Department of the Treasury
Internal Revenue Service

Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

Employee Benefits Security

Department of Labor

Administration

Pension Benefit Guaranty Corporation

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 201 8

» Complete all entries in accordance with
the instructions to the Form 5500.

1210-0089

This Form is Open to Public
Inspection

Part |

Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning

01/01/2018

and ending 12/31/2018

A This return/report is for:

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under:

lz| a single-employer plan
|:| the first return/report

|:| an amended return/report

|:| a multiemployer plan

[X| Form 5558

|:| a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions.)

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

|:| a short plan year return/report (less than 12 months)

|:| automatic extension |:| the DFVC program

|:| special extension (enter description)

Part Il

Basic Plan Information—enter all requested information

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

1b Three-digit plan
number (PN) » 513

1c Effective date of plan
01/01/2006

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 41-0693979

ST.

OLAF COLLEGE

1520 ST OLAF AVENUE

NORTHFIELD

MN 55057

2b Employer Identification
Number (EIN)

2c Plan Sponsor’s telephone
number
507-786-3022

2d Business code (see

instructions)
611000

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

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

SIGN 08/27/2019 |NATHAN ENGLE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2018)
v. 171027
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3a Plan administrator's name and address lgl Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 |f 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
5  Total number of participants at the beginning of the plan year 5 | 968
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............c.c.ccuiveveivereeeeeeeeee e 6a(1) 623
a(2) Total number of active participants at the end Of the PIaN YEAK ...........coverieriiiiereeeee et e 6a(2) 616
b Retired or separated participants reCeiVINg DENEFILS. .............c.iieeeeee oot e 6b 380
C Other retired or separated participants entitled to future benefits ... 6¢C 0
A SUDtOtal. Add INES BA(2), B, ANG BC..........eeoveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeses e ee e seeeseeeeseeeseseseeeseeeseseseeeseeeseesseeeseseseseseeeese e 6d 996
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............ccccoiiii, 6e
T Total. Add lINES BU NG BE..............ceeviveverrieeeeeeeceete ettt cese e et et s e s e e eaet et et et esesennsss s s e saes et et et esen s snanas s senanasaetesasans 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE LIS TEEIM) ...ttt ee e e e et et ee et etee s s e e s e s e e e et et s s e e e et en e s ene e et et s s eneseetenseeean 6g
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thAN 100% VESHEA ... oo it oe oot oot oet ettt ee oot et et oot et ee et ee e oot ee et eesee et eetee oot eesee st ens et entensetntee et enten et et en st et ens et s s eneereeas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(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 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) |:| R (Retirement Plan Information) 1) @ H (Financial Information)
(2) |:| I (Financial Information — Small Plan)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money 4 )
Purchase Plan Actuarial Information) - signed by the plan @) lgl = A (Insurance Information)
actuary (4) @ C (Service Provider Information)
3 [] SB (Single-Employer Defined Benefit Plan Actuarial ) [ D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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| Partlll | 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.) ovvvvrvvesreisnnerce e || Yes K No

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

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

11c¢ Enter the Receipt Confirmation Code for the 2018 Form M-1 annual report. If the plan was not required to file the 2018 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2018

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE olan number (PN) N 513

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

ST. OLAF COLLEGE

41-0693979

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

AETNA LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
06-6033492 60054 82036382038637 9 01/01/2018 12/31/2018

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

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

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

(b) Amount of sales and base

commi

Fees and other commissions paid

ssions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2018

v. 171027
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose codo
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account atyear end...............c......ccccovevevevereueuenennns... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd ......................cocooveveveveeeeeerenenennn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAId t0 CAITIET. .......cvveieeee ettt e ettt e et e et et eaeen 6b
C  Premiums due but unpaid at the end Of the YEaI..........c..oiiiiiiii e e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| 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 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) I:I immediate participation guarantee
3) |:| guaranteed investment (4) |:| other P
b Balance at the end Of tNe PrEVIOUS YN ... ... iuet ettt ettt sttt sttt ettt sese e seesse e sessn e eesesesensnne | 7b
C  Additions: (1) Contributions deposited during the year............cccccocoeevevnec., 7c(1)
(2) DIVIENds aNd CIEAILS ............ovveeeeeeeeeee e 7¢(2)
(3) Interest credited dUrNG the YEar............cceviveeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from Separate aCCOUN................coevevreereeeeeseeeeeeeeeenseeend 7c(4)
(5) Other (SPECITY DEIOW) ...ttt ee e 7¢(5)
4
(B)TOAI @AGIIONS ...ttt ettt sttt et 7¢(6)
d Total of balance and additions (add liNes 7b @and 7C(B)). .........c.coeeueueueurrrreeeeceeeetetet et ee e s s eese e nennenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfY DEIOW) ......ceiiiiiiiiiiie et
4
(5) TOLAI AEAUCHONS .........oocveececee ettt st sse s st es s s saesessess et s saes st ans et ensenans e 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ................cccovevevrerevereeeeeerererererenn | 7f
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) Amount reCeived.............cooooiiiiiiii i 9a(1)
(2) Increase (decrease) in amount due but unpaid...............c.ccccoeoveeeenene. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccoceeeenveenns 9a(3)
(4) EAINEA ((1) F (2) = (B))--+e-veemeeueereeateaeeateeseeateaeesteeseeseeaseaseeseeeseeseeaseasees e sheemseaneassesheenneaneeseeensesneanneseeaneeaneannn | 9a(4) 0
b Benefit charges (1) Claims paid ...........cccceueueiiiriieeeeiieieieieeeee e 9b(1)
(2) Increase (decrease) in Claim reSErvVes .............ccceeueeveieeeereeieeeeeeeveanns 9b(2)
(3) Incurred claims (Add (1) AN (2)) «..voveverieeeee ettt ettt e et e e st e e s ean e s e et ene e s enneaeanas 9b(3) 0
(4) ClAIMS CRAIGEA .......veviviieieeee ettt ettt ettt atese et e e be st et e e eseebesaesseat e s e sseabeseeseeae et e sbessensesees e eresaeenin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......voeeeveeieeeee ettt en e 9¢(1)(A)
(B) Administrative service or other fees.............cocoooevevcveeeeeeeeeeen 9¢(1)(B)
(C) Other specific acquisition costs .... .| 9¢(1)(C)
(D) OthEr EXPENSES. ... .eeveriieeietieiieieeteestesseesteseeessesseeseesseeeesseesseensesnes 9c(1)(D)
(E) TAXES vt ee et et eee et e ettt ee et eeenene e 9c(1)(E)
(F) Charges for risks or other contingencies.............ccccoeeiiiiiieeeieieennnes 9c(1)(F)
(G) Other retention Charges ............ccooerieiriieieee e 9c(1)(G)
LG I 2= I =10=Y 1o OO 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).......ccoeeennnnen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ......cvevieveeteieeeiee ettt et e e te et ettt e teetete st ea e seebeebe et e be e easeseeb e et e b e beeseabeseesseseebebessenbeseenseeresbennin 9d(2)
() OUNEI TESEIVES......cveeicvete ettt ettt ettt te et et e e e st e e et e e be s e b e s essese et e e be st e b e saessesbeseesseseebebessensesea abeereabasnan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...cccooovviiiciiiinnnnene 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........ccccieiieieriiiere et et anas 10a 5,954
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 I, line 2 above, report amount...............ccccceeeenne 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? ............ |:| Yes @ No

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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit

Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2018

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE olan number (PN) N 513

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

ST. OLAF COLLEGE

41-0693979

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

AETNA LIFE INSURANCE COMPANY

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
06-6033492 60054 820363 17 01/01/2018 12/31/2018

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

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

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

(b) Amount of sales and base

commi

Fees and other commissions paid

ssions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2018

v. 171027
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose codo
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account atyear end...............c......ccccovevevevereueuenennns... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd ......................cocooveveveveeeeeerenenennn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAId t0 CAITIET. .......cvveieeee ettt e ettt e et e et et eaeen 6b
C  Premiums due but unpaid at the end Of the YEaI..........c..oiiiiiiii e e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| 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 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) I:I immediate participation guarantee
3) |:| guaranteed investment (4) |:| other P
b Balance at the end Of tNe PrEVIOUS YN ... ... iuet ettt ettt sttt sttt ettt sese e seesse e sessn e eesesesensnne | 7b
C  Additions: (1) Contributions deposited during the year............cccccocoeevevnec., 7c(1)
(2) DIVIENds aNd CIEAILS ............ovveeeeeeeeeee e 7¢(2)
(3) Interest credited dUrNG the YEar............cceviveeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from Separate aCCOUN................coevevreereeeeeseeeeeeeeeenseeend 7c(4)
(5) Other (SPECITY DEIOW) ...ttt ee e 7¢(5)
4
(B)TOAI @AGIIONS ...ttt ettt sttt et 7¢(6)
d Total of balance and additions (add liNes 7b @and 7C(B)). .........c.coeeueueueurrrreeeeceeeetetet et ee e s s eese e nennenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfY DEIOW) ......ceiiiiiiiiiiie et
4
(5) TOLAI AEAUCHONS .........oocveececee ettt st sse s st es s s saesessess et s saes st ans et ensenans e 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ................cccovevevrerevereeeeeerererererenn | 7f
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) Amount reCeived.............cooooiiiiiiii i 9a(1)
(2) Increase (decrease) in amount due but unpaid...............c.ccccoeoveeeenene. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccoceeeenveenns 9a(3)
(4) EAINEA ((1) F (2) = (B))--+e-veemeeueereeateaeeateeseeateaeesteeseeseeaseaseeseeeseeseeaseasees e sheemseaneassesheenneaneeseeensesneanneseeaneeaneannn | 9a(4) 0
b Benefit charges (1) Claims paid ...........cccceueueiiiriieeeeiieieieieeeee e 9b(1)
(2) Increase (decrease) in Claim reSErvVes .............ccceeueeveieeeereeieeeeeeeveanns 9b(2)
(3) Incurred claims (Add (1) AN (2)) «..voveverieeeee ettt ettt e et e e st e e s ean e s e et ene e s enneaeanas 9b(3) 0
(4) ClAIMS CRAIGEA .......veviviieieeee ettt ettt ettt atese et e e be st et e e eseebesaesseat e s e sseabeseeseeae et e sbessensesees e eresaeenin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......voeeeveeieeeee ettt en e 9¢(1)(A)
(B) Administrative service or other fees.............cocoooevevcveeeeeeeeeeen 9¢(1)(B)
(C) Other specific acquisition costs .... .| 9¢(1)(C)
(D) OthEr EXPENSES. ... .eeveriieeietieiieieeteestesseesteseeessesseeseesseeeesseesseensesnes 9c(1)(D)
(E) TAXES vt ee et et eee et e ettt ee et eeenene e 9c(1)(E)
(F) Charges for risks or other contingencies.............ccccoeeiiiiiieeeieieennnes 9c(1)(F)
(G) Other retention Charges ............ccooerieiriieieee e 9c(1)(G)
LG I 2= I =10=Y 1o OO 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).......ccoeeennnnen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ......cvevieveeteieeeiee ettt et e e te et ettt e teetete st ea e seebeebe et e be e easeseeb e et e b e beeseabeseesseseebebessenbeseenseeresbennin 9d(2)
() OUNEI TESEIVES......cveeicvete ettt ettt ettt te et et e e e st e e et e e be s e b e s essese et e e be st e b e saessesbeseesseseebebessensesea abeereabasnan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...cccooovviiiciiiinnnnene 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........ccccieiieieriiiere et et anas 10a 58,060
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 I, line 2 above, report amount...............ccccceeeenne 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? ............ |:| Yes @ No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2018
Department of Labor .
Employee Benefits Security Administration D File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) > 513
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-06935979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

HEALTHPARTNERS, INC.

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
41-1693838 95766 19946 25 01/01/2018 12/31/2018

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2018

v. 171027
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2018 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account atyear end...............c......ccccovevevevereueuenennns... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd ......................cocooveveveveeeeeerenenennn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAId t0 CAITIET. .......cvveieeee ettt e ettt e et e et et eaeen 6b
C  Premiums due but unpaid at the end Of the YEaI..........c..oiiiiiiii e e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| 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 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) I:I immediate participation guarantee
3) |:| guaranteed investment (4) |:| other P
b Balance at the end Of tNe PrEVIOUS YN ... ... iuet ettt ettt sttt sttt ettt sese e seesse e sessn e eesesesensnne | 7b
C  Additions: (1) Contributions deposited during the year............cccccocoeevevnec., 7c(1)
(2) DIVIENds aNd CIEAILS ............ovveeeeeeeeeee e 7¢(2)
(3) Interest credited dUrNG the YEar............cceviveeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from Separate aCCOUN................coevevreereeeeeseeeeeeeeeenseeend 7c(4)
(5) Other (SPECITY DEIOW) ...ttt ee e 7¢(5)
4
(B)TOAI @AGIIONS ...ttt ettt sttt et 7¢(6)
d Total of balance and additions (add liNes 7b @and 7C(B)). .........c.coeeueueueurrrreeeeceeeetetet et ee e s s eese e nennenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfY DEIOW) ......ceiiiiiiiiiiie et
4
(5) TOLAI AEAUCHONS .........oocveececee ettt st sse s st es s s saesessess et s saes st ans et ensenans e 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ................cccovevevrerevereeeeeerererererenn | 7f




Schedule A (Form 5500) 2018 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) Amount reCeived.............cooooiiiiiiii i 9a(1)
(2) Increase (decrease) in amount due but unpaid...............c.ccccoeoveeeenene. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccoceeeenveenns 9a(3)
(4) EAINEA ((1) F (2) = (B))--+e-veemeeueereeateaeeateeseeateaeesteeseeseeaseaseeseeeseeseeaseasees e sheemseaneassesheenneaneeseeensesneanneseeaneeaneannn | 9a(4) 0
b Benefit charges (1) Claims paid ...........cccceueueiiiriieeeeiieieieieeeee e 9b(1)
(2) Increase (decrease) in Claim reSErvVes .............ccceeueeveieeeereeieeeeeeeveanns 9b(2)
(3) Incurred claims (Add (1) AN (2)) «..voveverieeeee ettt ettt e et e e st e e s ean e s e et ene e s enneaeanas 9b(3) 0
(4) ClAIMS CRAIGEA .......veviviieieeee ettt ettt ettt atese et e e be st et e e eseebesaesseat e s e sseabeseeseeae et e sbessensesees e eresaeenin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......voeeeveeieeeee ettt en e 9¢(1)(A)
(B) Administrative service or other fees.............cocoooevevcveeeeeeeeeeen 9¢(1)(B)
(C) Other specific acquisition costs .... .| 9¢(1)(C)
(D) OthEr EXPENSES. ... .eeveriieeietieiieieeteestesseesteseeessesseeseesseeeesseesseensesnes 9c(1)(D)
(E) TAXES vt ee et et eee et e ettt ee et eeenene e 9c(1)(E)
(F) Charges for risks or other contingencies.............ccccoeeiiiiiieeeieieennnes 9c(1)(F)
(G) Other retention Charges ............ccooerieiriieieee e 9c(1)(G)
LG I 2= I =10=Y 1o OO 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).......ccoeeennnnen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ......cvevieveeteieeeiee ettt et e e te et ettt e teetete st ea e seebeebe et e be e easeseeb e et e b e beeseabeseesseseebebessenbeseenseeresbennin 9d(2)
() OUNEI TESEIVES......cveeicvete ettt ettt ettt te et et e e e st e e et e e be s e b e s essese et e e be st e b e saessesbeseesseseebebessensesea abeereabasnan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...cccooovviiiciiiinnnnene 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........ccccieiieieriiiere et et anas 10a 15,462
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 I, line 2 above, report amount...............ccccceeeenne 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? ............ |:| Yes @ No

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2018
Department of Labor .
Employee Benefits Security Administration D File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE plan number (PN) > 513
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-06935979
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Group Health Plan, Inc.

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
41-0797853 52628 19946 170 01/01/2018 12/31/2018

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

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

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

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

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2018

v. 171027
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2018 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general account atyear end...............c......ccccovevevevereueuenennns... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd ......................cocooveveveveeeeeerenenennn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums PAId t0 CAITIET. .......cvveieeee ettt e ettt e et e et et eaeen 6b
C  Premiums due but unpaid at the end Of the YEaI..........c..oiiiiiiii e e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) |:| individual policies (2) |:| 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 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2) I:I immediate participation guarantee
3) |:| guaranteed investment (4) |:| other P
b Balance at the end Of tNe PrEVIOUS YN ... ... iuet ettt ettt sttt sttt ettt sese e seesse e sessn e eesesesensnne | 7b
C  Additions: (1) Contributions deposited during the year............cccccocoeevevnec., 7c(1)
(2) DIVIENds aNd CIEAILS ............ovveeeeeeeeeee e 7¢(2)
(3) Interest credited dUrNG the YEar............cceviveeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from Separate aCCOUN................coevevreereeeeeseeeeeeeeeenseeend 7c(4)
(5) Other (SPECITY DEIOW) ...ttt ee e 7¢(5)
4
(B)TOAI @AGIIONS ...ttt ettt sttt et 7¢(6)
d Total of balance and additions (add liNes 7b @and 7C(B)). .........c.coeeueueueurrrreeeeceeeetetet et ee e s s eese e nennenes | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier
(3) Transferred to separate account
(4) Other (SPECIfY DEIOW) ......ceiiiiiiiiiiie et
4
(5) TOLAI AEAUCHONS .........oocveececee ettt st sse s st es s s saesessess et s saes st ans et ensenans e 7¢(5)
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ................cccovevevrerevereeeeeerererererenn | 7f




Schedule A (Form 5500) 2018 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) Amount reCeived.............cooooiiiiiiii i 9a(1)
(2) Increase (decrease) in amount due but unpaid...............c.ccccoeoveeeenene. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccoceeeenveenns 9a(3)
(4) EAINEA ((1) F (2) = (B))--+e-veemeeueereeateaeeateeseeateaeesteeseeseeaseaseeseeeseeseeaseasees e sheemseaneassesheenneaneeseeensesneanneseeaneeaneannn | 9a(4) 0
b Benefit charges (1) Claims paid ...........cccceueueiiiriieeeeiieieieieeeee e 9b(1)
(2) Increase (decrease) in Claim reSErvVes .............ccceeueeveieeeereeieeeeeeeveanns 9b(2)
(3) Incurred claims (Add (1) AN (2)) «..voveverieeeee ettt ettt e et e e st e e s ean e s e et ene e s enneaeanas 9b(3) 0
(4) ClAIMS CRAIGEA .......veviviieieeee ettt ettt ettt atese et e e be st et e e eseebesaesseat e s e sseabeseeseeae et e sbessensesees e eresaeenin 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......voeeeveeieeeee ettt en e 9¢(1)(A)
(B) Administrative service or other fees.............cocoooevevcveeeeeeeeeeen 9¢(1)(B)
(C) Other specific acquisition costs .... .| 9¢(1)(C)
(D) OthEr EXPENSES. ... .eeveriieeietieiieieeteestesseesteseeessesseeseesseeeesseesseensesnes 9c(1)(D)
(E) TAXES vt ee et et eee et e ettt ee et eeenene e 9c(1)(E)
(F) Charges for risks or other contingencies.............ccccoeeiiiiiieeeieieennnes 9c(1)(F)
(G) Other retention Charges ............ccooerieiriieieee e 9c(1)(G)
LG I 2= I =10=Y 1o OO 9¢(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.).......ccoeeennnnen. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ......cvevieveeteieeeiee ettt et e e te et ettt e teetete st ea e seebeebe et e be e easeseeb e et e b e beeseabeseesseseebebessenbeseenseeresbennin 9d(2)
() OUNEI TESEIVES......cveeicvete ettt ettt ettt te et et e e e st e e et e e be s e b e s essese et e e be st e b e saessesbeseesseseebebessensesea abeereabasnan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ...cccooovviiiciiiinnnnene 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........ccccieiieieriiiere et et anas 10a 419,989
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 I, line 2 above, report amount...............ccccceeeenne 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? ............ |:| Yes @ No

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




SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500) 201
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 018
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonets gr;cﬁrityaAz:ninistration D File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
A Name of plan B Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE olan number (PN) D 513
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979

| Part] | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . .. .......... Igl 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
TIAA-CREF Mutual Funds-Teachers Adv 13-3760073

(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. Schedule C (Form 5500) 2018
v.180523
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2018

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

Emeriti Retiree Health Solutions

57-1194227

(b)
Service
Code(s)

70

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
Consultant
Yes|:| No@ Yes|:| No|:| Yes|:| No|:|
79,786

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|

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

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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| Partl |Service Provider Information (continued)

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

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

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

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

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.
(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(¢) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2018

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
A Name of plan B  Three-digit
EMERITI RETIREE HEALTH PLAN FOR ST. OLAF COLLEGE olan number (PN) D 513

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

ST. OLAF COLLEGE

D Employer Identification Number (EIN)

41-0693979

Part| |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets

(a) Beginning of Year

(b) End of Year

a Total noninterest-bearing cash.......
b Receivables (less allowance for doubtful accounts):
............................................................... 1b(1) 36,660
1,700

(1) Employer contributions...........
(2) Participant contributions.........
(3) Other.....cooieiiiiiiiieieee

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit)........cccveeeeeiiiiiiines

(2) U.S. Government securities
(3) Corporate debt instruments (other than employer securities):
(A) Preferred .......ccccoevvinneeenn.

(B) Allother........cccovveeeiinnnn.

(4) Corporate stocks (other than employer securities):
(A) Preferred .......coocveeviineene

(B) Common.........ccocueeevninnenne

(5) Partnership/joint venture interests
(6) Real estate (other than employer real property)
(7) Loans (other than to participants)
(8) Participant loans......................
(9) Value of interest in common/collective trusts
(10) Value of interest in pooled separate accounts
(11) Value of interest in master trust investment accounts

(12) Value of interest in 103-12 investment entities
(13) Value of interest in registered investment companies (e.g., mutual

contracts)....
(15) Other

............................................................... 1a

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

1b(2)

1b(3)

1c(1)

408,711 309,057

1¢(2)

1¢(3)(A)

1¢(3)(B)

1c(4)(A)

1c(4)(B)

1c(5)

1c(6)

1c(7)

1c(8)

1c(9)

1c(10)

1c(11)

1¢c(12)

1c(13)

10,456,738 10,095,204

1c(14)

1c(15)

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

Schedule H (Form 5500) 2018
v.171027
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) EMPIOYET [l PrOPEIY «.....evvvvveeeeeeeeeeseeeeeee e ee s ee e et en e senneees 1d(2)
€ Buildings and other property used in plan operation .............ccccoociiiiiieinnns 1e
f Total assets (add all amounts in lines 1a through 1€) ..........ccocovvvevevevenennne. 1f 10,903,809 10,404,261
Liabilities
g Benefit claims Payable............couoiuiuiiiiciriieie i 19
h Operating PAYabIEs .............coiioeeeeeeeeeee e 1h
i Acquisition INdebtedNESS ............coovoviviveeceeeeeeeeeeee e 1i
J Other IADIIIES .....veceoreereici e 1j
K Total liabilities (add all amounts in lines 1g through1j) .......cccccvovevevieiinne. 1k 0 0
Net Assets
| Net assets (subtract line 1k from line 1f) ..........ccccevevevevererieeeececececieeans | 11 | 10,903,809 10,404,261
Part Il |Income and Expense Statement
2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained

a

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not

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

Income (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMplOYers..............cccoceevveree. 2a(1)(A) 724,783

(B)  PartiCIDANS.........c.cevveceeeeeeeeeeeee e en e nenesnans 2a(1)(B) 330,177

(C) Others (iNCIUING TOIOVETS) .........o.ovveeeeeeeeeeee e e 2a(1)(C)
(2) NONCASh CONHBULIONS ........vvvveeeeeeee et 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 1,054,960
Earnings on investments:
(1) Interest:

(A) Inte!'(_ast-bearing cash (including money market accounts and 2b(1)(A)

certificates of dePOSIt).........cccuviiiiiiiiiiie i

(B) U.S. GOVEIrNMENt SECUNMHES .........eeeeeeeeeeeeseeeeeeseeeseeeeeenesee e 2b(1)(B)

(C) Corporate debt iINSIIUMENES.............coveveveeeeeeeeeeeeeeeee oo 2b(1)(C)

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

(E)  PartiCipant I0BNS ............c.cvovveeeeeeeeeeeeeeeeeeeeeees e even e 2b(1)(E)

(3 T 112 T= SRR 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)........cccoevevevevevereinnn. 2b(1)(G) 0
(2) Dividends: (A) Preferred StOCK.............oooovieeeeeeieeeeeereseeeeeeeeen e 2b(2)(A)

(B)  COMMON SOCK..........ceveeseeeseeeeeeee s e eeeees et ee s e e 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds)............ 2b(2)(C) 613,899

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 613,899
(B) RENMES ..ottt en e e 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) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................... 2b(5)(A)

(B)  OMNET ..ot s e 2b(5)(B)

() 0 1165 ZbSYA) B (B)e e 20(5)C) 0
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(a) Amount (b) Total

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

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

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

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

O Companes (6.0, MBI GS) et 26(10) -1,261,353
€ OtheriNCOME.. ..o et 2c
d Total income. Add all income amounts in column (b) and enter total...................., 2d 407,506
Expenses

€@ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers............... 2¢e(1) 341,049

(2) To insurance carriers for the provision of benefits................cccocoeveeurnenn. 2e(2) 486,219

(B) ONET et re s re e 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through (3)........cccoeerecureeereeenensd 2e(4) 827,268
f Corrective distributions (see INSrUCHONS) ..........cevevevevvcceeeeeeeee e 2f
g Certain deemed distributions of participant loans (see instructions)................. 2g
Nl INEIESt EXPENSE ..ot en e 2h
i Administrative expenses: (1) Professional fees..............coccovvvrrrvrveerenennnnn 2i(1)

(2) Contract adminiStrator fEES...............coeveveveveeeeeeeeceeeeee e s eaee e 2i(2) 79,786

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

(B) ONET .o 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)..........ccco......... 2i(5) 79,786
j Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 907,054

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from liN€ 2d ..........ooovvevveeeevereeeeeeeeeeeeeeeeeeeeeeeeeeeeeee 2k -499,548
| Transfers of assets:

(1) TO NS PIAN.....cvv e 2i(1)

(2) From this Plan..........cooiuiiiiiiie e 21(2)

Part lll | Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ ] Unqualified (2) [ ] Qualified (3) [¥] Disclaimer (4) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? lz| Yes |:| No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: BAKER TILLY VIRCHOW KRAUSE, LLP (2) EIN: 39-0859910

d The opinion of an independent qualified public accountant is not attached because:
1) |:| 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, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

During the plan year: Yes No Amount

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.)............c....... 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
[ L= (T O PP PUPPSPPPPPN 4b X
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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.) .....ccccccvveviiiiiiiieeiicnns 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 lll if “Yes” is
Lo Y=Y e 1 JOU TR ad X
e  Was this plan covered by a fidelity DONA? ............cccooiiiiiiiiiiieciieiecee e 4e| X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF dISNONESTY? ... ..ttt e e et e e e e e e sanb bt e e e e e e e e nnbeeeaeeean 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?...........ccccvceveiiiieiniiien e, 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?.................. 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format reqUIreMENES.) ..........uiiiiiiii e a e 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIreMENES.) ..........uiiiiiiiii e e 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? .........coiuiiiiiiiiiie e 4k X
| Has the plan failed to provide any benefit when due under the plan?...........cccccciiiiiiiiniiie i, 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.10T-3.) ottt et r e R e e e e e en e e e e e e e n e e ne e e e e nnreea 4m
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3.........c.ccoeveiiiiiiniiieeiiiieees 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:| Yes @ 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)

5c If the 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

|:| Not determined

. (See instructions.)




