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 and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code). 2009
Department of Labor ) . .
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2009 or fiscal plan year beginning  01/01/2003 and ending  12/31/2003
A This return/report is for: D a multiemployer plan; |:| a multiple-employer plan; or
a single-employer plan; D a DFE (specify)
B This returnireport is: D the first return/report; D the final return/report;
an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . ... ... .. . . . . . . . » D
D cCheck box if filing under: Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part I Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 003
COMMERCE BENEFITS GROUP AGENCY, INC. CASH BALANCE PLAN number (PN) »
1c Effective date of plan
01/01/2001
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
COMMERCE BENEFITS GROUP AGENCY, INC 34-1816804
2C Sponsor's telephone
number

440-930-7500

33479 LAKE RD -
AVON LAKE, OH 44012-1136 2d Business code (see
instructions)

524140

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 [Filed with authorized/valid electronic signature. 03/31/2011 KIMBERLY FLETT
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN [Filed with authorized/valid electronic signature. 03/31/2011 KIMBERLY FLETT
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 and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2009)

v.092307.1




Form 5500 (2009) Page 2

33479 LAKE RD

3a Plan administrator's name and address (if same as plan sponsor, enter “Same”)
COMMERCE BENEFITS GROUP AGENCY, INC

3b Administrator's EIN
34-1816804

AVON LAKE, OH 44012-1136

3C Administrator’s telephone
number
440-930-7500

If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
Total number of participants at the beginning of the plan year 5 50
Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢c, and 6d).
@ ACHVE PAITICIPANES. ........vvvetetieies ettt ettt ettt eae e ee s b et s et s e e s s e s e s e b et esese e s e s e b et e s e s et e s et s eas et es s et et et et ess e s s b sesesesenn ] 6a 50
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b 0
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C 0
A Subtotal. Add INES B, BB, ANA BC........c.eeeeeeeeeeeeeeeeeeeet et e ettt et et e e e et et etee et et e et ee e st et ee et e st eeeee s s et ee et eesaeeeee e eesaeed 6d 50
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e 0
Total, AT lINES BU ANA BE...........eeveeeeeceeeeeeeee ettt e ettt n e ee et es et e e e e et eees s e e s st e e e e st es s s esnentesesesaeenaesenensneneneneeens 6f 50
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE thIS IEEIM)......vvvseeececeete ettt sttt e st s st e s e e s e sttt s s s s b e st e s e s et et e st et sn s s s et es s s s s eanseseses s s e 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEM.......cu.vveiessiestiresessesessesesessssessesssssssssssisssssnssssssssssssssssssessssnsssssssssssnssssnssssssssansssssssssssnssssnssssssnssssnsssassnsassd 6h 21
Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) .......| 7

8a

1A 1C 1D 1G

If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in

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

the instructions:

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) X|  Trust 3) X Trust
(4) General assets of the sponsor 4) General assets of the sponsor
10 cCheck 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
Q) X| R (Retirement Plan Information) 1) H (Financial Information)
2) MB (Multiemployer Defined Benefit Plan and Certain Money 2) X | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ®) ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
©) D SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)




SCHEDULE |
(Form 5500)

Department of the Treasury

Financial Information—Small Plan

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

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

Employee Benefits Security Administration

Department of Labor

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2009

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2009 or fiscal plan year beginning 01/01/2003 and ending 12/31/2003
A Name of plan _digi
p B  Three-digit 003

COMMERCE BENEFITS GROUP AGENCY, INC. CASH BALANCE PLAN

plan number (PN)

»

C Plan sponsor’s name as shown on line 2a of Form 5500
COMMERCE BENEFITS GROUP AGENCY, INC

34-1816804

D Employer Identification Number (EIN)

Complete Schedule | if the plan covered fewer than 100 participants as of the beginning of the plan year. You may also complete Schedule I if you are filing as a
small plan under the 80-120 participant rule (see instructions). Complete Schedule H if reporting as a large plan or DFE.

| Part | ‘Small Plan Financial Information

Report below the current value of assets and liabilities, income, expenses, transfers and changes in net assets during the plan year. Combine the value of plan
assets held in more than one trust. Do not enter the value of the portion of an insurance contract that guarantees during this plan year to pay a specific dollar

benefit at a future date. 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.

1 Plan Assets and Liabilities: (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS........cveeeiveeeieeeieecieee ettt la 501386 783509
b Total plan Habilities.............ccvveveeerereeeeeeeeeeeeeee e 1b
Net plan assets (subtract line 1b from line 1a).......cccccccccvvvviveeiinnnnn, 1lc 501386 783509
2 Income, Expenses, and Transfers for this Plan Year: (a) Amount (b) Total
a Contributions received or receivable:
(1) EMPIOYETS ..ot en e 2a(1) 338444
(2)  PartiCiPantS.........ccueeiiiiieeiiiee et 2a(2)
(3) Others (including rollOVErs) ..........cceveiiieeiiiieeieeeeee e 2a(3)
b Noncash contributions...............ccco.oveveicueveceeeeeeeeee e 2b
€ OthEr INCOME ... cuveiviiieeieie ettt 2c -56321
d Total income (add lines 2a(1), 2a(2), 2a(3), 2b, and 2¢)..................., 2d 282123
€ Benefits paid (including direct rollovers) ..........c.ccoevrienieniieeneennenn 2e
f Corrective distributions (see iNStrUCHONS) ...........ccevveverreveererrrirnenen, 2f
g Certain deemed distributions of participant loans
(SEE INSIIUCLIONS) ...ttt 29
h Administrative service providers (salaries, fees, and commissions).| 2h
| OthEr EXPENSES.........cveceveeeceeeeeseeeieeeese s es s sen s 2i
j Total expenses (add lines 2e, 2f, 2g, 2h, and 2i) ...........cccceceiieennnn, 2j 0
K Netincome (loss) (subtract line 2j from line 2d).........c..cccocevevrunn. ) 2k 282123
| Transfers to (from) the plan (see iNStructions) ..............cceeecvcueenen. 2
3 Specific Assets: If the plan held assets at anytime during the plan year in any of the following categories, check “Yes” and enter the current value of any assets
remaining in the plan as of the end of the plan year. Allocate the value of the plan’s interest in a commingled trust containing the assets of more than one plan on a line-
by-line basis unless the trust meets one of the specific exceptions described in the instructions.
Yes No Amount
a  Partnership/joint VENTUre INTEreStS.........ooiuiiiiiiiii i 3a X
D EMPIOYEr QA1 PrOPEIY ........vievviceeeeeees et en st ne st nanees 3b X
C Real estate (other than employer real PrOPerty) .......ccccovirvieiieriiieiiesee e 3c X
O EMPIOYEE SECUMLES ........veoee oot 3d X
€ PartiCIPANT IOBNS. ... ittt ettt e bbb e e baee s 3e X

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

Schedule | (Form 5500) 2009
v.092308.1



Schedule | (Form 5500) 2009 Page 2-|1

Yes No Amount
3f  Loans (0ther than to PAMICIDANES) ......c.vrvevieeriieeiesieesseseseessesseseesssessseesessssssessensssenssseseestensssanessenessenens 3f X
g Tangible personal ProOPErtY ..o 3g X
| Part Il lCompIiance Questions
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.)........cccccecveveennene 4a X
b Were any loans by the plan or fixed income obligations due the plan in default as of the close of plan
year or classified during the year as uncollectible? Disregard participant loans secured by the
participant’s aCCOUNE DAIANCE. .........oiiiiiiiii ettt 4b X
C Were any leases to which the plan was a party in default or classified during the year as
(U g ToTo] | =Tor 1 o] [P PRUPRN ac X
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON TINE ALY ...iuiiuiieiitietieteiee ettt ettt ettt sttt et ettt et e b e st ebeebeste st e ssessesesbe st e b esses et enseseabeabennens 4d X
€ Was the plan covered by a fidelity BONA? ............ovvovverieeeeeeeeeeeeesees e eeeees s seee e eee s 4e | X 150000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FrAUd OF QISNONESTY? ...ttt ettt et et e et e e beete et e eteensesaeebesneessesaeessearis Af 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? .........ccccevcieeiiieeeieiee e e e s naea e 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 appraiSer? ..........cccoeeviieeeiieeiniee e 4h X
i Did the plan at any time hold 20% or more of its assets in any single security, debt, mortgage, parcel
of real estate, or partnership/joint VENUIe INTEIEST?.......cueii it 4 X
j Were all the plan assets either distributed to participants or beneficiaries, transferred to another plan,
or brought under the control 0f the PBGC? ...........coceveuieceeeeeeeeeeeeeseeeeessesesee s s sesesaese e snen 4 X
K  Are you claiming a waiver of the annual examination and report of an independent qualified public
accountant (IQPA) under 29 CFR 2520.104-467? If “No,” attach an IQPA’s report or 2520.104-50 X
statement. (See instructions on waiver eligibility and conditions.) ...........cccoeeeennieinniicec e 4k
| Has the plan failed to provide any benefit when due under the plan? ............cccccoeveveeericereererecnans 4| X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
S I 7 OO RPRRRR 4am 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 ........ccoviiieeiiiienniiieeniieeeae 4n X
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cc.cco...... D Yes No Amount:

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)
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SCHEDULE B Actuarial Information il Use Orly
(Form 5500) This schedule is required to be filed under section 104 of the Employee OMB No. 1210-0110
Department of the Treasury Retirement Income Security Act of 1974, referred to as ERISA, except when 2003
Internal Revenue Service attached to Form 5500-EZ and, in all cases, under section 6059(a) of the
Empgsg:ré?ngg ?sf é:bcz:ity Internal Revenue Code, referred to a-s the 'Code. This Form is Open to Public
Administration » Attach to Form 5500 or 5500-EZ if applicable. Inspection (except when
Pension Benefit Guaranty Corporation > See separate instructions. attached to Form 5500-EZ).
For calendar plan year 2003 or fiscal plan year beginning 01/01/2003 , and ending 12/31/2003

» Round off amounts to nearest dollar.
» Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit

COMMERCE BENEFITS GROUP AGENCY, INC. CASH BALANC plan number ... » 003
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-EZ D Employer Identification Number
INSURANCE MARKETING GROUP AGENCY, INC. 34-1813470
E Type of plan: (1) Kl Single-employer (2) |_| Multiemployer  (3) l_l Muitiple-employer F E] 100 or fewer participants in prior plan year

Basic Information (To be completed by all plans)

1a Enter the actuarial valuation date: Month 01 Day 01 Year 2003
b Assets:
(1) CUMENt Valte OF @SSBES . ... ..o vt oe ettt e e e e s b(1) 501386
(2) Actuarial value of assets for funding standard account .................iiiiiiiiaiaann b(2) 501386
¢ (1) Accrued liability for plans using immediate gain methods .......ccviiiinirninririaenens c{1 505877
(2) Information for plans using spread gain methods:
(2) Unfunded liability for methods with bases . ..............ooooiiiiiininane, c(2){a)
(b) Accrued liability under entry age normal method ...............coiiiiiiiines c(2){b)
(c) Normal costunderentryagenomalmethod ......................0cooceceeeeneess c(2)(c)
Statement by Enrolled Actuary (see instructions before signing):
To the best of my knowledge, the information supplied in this schedule and on the accompanying schedules, statements, and attachments, if any, is complete and accurate, and in
my opinion each assumption, used in combination, represents my best estimate of anticipated experience under the ptan. Furthermors, in the case of a plan other than a multiemployer
plan, each assumption used (a) is reasonable {taking into account the experience of the plan and reasonable expectations) or (b) would, in the aggregate, result in a total contribution
equivalent to that which would be determined if each such assumption were reasonablg; in thaycase of a multiemployer plan, the assumptions used, in the aggregate, are reasonable
{taking into account the experience of the plan andxeasorniab) xp’yﬂé),
—_— - ! -
: %VW 7 -r0 oY
e Signa'{ure of actuary Date
MICHAEL L. LIBMAN, ASA G 02-02940
Type or print name of actuary Most recent enroliment number
LIBMAN, RYDER & COMPANY, INC. 216-398-3888
Firm name Telephone number (including area code)
5755 GRANGER ROAD, SUITE 501
INDEPENDENCE OH 44131-1442
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule,
check the box and SEe INSHIUCHONS « v« v o nvemm o s o e et ea et e e s s r i B e I l
For Paperwork Reduction Act Notice and OMB Control Numbers, v6.1 Schedule B (Form 5500) 2003

see the Instructions for Form 5500 or 5500-EZ
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Schedule B (Form 5500) 2003 Page 2
Official Use Only
1d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions). 0
(2) "RPA '94" information:
(@) CUTENLIADIY . - .« oo oo e e et et et et e e d(2)(a) 375576
(b) Expected increase in current liability due to benefits accruing during the planyear ......... d(2)(b) 236861
(¢) Current liability computed at highest allowable interest rate (see instructions) .. ........... d(2)(c)
(d) Expected release from "RPA '94" current liabifity for the planyear....................
(3) "OBRA '87" information:
(@) CUITENERADIY - - -+« o oo oo et et e e et et e e e e e d(3)(a) 416133
(b) Expected increase in current liability due to benefits accruing during the plan year ....... .. d(3)}(b) 262529
(c) Expected release from "OBRA '87" current liability for the planyear. . ................... d(3){c)
(4) Expected plan disbursementsfortheplanyear. . .........................cocccoccoozee d(4 0
2  Operational information as of beginning of this plan year: i
a Current value of the assets (seeinstructions). . .. ... ... . .o e 2a 501386
b "RPA '94" current liability: (1) No, of Persons (2) Vested Benefits (3) Total Benefits
(1) For retired participants and beneficiaries receiving payments.. . ... .. 0 0 0
(2) Forterminated vested patticipants . ......... ... ..ol 0 0 0
(3) Foractive participants .............. ..o it 50 74590 375576
() TOtal -« oo oot 50 74590 375576

¢ Ifthe percentage resulting from dividing line 2a by line 2b(4), column (3), is less than 70%, enter

SUCh PErCeMtage. . . . . ... i oo\ oo e e s e e et
3 Contributions made to the plan for the plan year by employer(s) and employees:

(a) {b) . ‘c) . (a) {b) . {c) .

Amount paid by Amount paid by Amount paid by Amount paid by
Mo.-Day-Year employer employees Mo.-Day-Year employer employees
08/10/2004 338444

3 Totals » (b) | 338444 c 0
4 Quarterly contributions and liquidity shortfall(s): ' .
a Plans other than multiemployer plans, enter funded current liability percentage for preceding : ,
VBRI (S8 INSLIUCHONS) . . . . . . . .\ s« s e et et ee e e em e e s e e 4a 129.7 o
b Ifline 4a is less than 100%, see instructions, and complete the following tabie as applicable:
Liquidity shortfall as of end of Quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th
v6.1
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Schedule B (Form 5500) 2003 Page 3
Official Use Only
5 Actuarial cost method used as the basis for this plan year's funding standard account computation:
a Attained age normal b { | Entry age normal ¢ | Accrued benefit (unit credit)
d Aggregate e Frozen initial liability f Individual level premium
d Individual aggregate h L[| Other (specify) »
i Has achange been made in funding method forthisplanyear? .......... ... ... .. .ot I_I Yes EJ No
j !'flineiis "Yes," was.the.change made pursuant to Revenue Procedure 2000407  .......................... ... D Yes D No
k [Iflineiis "Yes," and line j is "No" enter the date of the ruling letter (individual or

class) approving the change infundingmethod .. .. ......................
6 Checklist of certain actuarial assumptions:
a Interest rates for:

(1) "RPA'94" current fiability . . ... ... ... . o

(2) "OBRA 'BT" CUITent Tabillty. . . . . . . .o oot ettt e et e 6.03 o | |N/A
b Weightedaverageretirementage. . .........covvieninnin e 6b 62 N/A
¢ Rates specified in insurance or annuity contracts . . D N/A | 6¢ D N/A
d Mortality table code for valuation purposes:

(1) Males . ...t d(1)

(2) Females . ........ciiirt i d(2) © 9
@ Valuation liability interest rate ................. H NA | 6e 4.93 o 4.93 o H N/A
f Expenseloading ............ ..ol N/A | 6f 0.0 % 0.0 o N/A

Male Female

g Annual withdrawal rates: , & 7 o e .

(1) AGE25 . .ottt g(1)V 0.00 Y 0.00 o

) AGEAD . .ttt g(2)[Y 0.00  oU 0.00 o

(B) AGE BB ..ot e a(3)l° 0.00 U 0.00 o
h Salary SCale ..........uee e N/A | 6h 0.00 o 0.00 o [Jna
i Estimated investment return on actuarial value of assets for the year ending on

the ValURtON Qate . . . . . oo\t et 6i 0.0 %o

7 New amortization bases established in the current plan year:
(1) Type of Base (2) Initial Balance (3) Amortization Charge/Credit
1 4491 987

8 Miscellaneous information:
a If a waiver of a funding deficiency or an extension of an amortization period has been approved for this plan year, enter the

date of the ruling letter grantingthe approval. ... ... ... . ... . ool Month Day Year
v6.1
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Schedule B (Form 5500) 2003 Page 4

Official Use Only

8b

If one or more alternative methods or rules (as [isted in the instructions) were used for this plan year, enter the appropriate

code in accordance with the instructions ™
Is the plan required to provide a Schedule of Active Participant Data? (see instructions) If "Yes," attach schedule

.. E'Yes

DNo

- Q -0 Q oo

— R s

Funding standard account statement for this plan year:
Charges to funding standard account:

Prior year funding deficiency, ifany. . ...
Employer's normal cost for plan year as of valuation date
Amortization charges as of valuation date:

0

321556

987

(1) All bases except fundingwaivers ................... ... ...
(2) FundingwaiVers ..............iiiiiiiiiiiiii i

0

15901

Interest as applicable onlines 92, 9b, and 9C . ... .o
Additional interest charge due to late quarterly contributions, if applicable .............................

Adjusted additional funding charge from Part Il, line 12q, if applicable ... . ....................... EI N/A

Total charges. Add lines 9athrough 9f ... ... . s
Credits to funding standard account:

338444

0

Prior year credit balance, ifany. .. ...
Employer contributions. Total from column {b) of line 3

Amortization credits as of valuationdate ................. ...

338444

Interest as applicable to end of plan yearon fines 9h, 9i,and 9j ...t
Full funding limitation (FFL) and credits
(1) ERISA FFL (accrued liability FFL) .. . .....oooereiaeeeeeoeen. (1) 34212
(2) "OBRA '87" FFL (170% current liability FFL) . ... .................. 1(2) 697882
(3) "RPA '94" override (90% current fiability FFL) ... .................. 1(3) 61744
(4) FFL credit before reflecting "OBRA'87"FFL . ... .. ... i

i(4)

I(5)

(5) Additional credit dueto "OBRA'87"FFL . ... ... o s
(1) Waived funding defiCiency. . . ... ... oo

m{1

m{2

(2) Othercredits ... ... ...ttt et e
Total credits. Add lines 9h through 9k, 91(4), 8i(5), 9m(1), and OM(2). . . .. ... ...

9n

33844

Credit balance: If line 9n is greater than line 9g, enterthe difference. . . ......... ... .. ...

90

Funding deficiency: If line 9g is greater than line 9n, enter the difference. . . ..................cooeennn ]

Reconciliation account:
Current year's accumulated reconciliation account:
(1) Due to additional funding charges as of the beginning of the plan year q(1)

(2) Due to additional interest charges as of the beginning of the plan year q(2)
(3) Due to waived funding deficiencies:
(a) Reconciliation outstanding balance as of valuationdate. . . ....... q(3){a
(b) Reconciliation amount. Line 9¢(2) balance minus fine 99(3)(@) - . . . a(3)}b

(4) Totalasofvaluationdate ............ ... .. o .o .p e

O] O ] Ol O] O] ©

10

Contribution necessary to avoid an accumulated funding deficiency. Enter the amount in line 9p
or the amount required under the alternative funding standard accountifapplicable ......................

1

Has a change been made in the actuarial assumptions for the current plan year? If "Yes," see instructions . . ............ L_l Yes

MNO
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Commerce Benefits Group EIN: 34-1813470 SchB Line 6
Agency, Inc. Plan No. 003

SUMMARY OF PRINCIPAL PLAN PROVISIONS

Effective Date January 1, 2001

Employees Covered Eligible Employees shall become Participants on their dates
of hire. Eligible Employees consist of Category I (Thomas
and Thomasina Patton) and Category II (the lowest paid
non-highly compensated employees needed to pass
401(a)(26) testing) employees.

Normal Retirement
Eligibility Age 62

Accrued Benefit Accrued Benefit as of Normal Retirement Date.

Annual Allocation For Category I employees, the maximum under Section 415
of the Internal Revenue Code or 10 times Special Bonuses.
For Category II employees , 2% of Compensation, but not
less than $500.

Preretirement Death Benefit The Participant’s Account Balance

Termination of Employment

Benefit The Participant’s Vested Account Balance

A Participant's Vesting Percetage is determined according
to the following schedule:

Service Vesting Pctg.
0-1 Years 0%
2 Years 20%
3 Years 40%
4 Years 60%
5 Years 80%
6 or more Years 100%
Contributions The Company pays the actuarially determined cost of the
Plan.
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Commerce Benefits Group EIN: 34-1813470 Sch B Line 6
Agency, Inc. Plan No. 003

ACTUARIAL ASSUMPTIONS

Actuarial assumptions

Mortality
Active Employees Post-Retiremeht 1983 Group Annuity Table (GATT),
Pre-Retirement - none.
Retired Employees Same as active employees
Investment Return 4.93% net of investment expense for Actuarial Method.
6.09% is used for OBRA current liability purposes.
6.65% is used for RPA current liability purposes.
6.09% is used for FAS 35.
Rate of Retirement 100% at age 62
Rate of Disability None
Salary Scale None
Rate of Employee None
Turnover
Cash Balance Interest
Credit 4.93% per year
Provision for Expenses None
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Commerce Benefits Group EIN: 34-1813470 Sch B Line 6
Agency, Inc. Plan No. 003

ACTUARIAL ASSUMPTIONS (continued)

Actuarial Methods

Actuarial Cost Method The actuarial cost method used to determine the actuarial
accrued liability and normal cost is the Unit Credit Actuarial
Cost Method.

Asset Valuation Method Market value of all Trust Investments, plus any accrued but

unpaid contributions to the Trust as of the Valuation Date.

Other Facts Relevant To The Valuation Of This Plan

Employee Data An employee census as of the Valuation Date was supplied
by the Company and included all employees in the Eligible
Class. We did not audit the census.

Asset Data Asset data as of the Valuation Date and contribution
amounts and dates were supplied by the Company. We did
not audit the asset data.

Changes in Actuarial The valuation interest rate and the cash balance interest
Assumption or Methods credit are the Section 417(e) rate for the third full month
immediately preceding the first month of the Plan Year.
This year the rate is 4.93% compared to 5.32% last year. The
OBRA current liability rate was changed from 6.28% to 6.09%
to be within the prescribed range. The RPA current liability
rate was changed from 6.85% to 6.65% .

Events and Trends Which To the best of our knowledge, there has been no event or

Have Not Been Taken trend which has not been taken into account and which may

Into Account require a material change in plan costs or required
contribution rates.
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Commerce Benefits Group EIN: 34-1813470 Sch B Line 9¢ and 9j
Agency, Inc. Plan No. 003

EXHIBIT IT

MINIMUM CONTRIBUTION AMORTIZATION BASES

Date Original  Balance Years  Amortization
Established Amount  Years 1/1/2003 Remaining 1/1/2003

CHARGES
Experience 1/1/2003 4,491 5 4,491 5 987
Total Charges 4,491 4,491 987
CREDITS
Full Funding 1/1/2002 0 0 0 0 0
Base

Total Credits 0 0
Net Total 4,491 987
Funding Standard 0
Account Credit Balance
Reconciliation Account Balance 0
Unfunded Accrued Liability 4,491
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SCHEDULE P Annual Return of Fiduciary Ofticial Use Only
(FORM 5500) of Employee Benefit Trust OMB No. 1210-0110
This schedule may be filed to satisfy the requirements under section 6033(a) for an
annual information return from every section 401(a) organization exempt from tax 200 3

under section 501(a).
Filing this form will start the running of the statute of limitations under section

6501(a) for any trust described in section 401(a) that is exempt from tax under This Form is Open to
Department of the Treasury section 501(a). Public Inspection.
Internal Revenue Service » File as an attachment to Form 5500 or 5500-EZ.
For trust calendar year 2003 or fiscal year beginning ; and ending ,

1a Name of trustee or custodian

THOMASINA B. PATTON
b Number, street, and room or suite no. (If a P.O. box, see the instructions for Form 5500 or 5500-EZ.)

33479 LAKE ROAD
C City or town, state, and ZIP code

AVON LAKE OH  44012-1136

2a Name of trust
COMMERCE BENEFITS GROUP AGENCY, INC. CASH BALANCE PLAN

34-1813470

b Trust's employer identification number
3 Name of plan if different from name of trust

4 Have you furnished the participating employee benefit plan(s) with the trust financial information required
to be reported by the PIAN(S)? . . .. . ... e E] Yes D No

5  Enter the plan sponsor's employer identification number as shown on Form 5500
OF 5500-EZ e eeaeeeeeaeees >
r penalties of perjury, | declare that | have examined this schedule, and to the best of my knowledge and belief it is true, correct, and complete.

Signature of
fiduciary » Date ™

34-1813470

For the Paperwork Reduction Notice and OMB Control Numbers, v6.1 Schedule P (Form 5500) 2003
see the instructions for Form 5500 or §500-EZ.
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Official Use Only
s(gHEDgé_Eo;a Retirement Plan Information
orm oM . 1210-0110
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the BNo
Internal Revenue Service Employee Retirement Security Act of 1974 (ERISA) and section 6058(a) of the 2003
E Department of Labor Internal Revenue Code (the Code).
mplof:m%gﬁg%oﬁewrw This F is Open t
rnisTaton . is Form is Open to
Pension Benefit Guaranty Corporation > File as an Attachment to Form 5500. Public Inspection.

For calendar year 2003 or fiscal plan year bﬂinning » _and ending ,

A Name of plan B Three-digit

COMMERCE BENEFITS GROUP AGENCY, INC. CASH BALANCE PL plan number > 003
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
INSURANCE MARKETING GROUP AGENCY, INC. 34-1813470

Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified
intheinstructions ... ... ... e
2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries
during the year (if more than two, enter EINs of the two payors who paid the greatest dollar amounts
of benefits).
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during
the PIAN YEAE -+« o« oottt e e e .
Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue
Code or ERISA section 302, skip this Part)
4 Is the plan administrator making an election under Code section 412(c)(8) or ERISA section 302(c)(8)2............ D Yes E No D N/A
If the plan is a defined benefit plan, go to line 7.
5 If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions, and enter the date of the ruling letter granting the waiver. . . ... ....... ... > Month Day Year.
If you completed line §, complete lines 3, 9, and 10 of Schedule B and do not complete the remainder of this schedule.
6a Enter the minimum required contribution forthis planyear .................... ... ... .o cuoi... 6a |$
b Enter the amount contributed by the employer to the plan forthis planyear ........................ . 6b |$
C Subtract the amount in line 6b from the amount in line 6a. Enter the result (enter a minus sign to the left
ofanegative amount) ... L e .6c |3

If you completed line 6c, do not complete the remainder of this schedule.
7 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure providing automatic

roval for the change or a class ruling letter, does the plan sponsor or plan administrator agree with the change?. . . . . .. Yes D No EI N/A
i __Amendments
8 |Ifthis is a defined benefit pension plan, were any amendments adopted during this plan year that
increased the value of benefits? (see INSHUCHONS) ... ..ottt e e e et e e e e eean D Yes E No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. v6.1 Schedule R (Form 5§500) 2003
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Official Use Only
i i i OMB No. 1210-0110
SCHEDULE T Qualified Pension Plan Coverage Information
(Form 5500) This form is required to be filed under section 6058(a) of the 2003
Internal Revenue Code (the Code). - -
This Form is Open to
Department of the Treasury - -
Internal Revenue Service » File as an attachment to Form 5500, Public Inspection.
For calendar year 2003 or fiscal plan year beginning , and ending ,
A Name of plan B Three-digit
COMMERCE BENEFITS GROUP AGENCY, INC. CASH BALANCE PLAN plan number ™ 003
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
INSURANCE MARKETING GROUP AGENCY, INC. 34-1813470

Note: If the plan is maintained by:
@ More than one employer and benefits employees who are not collectively-bargained employees, a separate Schedule T may be required for
each employer (see the instruction for line 1).
® An employer that operates qualified separate lines of business (QSLOBs) under Code section 414(r), a separate Schedule T may be required for
each QSLOB (see the instruction for line 2).
4 If this schedule is being filed to provide coverage information regarding the noncollectively bargained employees of an employer participating
in a plan maintained by more than one employer, enter the name and EIN of the participating employer:

1a Name of participating employer 1b Employer identification number

2 if the employer maintaining the plan operates QSLOBSs, enter the following information:
The number of QSL.OBs that the employer operates is .
The number of such QSLOBs that have employees benefiting under this plan is .
Does the employer apply the minimum coverage requirements to this plan on an employer-wide rather than a QSLOB basis? . . . D Yes D No
If the entry on line 2b is two or more and line 2c is "No," identify the QSLOB to which the coverage information given on line 3 or 4 relates.
>
3  Exceptions — Check the box before each statement that describes the plan or the employer. Also see instructions.
If you check any box, do not complete the rest of this Schedule.

Qoo

The employer employs only highly compensated employees (HCEs).
No HCEs benefited under the plan at anytime during the plan year.
The plan benefits only collectively-bargained employees.
The plan benefits all nonexcludable nonhighly compensated employees of the employer (as defined in Code sections 414(b), (c), and (m)),
including leased employees and self-employed individuals.
e D The plan is treated as satisfying the minimum coverage requirements under Code section 410(b)(6)(C).
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form §500. v6.1 Schedule T (Form §500) 2003
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Schedule T (Form 5500) 2003 Page 2
Official Use Only
4  Enter the date the plan year began for which coverage data is being submitted. Month 01_ Day 01_ Year 2003
a Did any leased employees perform services for the employer at any time during the planyear?. . ........... ... ... ... ... Yes No
b In testing whether the plan satisfies the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4),
does the employer aggregate Plans? . . . . . ..ottt e El Yes D No
€ Complete the following:
(1) Total number of employees of the employer (as defined in Code section 414(b), (c), and (m)), including
leased employees and self-employed individuals. . . ... ............ ... oL o il c(1) 150
{2) Number of excludable employees as defined in IRS regulations (see instructions) . .................| c(2) 0
(3) Number of nonexcludable employees. (Subtract line 4¢(2) fromlinedc(i)) . ......... .. ... ... ... c{3) 150
(4) Number of nonexcludable employees (line 4c(3))whoare HCES . ... . ... .ot .c(4) 6
{5) Number of nonexcludable employees (fline 4c(3)) who benefitundertheplan...................... c(5) 50
(8) Number of benefiting nonexcludable employees (iine 4c(5)) whoare HCEs. .. ..................... ¢(6) 2
d Enter the plan's ratio percentage and, if applicable, identify the disaggregated part of the plan to which the
information on lines 4c and 4d pertains (see instructions) » d 100.0 o

e Identify any disaggregated part of the plan and enter the ratio percentage or exception (see instructions).

Disaggregated part: Ratio Percentage: Exception:

1)
@)
)

§ This plan satisfies the coverage requirements on the basis of (check one): (1) [ﬂ the ratio percentage test  (2) rl average benefit test
v6.1
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Form 5500 Annual Return/Report of Employee Benefit Plan GGG T
10-
This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code), 2009
Department of Labor X X )
Employee Bensfits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corparation This Form is Open to Public
Inspection
| Partl rAnnuaI Report Identification Information
For calendar plan year 2009 or fiscal plan year beginning 0170172003 and ending 1273172003
A This returnireport is for: D a multiemployer plan; |:| a multiple-employer plan: or
a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; D the final return/report;
EI an amended return/report; D a shart plan year return/report (less than 12 maonths)
C Ifthe plan is a collectively-bargained plan. check here. .. .. . ... .. o e ¢ e s % e s s a » |:|
D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;,

D special extension (enter description)

Part Il l Basic Plan Information—enter all requested information

1a Name of planCommerce Benefits Croup Rgency, Inc. 1b Three-digit plan 003
CaER BalEnES LR number (PN) » T
Cash Balance Pla

1c Effective date of plan
01/01/2001

2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification
(Address should include room or suite no.) Number (EIN)
Commerce Benefits Group Agency, Inc 34-1816804

2c Sponsor's telephone
number
(440)930-7500
33479 Lake Rd 2d Business code (see
o instructions)
Avon Lake OH 44012-1136 524140

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.

' ,’J s
SIGN 7/ V. é . | THompsi a4 B ¢AT7oX
HERE f— == 2 O;’..fr 7/ /{ THAOMASIVA AT 704
T T
‘ Signature of plan administrator Date Enter name of individual signing as plan administrator
| A / P |
| sien N/ /4/ w3 1A P
| HERE S gill — OAIT/1! [Heihsiv4 B TAT 7o/ |
f / ‘

! 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 and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2009)

v.092307.1



