

718421 10-04-17
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Schedule A (Form 5500) 2017 Page 2-

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

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

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

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

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

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

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

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

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

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

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

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

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

e
(b) Amount of sales and base Fees and other commissions paid or ar(wi;ation
commissions paid 9 d
(c) Amount (d) Purpose coae

718422 10-04-17
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Schedule A (Form 5500) 2017 Page 3

Part 1l Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan’s interest under this contract in the general accountatyearend ... 4

5 Current value of plan’s interest under this contract in separate accountsatyearend ... 5

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

b Premiumspaidtocartier 6b
C Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enteramount 6d

Specify nature of costs >
€ Type of contract: (1) |:| individual policies ) |:| group deferred annuity

3) other (specify) P>
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ............... PD

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration ) immediate participation guarantee
) guaranteed investment (4) other P

b Balance at the end of the PrEVIOUS YOI ... oo | 7b
C Additions: (1) Contributions deposited during the year 7c(1)

() Dividends and credits

(3) Interest credited during the year

(4) Transferred from separate account

(5) Other (specify below)

>

(6) Totaladditions

d Total of balance and additions (@dd INes 7b and 7C(6)) ..........ooommmme e | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(8) Transferred to separate account
(4) Other (specify below)

>

(6) Totaldeductions

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)

718423 10-04-17
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Schedule A (Form 5500) 2017

Page 4

Part Il Welfare Benefit Contract Information

treated as a unit for purposes of this report.

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

Benefit and contract type (check all applicable boxes)

Specify nature of costs

a I Health (other than dental or vision) b| | Dental C | | Vision d E Life insurance
e I Temporary disability (accident and sickness) f Long-term disability g Supplemental unemployment h I Prescription drug
i I Stop loss (large deductible) i HMO contract K| | PPO contract Indemnity contract
mMX| other (specify) p» AD&D
Experience-rated contracts:
a Premiums: (1) Amount received 9a(1) 3,101,385
(2) Increase (decrease) in amount due butunpaid 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
@) Earned (1) + (2) - (B) oo oo | 9a(4) 3,101,385
b Benefit charges: (1) Claims paid 9b(1) 2,310,478
(2) Increase (decrease) in claim reserves 9b(2) 76,044
() Incurred claims (@dd (1) @nd (2)) 9b(3) 2,386,522
(4) Claims Charged ... ... 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions 9c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Otherexpenses 9¢(1)(D) 230,445
() Taxes 9c(1)(E) 67,241
(F) Charges for risks or other contingencies 9c(1)(F) 74,774
(G) Other retention charges 9¢c(1)(G) 342,403
(H)  Total retention ... oo 9c¢(1)(H) 714,863
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) 90(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
2) Claimreserves 9d(2) 823,748
() Otherreserves 9d(3) 3,214,605
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line9¢(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 |, line 2
above, report amount 10b

[Part IV| Provision of Information

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

..................... U Yes

E(INO

12 |f the answer to line 11 is "Yes," specify the information not provided. p>

718424 10-04-17
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SCHEDULE A Insurance Information OMB No. 1210:0110
(Form 5500)

This schedule is required to be filed under section 104 of the
Department of the Treasury

Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 7
Employee g:ﬁ;?:z;zzﬁ:ibaggrministration > File as an attachment to Form 5500.
Pension Beneft Guaranty Corporation P> Insurance companies are required to provide the information This Form is Open to

pursuant to ERISA section 103(a)(2). Public Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan B Three-digit

DSRA BENEFIT TRUST PLAN plan number (PN)  p» 501

C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION 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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

RELIANCE STANDARD LIFE INSURANCE COMPANY

(b) EIN (c) NAIC (d) Contract or (e) Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract year () From (9) To
36-0883760 | 68381 [GL 150478 1453 [01/01/201712/31/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons
in descending order of the amount paid.
(a) Total amount of commissions paid (b) Total amount of fees paid

0 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

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

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

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

(e)

(b) Amount of sales and base Fees and other commissions paid o
. . Organization
commissions paid
(c) Amount (d) Purpose code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017
v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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

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

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

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

e
(b) Amount of sales and base Fees and other commissions paid or ar(wi;ation
commissions paid 9 d
(c) Amount (d) Purpose coae

718422 10-04-17
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Part 1l Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan’s interest under this contract in the general accountatyearend ... 4

5 Current value of plan’s interest under this contract in separate accountsatyearend ... 5

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

b Premiumspaidtocartier 6b
C Premiums due but unpaid at the end of the year 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with

the acquisition or retention of the contract or policy, enteramount 6d

Specify nature of costs >
€ Type of contract: (1) |:| individual policies ) |:| group deferred annuity

3) other (specify) P>
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, checkhere ............... PD

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration ) immediate participation guarantee
) guaranteed investment (4) other P

b Balance at the end of the PrEVIOUS YOI ... oo | 7b
C Additions: (1) Contributions deposited during the year 7c(1)

() Dividends and credits

(3) Interest credited during the year

(4) Transferred from separate account

(5) Other (specify below)

>

(6) Totaladditions

d Total of balance and additions (@dd INes 7b and 7C(6)) ..........ooommmme e | 7d

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7¢e(2)
(8) Transferred to separate account
(4) Other (specify below)

>

(6) Totaldeductions

f Balance at the end of the current year (subtract line 7¢(5) from line 7d)

718423 10-04-17
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Part Il Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same

employee organization(s), the information may be combined for reporting purposes if such contracts are experience-rated

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

8  Benefit and contract type (check all applicable boxes)
a Health (other than dental or vision) b| | Dental C | | Vision d E Life insurance
e Temporary disability (accident and sickness) f Long-term disability g Supplemental unemployment h I Prescription drug
i Stop loss (large deductible) J HMO contract k| | PPO contract | I Indemnity contract
M| | Other (specify) P>
9 Experience-rated contracts:
a Premiums: (1) Amount received 9a(1)
(@) Increase (decrease) in amount due but unpaid .~ 9a(2)
(3) Increase (decrease) in unearned premium reserve 9a(3)
@) Eamed (1) 4 (2) - (3) oo | 9a(4)
b Benefit charges: (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
() Incurred claims (add (1)and (2)) 9b(3)
(4) ClaiMS ChArGEd .o oo 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions 9¢c(1)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other specific acquisition costs 9c(1)(C)
(D) Otherexpenses 9¢(1)(D)
() Taxes 9¢(1)(E)
(F) Charges for risks or other contingencies 9c(1)(F)
(G) Other retention charges 9¢(1)(G)
(H) Total ret@ntion ..o oo 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) Claimreserves 9d(2)
() Otherreserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line9¢(2).) .................. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 1,215,297
b If the carrier, service, or other organization incurred any specific costs in connection with
the acquisition or retention of the contract or policy, other than reported in Part |, line 2
above, reportamount 10b
Specify nature of costs
[Part IV| Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? .................... U Yes P}I No
12 |f the answer to line 11 is "Yes," specify the information not provided. p>

718424 10-04-17

24



SCHEDULE C

(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the 201 7
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA).

Employee Benefits Security Administration
Pension Benefit Guaranty Corporation P> File as an attachment to Form 5500.

This Form is Open to
Public Inspection.

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

A Name of plan
DSRA BENEFIT TRUST PLAN

B Three-digit 501
plan number (PN) p

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

DELPHI SALARIED RETIREES ASSOCIATION BENEFIT TRUST

D Employer Identification Number (EIN)
26-4594868

[Part 1| 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.

Information on Persons Receiving Only Eligible Indirect Compensation

a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only
eligible indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions) |:| Yes No

b If you answered line 1a "Yes," enter the name and EIN or address of each person providing the required disclosures for the service providers

who received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

(b) Enter name and EIN or address of person who provided you 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

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

718451 10-04-17
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Schedule C (Form 5500) 2017 Page 2-

(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

718452 10-04-17
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Schedule C (Form 5500) 2017

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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)

MERCER 13-3109248
(b) (c) (d) (e) vl o (h)

Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead

person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or

a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? . If none, enter -0-.
13 |CONTRACT ADMIN
P . es o {4 es o es o
280,034.] v No ] Y N Y N

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

FIRST PERSON CONSULTING

35-2045879

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? . If none, enter -0-.
70 |CONSULTING
50 207,845. Yes |:| No Yes |:| No|:| Yes |:| No|:|

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

BLUE CROSS BLUE SHIELD OF MICHIGAN

38-2069753

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? . If none, enter -0-.
13 |CONTRACT ADMIN
159,227. Yes |:| No Yes |:| No|:| Yes |:| No|:|
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? . If none, enter -0-.
18 |CUSTODIAN
50 16,460. Yes |:| No Yes |:| No|:| Yes |:| No|:|

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

KATZ SAPPER & MILLER, LLP

35-1090346

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead

person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or

a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) _rece|\(ed the answered "Yes" to element
required disclosures? . If none, enter -0-.

10 [QAUDITOR

50 14,500. Yes |:| No Yes |:| No|:| Yes |:| No|:|

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

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | gstimated amount?

plan sponsor)

received the
required disclosures?

answered "Yes" to element
. If none, enter -0-.

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|

718453 10-04-17

28




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

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

P> File as an attachment to Form 5500.

OMB N

0.1210-0110

2017

This Form is Open to

Public

Inspection.

For calendar plan year 2017 or fiscal plan year beginning

01/01/2017 and ending 12/31/2017

A

Name of plan

DSRA BENEFIT TRUST PLAN

B Three-digit
plan number (PN)  p

501

C

Plan or DFE sponsor’s name as shown on line 2a of Form 5500

D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION BENEFIT TRUST 26-4594868
Part || Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFES)
@ Name of MTIA, CCT, PSA, or 103-12 IE: COMERICA
b Name of sponsor of entity listed in (a)) AGGRAGATE BOND INDEX FUND
d Entity € Dollar value of interest in MTIA, CCT, PSA,
¢ ENPN38-6669102 001] code C or 103-12 |E at end of year (see instructions) 219, 256.
@ Name of MTIA, CCT, PSA, or 103-12 IE: COMERICA
b Name of sponsor of entity listed in (2): INTERMEDIATE GOVERNMENT BOND INDEX FUND
d Entity € Dollar value of interest in MTIA, CCT, PSA,
¢ ENPN38-6727244 001] code C or 103-12 |E at end of year (see instructions) 72,221.
@ Name of MTIA, CCT, PSA, or 103-12 IE: COMERICA
b Name of sponsor of entity listed in (a): TOTAL US EQUITY INDEX FUND
d Entity € Dollar value of interest in MTIA, CCT, PSA,
¢ ENPN39-6791907 001] code C or 103-12 |E at end of year (see instructions) 513,937.
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)

718462 10-04-17
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Part Il Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor
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SCHEDULE H

(Form 5500) Financial Information OMB No. 12100110
Departmant of the Treasury This schedule is required to be filed under section 104 of the Employee 2017

Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Department of Labor Internal Revenue Code (the Code).

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This Form is Open

P File as an attachment to Form 5500. to Public Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017

and ending 12/31/2017

A Name of plan

DSRA BENEFIT TRUST PLAN

B Three-digit
plan number (PN) p» 501

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

D Employer Identification Number (EIN)

DELPHI SALARIED RETIREES ASSOCIATION BENEFIT TRUST 26-4594868
[Part 1| 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¢(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 1a
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions 1b(1)
(2) Participant contributions 1b(2)
(B) OO 1b(3)
C General investments:
(1) Interest-bearing cash (incl. money market accounts & certificates of deposit) .. | 1¢(1) 58,755 37,820
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred 1c(3)(A)
(B) All other 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred 1c(4)(A)
(B) Common 1c(4)(B)
(56) Partnership/joint venture interests 1¢(5)
(6) Real estate (other than employer real property) 1¢(6)
(7) Loans (other than to participants) 1¢(7)
(8) Participant loans 1¢(8)
(9) Value of interest in common/collective trusts 1¢(9) 868,518 805,414
(10) Value of interest in pooled separate accounts 1¢(10)
(11) Value of interest in master trust investment accounts 1c(11)
(12) Value of interest in 103-12 investment entities 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual funds) 1c(13) 628,204 567,555
(14) Value of funds held in insurance co. general account (unallocated contracts) .. | 1¢(14)
(15)  OtNEr oo e 1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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1

d

-0

=TT aQ

Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) Employer real property 1d(2)
Buildings and other property used in plan operation . .. .. .. ... 1e
Total assets (add all amounts in lines 1a through1e) 1f 1,555,477 1,410,789
Liabilities
Benefit claims payable 1g
Operating payables 1h
Acquisition indebtedness 1i
Other liabilites 1j
Total liabilities (add all amounts in lines 1g through1j) 1k
Net Assets
Net assets (subtract line 1k from line 1) . | 1l | 1,555,477 | 1,410,789

[PartIl| 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 |Es do not complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) Employers 2a(1)(A)

(B) Participants 2a(1)(B) 21,887,553

(C) Others (including rollovers) 2a(1)(C)
(2) Noncash contributions 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) | 2a(3) 21,887,553
Earnings on investments:
(1) Interest:

(A) Interest-bearing cash (including money market

accounts and certificates of deposit) 2b(1)(A) 404

(B) U.S. Government securities 2b(1)(B)

(C) Corporate debt instruments 2b(1)(C)

(D) Loans (other than to participants) ... 2b(1)(D)

(E) Participantloans 2b(1)(E)

(F) Other 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F) 2b(1)(G) 404
(2) Dividends: (A) Preferred stock 2b(2)(A)

(B) Commonstock 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds) | 2b(2)(C) 38,839

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 38,839
3) Rents 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A)

(B) Aggregate carrying amount (see instructions) 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result | 2b(4)(C)
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate | 2b(5)(A)

(B) Other 2b(5)(B)

(C) Total unrealized appreciation of assets.

Add lines 2b(5)(A)and (B) 2b(5)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts 2b(6) 117,103
(7) Net investment gain (loss) from pooled separate accounts ... ... ... 2h(7)
(8) Net investment gain (loss) from master trust investment accounts 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities 2b(9)
(10) Net investment gain (loss) from registered investment companies
(e.g., mutual funds) 2b(10) 46,506
¢ Otherincome  SEE STATEMENT 1 2¢c 171,571
d Total income. Add allincome amounts in column (b) and enter total 2d 22,261,976
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers 2¢(1)
(2) To insurance carriers for the provision of benefits 2¢(2) 21,217,722
(B) OMNEr 2¢(3)
(4) Total benefit payments. Add lines 2e(1) through(3) ... 2¢(4) 21,217,722
f  Corrective distributions (see instructions) 2f
g Certain deemed distributions of participant loans (see instructions) 2g
h Interestexpense 2h
i Administrative expenses: (1) Professional fees 2i(1) 15,084
(2) Contract administratorfees 2i(2) 669,831
(3) Investment advisory and managementfees 2i(3) 16,460
(@) Other . . SEE STATEMENT 2i(4) 487,567
(5) Total administrative expenses. Add lines 2i(1) through(4) 2i(5) 1,188,942
j Total expenses. Add all expense amounts in column (o) and enter total 2j 22,406,664
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from line2d 2k -144,688
I Transfers of assets:
2i(1)
21(2)

[Part lll | Accountant’s Opinion

3

Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500.

Complete line 3d if an opinion is not attached.

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

(1) K unquaiiied @[] ouaified  3) [ ] Disclaimer )

Adverse

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

U Yes P}I No

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

(1) Name: SOMERSET CPAS, P.C.

(2 eNn: 20-1717681

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

[Part IV| Compliance Questions

4

CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 41, 4g, 4h, 4k, 4m, 4n, or 5.

103-12 |Es also do not complete lines 4j and 41. MTIAs also do not complete line 41.

During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year

failures until fully corrected. (See instructions and DOL’s Voluntary Fiduciary
Correction Program.)

b were any loans by the plan or fixed income obligations due the plan in default as of the

close of the plan year or classified during the year as uncollectible? Disregard

participant loans secured by participant’s account balance. (Attach Schedule G (Form

5500) Part | if "Yes" is checked.)

718503 10-04-17
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Yes | No Amount
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if "Yes" is checked.) 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported on line 4a. Attach Schedule G (Form 5500) Part Il if "Yes" is
checked) 4d X
€ Was this plan covered by a fidelity bond? 4e | X 500,000
f Didthe plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that
was caused by fraud or dishonesty ? 4f X
9 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? 49 X
h Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party
aApPraisSer? 4h X
i Didthe plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is
checked, and see instructions for format requirements.) ...~~~ 4i X
i 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.) . 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred
to another plan, or brought under the control of the PBGC? 4k X
I Hasthe plan failed to provide any benefit when due under the plan? 41 X
M If this is an individual account plan, was there a blackout period? (See instructions
and 29 CFR 2520.101-3.) 4m X
N If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3 .................. 4n X
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year? J Yes EI No
If "Yes," enter the amount of any plan assets that reverted to the employer this year .
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities

were transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5 ¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)?

______ |_| Yes |_| No

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

718504 10-04-17
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DELPHI SALARIED RETIREES ASSOCIATION BEN

26-4594868

SCHEDULE H OTHER INCOME STATEMENT 1
DESCRIPTION AMOUNT
ADMINISTRATIVE FEE INCOME 171,571.
TOTAL TO SCHEDULE H, LINE 2C 171,571.
SCHEDULE H OTHER ADMINISTRATIVE EXPENSES STATEMENT 2
DESCRIPTION AMOUNT
OTHER EXPENSES 487,567.
TOTAL TO SCHEDULE H, LINE 2I(4) 487,567.
36 STATEMENT(S) 1, 2
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