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  01/01/2009 and ending  12/31/2009
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: 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 002
MATRIX EMPLOYEE LEASING INC MINI-MED PLAN number (PN) »
1c Effective date of plan
06/17/2007
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)
MATRIX EMPLOYEE LEASING INC 59-3610674
2C Sponsor's telephone
number
904-739-2722
9016 PHILIPPS HWY 9016 PHILIPPS HWY -
JACKSONVILLE, FL 32256 JACKSONVILLE, FL 32256 2d Business code (see
instructions)
561410

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

v.092307.1




Form 5500 (2009) Page 2

3a

MATRIX EMPLOYEE LEASING INC

9016 PHILIPPS HWY
JACKSONVILLE, FL 32256

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

3b Administrator's EIN
59-3610674

3C Administrator’s telephone
number
904-739-2722

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and 4b EIN
the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5
6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, 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
b Retired or separated participants reCEIVING DENEFILS. .............o.oueeee oot ee e ee e eeeen e 6b
C Other retired or separated participants entitled to future DEeNEfitS..........c..ooi i 6¢C
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
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.........cccoccvveicee i 6e
T Total. AAA lINES BA AN BE........coveicveiieiiece ettt sttt s et s s s et s et b s bt a et en st s et b s s st st s e s ense s s e s e of
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 10096 VESIEA........eiveisieeeesieetet et est et esss s st st esses st eseesses et enseeses et ensees e e st enseeses et eesses et et s et et enss et s ens sttt snsenssssneed 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 Characteristic Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
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
) Trust 3) 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) R (Retirement Plan Information) 1) H (Financial Information)
2 MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3 ___ A (Insurance Information)
actuary 4) C (Service Provider Information)
(3) 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)
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Form-’5500 nnual Return/Report of Employengeﬁeflt Plan

Official Use Only

OMB Nos. 1210-011G / 1210-0088

Depariment of the Treasury This form is required to be filed under segﬁonﬂﬂi and 4085 of the Empioyee
Intemel Revenue Service
Depariment of Labor Retiréthent-income. Security-Act 'of 1874 (ERISA) and sections 6047(e), ZW
Employee Banefits Securlly 6057(b), and 6058(a) of the Internal Revenue Code (the Code). W%@(D
Administration » Co te all entries in accordance with

Pension Benefit
Guaranty Corporation

Annual Report Identifi
For the calendar plan year 2007

to the Form 5500.

or fiscal plan year beginning and ending
A This retum/report is for: 7(1) {3) a multiple-empioyer pian; or
() a DFE (specify) ...
a multiple-employer plan);
B This retum/report is: the first retum/report filed for the plan;  (3) the final return/report filed for the pian;
an amended return/report; (4) i a short plan year return/report

(less than 12 months).

C ifthe planis a oollectiveiy-barga{pg_d.pkan,' check hé.re“-.. ............................................................................................................................. >
D If flling under an exteﬁgigﬁ of time or the DFVC program, check box ' ch required information. (5ee Mgtructions) .........cccereveeers »>
Basié Plan Information — enter all regu d information.
1a  Name of pian n‘,.w"’f
T =
S ARTERIX EmpLoyEs Leps, He IA/e( EVED
LN -mED PLAN 5

1b  Threeigi-plan nurmber (PN)p wm&a of pigh 0 [Z‘:

____ GCaution: A penally for the late or incomplete filing of this return/report will be assessed unless\pasonable cause s established.

Under penalties of petjury and other penalties sehforth in the ipstructions, | declare that | have exam\hed, this returnireport, inciuding: sccompanying
varsion of this retumn/report if it is being ﬁ'leo“e!ectfonmaliy and to the best of my

Date 0? // 1008,

s Tames/ D) /Pfﬁf.l:'#—}t.b

Signature of employer/pian sponsor/DFE

SIGN HERE P> fJ)— 7 A pate 09 ) Zoo¥

Type or print name of individual signing as amployar, plan sponsor or DFE

Wieee i #n o PEREZF

For Paperwork Reduction Act Notice and OMB Control Numbers, sae the instructions for Form 5500, Cat. No. 13500F Form 5500 (2007)

_ L T —



Official Lise Only
name and address (empioyer, if for singie-employer plan) (Address should inciude room or sul

YW MATR LA Ehﬁgdyfg Leas, /e Lhe

- o =-_..__.__~_

/ 2 c/o
» 94,6 PTH,)eiPs /f"p’y i
L4 ‘j’ ALES oA v [ L€ y Zﬁjémployapfi/dentiﬂcaﬁon Number

8 FPL 32786 5;/ Ie 1 0f7¢
' el 0 4g 189 7722 }

2d Business code

7 o ?“w_“‘,,_-f”"' (see instructions) <3 . &/ ¢ / 0 ,>

) R o
e

9) s

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

V" SAME

2 ¢/ o
3)
4) 3b Administrator's EIN

5)

¥ ——

6) 3c Administrator's telephone number

7)

4 if the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, EIN and the plan
number from the last retum/report below:

a Sponsor's name

b EIN ¢ PN

L G -



l Form 6500 (2007)

Page 3
. Official Use Onily

5 Preparer information (optional)

a Name (including firm name, if applicable) and address

1)

2)

3) b EIN

4)

5) ¢ Telephone number

6)

6 Total number of participants at the beginning of the plan year ... ZZ é

7 Number of participants as of the end of the plan year (weffare plans complete only lines 7a, 7b, 7¢, and 7d)
A AGHVE PAMICIDANIS .o.cvirneeicrreniecrierecceci oot iimsian s er a3 e e 8 S Eon RS ES L2 03 TR AR S PR T e R AR et e ? 9
b Retired or separated participants rBCEIVING DENEMTS ........co it rmisiicstismse s s ssrasmsesssnsmss s s s (@)
¢ Other retired or separated participants entitied to future benefits ... o
d Subtotal. Add BNES Ta, TB, NG T ..ottt ssm s ses s a st s e e e hsrsas e s st s bame s ar C? 9
e Deceased participants whose beneficiaries are receiving or are entitied to recaive Densfts .......o.coevirmans 0
F Total AGT MBS T BNO T ooiiiiiciir i irirrrarsanireseteeeses st seermsasesasass sime b0 18 SEdbs T4 PR L AR TR T E 4280 E oo 2o atrama e s dstsRaa TP RRE Y q q
g Number of participants with account balances as of the end of the plan year {only defined

contribution plans complete this item) ...

h Number of pariciparts that terminated employment during the plan year with accrued benefits that

were less than 100% vested

If any participant(s) separated from service with a deferred vested benefit, enter the number of
separated participants required to be reported on @ Schedule SSA (Form 5500)

. 0



I Form 5500 (2007)

8 Benefits provided under the plan (complete 8a and 8b, as applicable)

9a Plan funding arrangement (check all that apply)

L)
(2)
3

{4)

Official Use Only

Pension benefits (check this box if the plan provides pension benefits and enter below the appiicable pension feature codes from the List

of Plan Characteristics Codes printed in the instructions):

Welfare benefits (check this box if the plan provides welfare benefits and enter below the appiicable weifare feature codes from the List

of Plan Characteristics Codes printed in the instructions):

YA 48 4D 4& 4F

insurance {1) / insurance
Code section 412(i) insurance contracts | (2)
Trust {3)
General assets of the sponsor {4)

9b Plan benefit arrangement (check alt that apply}

Code section 412{i) insurance contracts

General assets of the sponsor

10 Schedules attached {Check all applicable boxes and, where indicated, enter the number attached. See instructions.)

a Pension Benefit Schedules

1)
2)

3)

b Financial Schedules

H (Financial Information)
I (Financial information—Small Plan)

A (insurance information)

4)

R (Retirement Plan information) 1)

B (Actuarial Information) 2)

E (ESOP Annual Information) 3)

SSA (Separated Vested 4)
Participant Information)

5)

6)

A

GUOr U.S. GOVERNMENT PRINTING OFFICE: 2007 - 329-601

C (Service Provider Information)

D ({DFE/Participating Plan
Information)

G (Financial Transaction Schedules)
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SCHEDULE A insurance Information " Otfcien Gse Oy
{Form 5500) This schedule is required to be filed under section 104 of the OMB Ne. 1210-0110
Departmant of the Treasury Employee Retirement iIncome Security Act of 1574,
Intema! Revenue 2= » File a5 an attachment to Form 5500. 2007
Depariment of Labar
Employee Benefits Securty Adminisiration P Insurance companies are required to provide this Information This Form is Open to
Pension Benefil Guaranly Corporation pursuant to ERISA saction 103(a)(2). Public Inspection.
For catendar plan year 2007 or fiscal plan ysar beginning 06/17/2007 , and ending 06/14/2008
A Name of plan

M7 X gz.ofg’ Lspside Tge. /T, -/sd Pl ® pian mamor YA

C Pian sponsor's name 2¢ shown on line 2a of Fofm 55 DP loyer dentification Number
. AIf’; ' £ o d 4&% 7¢

information Corfcerning \nsurance Contract Coverage, Fees, and Commissions

Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit in Parts 1 and i) can be
reported on a singie Schedule A.

1 Coverage:

(a) Name of Insurance camier

RELIANCE STANDARD LIFE INSURANCE COMPANY

b) EIN {¢) NAIC (d} Contract or {8) Approximate numbsr of parsons Policy or contract year
®} ~ code Identification numbar coverad at end of policy or contract year {f) From (o) To

36-0883760 68381 |BCMOOG383
2

06/17/2007 |06/14/20G08
insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total commissions below and list agents,
brokers and other persons individually in descending order of the amount paid in the items on the foliowing page(s) in Part |.

Totals

Total amount of commissions paid Total fees pald / amount

17158

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

vin.4 Scheduie A {Form 5500} 2007
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Schaduie A {(Form 5500) 2007

Page 2
Ocaal Use Only
{a) Name and address of the agents, brokers or ather
persons to whom commissions or fees were paid

CRAVEN AND ASSOCIATES

425 N. PALM AVENUE

PALATKA FL 32177

. {e)
{b) Amount of Fees paid Organization
commissions paid
{c) Amount {d) Purpose code
17158 0JCOMMISSIONS

(a) Name and address of the agents, brokers or other
persons to whom commissions or fees were paid

{b) Amount of

Fees paid f®)
commissions paid

Organization
{t)} Amount {d) Purpose code

{a) Name and eddress of the agents, brokers or other
parsans o whoim commissions or fees were paid

(b) Amount of Fees paid o (e_v) .
commissions paid rganization
{6) Amount {d) Purpose cade
4] 0

'l&i LY. FT 4%
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Wl Pl T 2 P ot Fla=ili PP A ]2
1 &

Rkt ke O R ] AL Fy

. O O I



Schedule A (Form 5500) 2007 Page 4

e
Official Use Only

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 organizalion(s), the informalion may be combined for reporling purposes i such contracts are experience-rated

as a unlt. Where individuai contracts are provided, the entire group of such individual contracts with each carrier may be
treated as a unit for purposes on this report.

7  Benefit and contract type (check all applicable boxes)

a | | Health (other than dental or vision) b | }Dental ¢ | | vision d | i Life insurance
€ | | Temporary disabliity (accident and sickness) f Long-term disablilty g | | Suppiemental unempioyment  h | | Prescription drug
i { | Stop ioss (iarge deductible) I | | HMO contract k | | PPO contract t

indemnity contract

m/| | Other (specify) ®

8  Experience-rated confracls
a Premiums: (1) Amountreceived . ... ... . .. ... ... . ... . e
{2) Increase (decrease) inamountdue butunpaid .. . ...................
{3) increase (decrease) in uneamed premium reserve
(A)Barned (1) +(2) - (3] . . ...

b Benefitcharges: (1) Ciaimspaid.............. ... ovivveennionin..
(2} increase (decrease} in claim reserves
(3) lncurred claims (add {1} and (2))
M Clamscharged . . . ... .. ... ... . e
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A} COmMMISSIONS . . .. .. .. ittt i
(B) Adminisirative sarvice or other feas
(C) Other specific acquisition costs
(D) Other expenges
(B) TaMeB . ... i e e e e
(F) Charges for risks or other contingencies
(G} Other retention charges
(M) Total T eTION . . . . i e e e

(2) Dividends or retroactive rate refunds. (These arounts were [ |paid in cash, or [ Joredited).. ... .. ...,

d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . .. ... . ...
() B TRV, . . . .. ... it e e
(3 OOl PeBIVES. . . . . ittt i e e e
e

Dividends or retroactive rate refunds due, (Do not include amountentered ine(2).) . ... ... ...............
9  Nonexperience-rated cortracts;

Totai premiums or subscription charges paid o Garmer . . .. ... ... ... oot i e . 171576

a
b 1f the carrier, sarvice, or other organization incurred any specific costs in conneciion with the acguisttion
e e e QF-PEEGAtION-OF the-contract-or-policy -ether-than-reported-in-Part-|-tem-Z-abave-rapor-amount

Specify nature of costs b

r
) gt ] i
d J d ' o d
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] d d ' d d d d
I s ] '] d 4 d d
d f] [} ] [} 4 d d
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.

SCHEDULE A insurance Information B L
{Form 5500} This schedule is required 1o be filed under section 104 of the OMB No. 1210-0110
Depariment of the Traasury Employee Retirement Income Security Act of 1974,
'"%“ P File ac an attachment to Form 5500, 2007
Employes -epaHmSecm-ny Administration # insurance companies are required to provide this information This Form is Open to
Pension Benedil Guaranly Corporalion pursuant to ERISA section 103{(a}{2). Public inspection.

For calendar plan year 2007 ot fiscal pian year beginning 06/17/2007 \ and ending 06/14 /2008

A Name of plan - B Threedigit
Mﬁf&?&ﬁﬂé Md_ s [V Pw/ plan number
C Plan sponsor's name as shown on line 2a of Fornf 5500 D Empioyer iantification Number

e ot Lonsnle. IAc. _ TG 10272
i information Concerning insurance Contract Coverage, Fees, and Commissions

Provite information for each contract on a separate Schedule A. individual contracts grouped as a unit in Parts il and il can be
reported on a single Schedule A.

1 Coverage:

) {a) Name of insurange carrier

RELTANCE STANDARD LIFE INSURANCE COMPANY

b} EIN {c) NAIC {d} Contract or {e) Approximate number of persens Policy or contract year
code identification number covered at end of policy or contract year {f) From {g) To

36-0883760 68381 |BCM0OQ0384

06/17/2007 (06/14/2008
2

Insurance fees and commissions paid to agents, brokers and othar persons. Enter the total fees and total commissions below and list agents,
brokers and other persons individuaily in descending order of tha amount paid in the items on the following page(s) in Part 1.

Totals

Total amount of commissions paid Total fees paid / amount

4227

0
For Paperwork Reduction Act Notice and OME Control Numbers, see the instructions for Form 5500,

vic.1  Schedule A (Form $500) 2007
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Schedule A {(Form 5500) 2007 Page 2
O-PIflEial Use Only
{a) Name and address of the agents, brokers or other
persons to whom commisslons o fees were paid

CRAVEN AND ASSOCIATES
425 N. PALM AVENUE
PALATKA L 32177

{b) Amount of Fees pald o {e,) i

commissions paid rganizaion
{c) Amount {d} Purpose code
COMMISSIONS

{a) Name and address of the agents, brokers or other
persons to whorm commissions or fees were paid

(b} Amount of Fees paid ©
commissions paid Organization
{c} Amount {d) Purpose code

(S35 STPRMtRIE .

fa} Name and address of the agents, brokers or other
persons 10 whom commissions or fees were paid

(b) Amount of Fees paid {e) _
commissions paid Organization
{¢) Amount {d} Purpose code

X1y

- e A R e e A

o e P e B B e e
Ty

B o S B B e e O B

T B e B P e e B B B

e e B e B e e A B
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Schedule A (Form §500) 2007 Page 4

S
Otiaat Use Only

Woelfare Benefit Contract information

If more than one contract covars the same group of employaes of the same smpioyer(s) or members of the same
employee organization(s), the information may be combined for reporting purposes If such contracts are experience-rated

as a unit. Where individual contracts are provided, the entire group of such individual contracts with each carrier may be
treated as a unlit for purposes on this report.

7  Benefit and contract type (check ail applicabie boxes)
a | | Health {(other than dental or vision) b i | Dental ¢ { | vision d | |Life Insurance
e | | Temporary disablity (accident and sickness} f 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) W

8  Experience-rated contracts
3 Premiums: (1) Amountreceived ... ... ... ... . ... . ... ... 0,
(2) increase (decrease}in amountdue butunpaid . . . ........ .. ..., ...
{3) Increasa {decrease)} in unearned premium reserve
BIEamed ({1 + () - {3)) . .o
b Benefit charges: (1) Claimspaid...................c.cviirrrrenn..
(2} increase (decrease) in ¢laim reserves
(3) Incurred claims (add (1) and {2))
(4)Ciaimscharged . . ... ... . ... . .
€ Remainder of premium: {1} Retention charges (on an accrual basis) -
(A) ComMmMISSIONS . . .. . . e e
(B} Administrative sarvice or other fees
(C) Other specific acquisltion cosis
(D) Cther expenses
(B TAXES ... o i e e e
(F) Charges for riaks or other contingencies
(G) Cther retention charges
{H) Total retention
(2) Dividends or ratroactive rale refunds. (These amounts were Dpaid in cash, or Dcredited.) P

Status of poticyholder reserves at end of year; (1} Amount held to provide benefits aftar ratirement
{2} Claim reserves

(3) Cther resarves

€ Dividends or retroactive rate refunds due. (Do not include amount entered in c(2).)
9  Nonexperiance-rated contracts:

2 Total premiuvms or subscription charges paid to camier

If the canier, service, or other organization incurred any specific ¢osis in connaction with the acquisition

or retention: of the contract or policy, other than reporded in Pad |, _item.Z above, report amount

Specify nature of costs

f
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SCHEDULE A Insurance Information Gifical Use Oty
(Form 5500) This schedule is required to be filed under section 104 of the OMB Mo 1210-0110
Departmeni of the Treasury Employee Retirement Income Security Act of 1574, 2007
Interma) Revere Sarvce P File as an attachment to Form 5500.
Daparirnen of Labor
Employee Benefts Securtly Adm ion M Insurance cormpanies are required to provide this information This Form is Open to
Pension Benelll Guaranty Corparation pursuani to ERISA section 103(a)(2). Public Inspection.
For calendar plan year 2007 or fiscal plan year beginning _ 06/17/2007 and anding 06/14/2008
A

N of plan p B Three-dight
f‘.;#‘ffxx @?ﬂ @;’: [ /yfﬂé’ /%d Z/fll/ plan number ® 007,
C Pian sponsor's name.as shown on line 25 0f Form i?o ﬁ D Emgloyer tdentification Number
ZIRrlrY Crpeoy i LBsie L. S9-SL10l 74
R b

cerning Insurance Tontract Coverage, Fees, and Commissions

Provide information for sach contract on a separate Schedule A. Individual contracts grouped as a unit in Parts )| and il can be
reportet on a single Schedule A.

1 Coverage:

(a) Name of insurance carrier

RELIANCE STANDARD LIFE INSURANCE COMPANY

) EIN {c) NAIC {d) Contract or {e) Approximate number of persans Policy or contract year
code identification number covered at end of policy or contract year {f) From {g) To

36-0883760 68381 |BCDO00385

06/17/2007 j06/14/2008
2

insurance fees and commissions paid to agenis, brokers and other persons. Enter the total fees and total commissions below and list agents,
brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in Part L.

Totals

Total amount of commissions paid Total fees paid / amount

3983

0
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

v10.1  Schedule A {Form 5500) 2007
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Schedule A (Form 5500) 2007

Page 2
Om_:ial Usge Only
(a) Name and address of the agents, brokers or other
persons o whom cormmissions or fees were paid

CRAVEN AND ASSOCIATES

425 N. PALM AVENUE

PALATKA FL 32177

{b) Amount of Fees paid o (?) i
commissions paid “gamzation
{c) Amount {d) Purpose code

{a) Name and address of the agenis, brokers or other
persons o whom commissions or fees were paid

{b) Amount of

Fees paid (e)
comrmissions paid

Organization
{6} Amount {d) Purpose cade

{a) Name and address of the agents, brokers or other
persons to whom commissions or fees were paid

{b) Amount of Fees paid (?) '
commissions paid Organization
(c) Amount (d) Purpose code
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Schedule A (Farm 5500) 2007

Paged

Ofiicial Use Only

Weifare Benefit Contract Information
Hf more than ona contract covers the same group of empioyees of the same employar(s) or mambers of the same
empioyee organization(s), the information may be combined for reporting purposes if such contracts are experience-rated

as a unit. Where individual contracts are provided, the entire group of such individual confracts with aach carier may be
fraated as a unil for purposes on this report.

7 Benafit and contract type (check all appiicable boxes)

a | | Health (othar than dental or vision) b [x{ Dental C 1 | Vision d | | Life insurance

€ | | Tamporary disability (accident and sickness) f Long-term disability 9 | | Supplernental unamplayment  h | | Prescription drug

i | | Stop loss (iarge deductible) j | HMO confract k | { PPO contract | | Indemnity contract
m| | Other (specify} ™

8  Experience-rated contracis
A Premiums: (1) Amountreceived . ... . ... ... ... ... ...
(2) Increase (decrease) in amountdue butunpaid .. .. ..................
(3) Increase (decrease) in uneamed premium reserve
(@YEarned ((1)+ () - (3} .. . i
b Benafit chargas: (1) Claimspaid. ... .. .............cooiiieiannin..
(2) tncrease {decrease) in claim raserves
{3} Incurred claims (add (1) and (2))
@A) Claimscharged . .. .......... ... ...
¢ Ramaingdar of premium: (1) Retenfion charges (on an accrual basis) ~
(A) COMMEBSIONS . ... .. ... . .
(B} Administrative service or other fees
(C) Other specific acquisition costs
(D} Other expenses
(E) Tad®s .
{F) Charges for risks or other contingencies
(G) Other retention charges
(HY Total retanion _ . ... e e

{2) Dividends ar retroactive rate refunds. (These amounts were Dpaid in cash, or Dcreditad‘)

d Status of policyhalder reserves at end of year: (1) Amount held to provide benefits afier refirement .. ... .
(2) Claim FBSIVES. . ... ..
(3) OLNar PBBIVES. . .. . ottt e e e e
e

Dividands or retroactive rate refunds due. (Do not include amount entered in c{2).)
9  Nonexperience-rated contracts:

Total premiums or subscription charges paid to carier

if the carrier, sarvice, or other arganization incurred any specific costs in connection with the acquisition

orretention-ofthe-coniract-orpolicy-other-than-repered-in-Part-t-item-2-abeve-report-amount

Specify nalure of costs
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SCHEDULE A Insurance Information Sl Use Oy
(Form 5500) This schedule is requirad to be filed under section 104 of the OMB No. 1210-0110
Depariment of the Treasury Empicyee Relirement Income Security Act of 1974, 2 007
internal Revenue Sarvice
Deserrant o » Flie as .an attachment to Form 5500.
Employee Benelis Securily Administration ¥ Insurance companies are required to provide this information This Form is Open to
Pension Benefit Guaranty Corporation pursuant to ERISA saction 103{a)(2). Public Inspection.
For calendar ptan year 2007 or fiscal plan year beginning 06/17/2007 , and ending 06/14/2008 ,
AN of plan . B Thres-digit
/ Z?Ez‘&x Ma?gﬁs d&?&ﬁfé Zale LN, A Z/M/ pannumber b | DOZ
C Plan sponsor's name as sfiown on line 2a of Form 5

0

D Employer Identification Number
(TIRTE X Lalropes [emSie Zale ~Fby0b 7%
"Rl Information Cohcerning Insurance Confract Coverage, Fees, and Commissions i

Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit in Parts i and It can be

raporied on a single Schadule A,

1 Coverage:

{a) Name of insurance carriar

RELIANCE STANDARD LIFE INSURANCE COMEANY

(b) EIN {c) NAIC {d) Contract or {e) Approximate number of parsons Policy or contract year

) code identification nurnber covered at end of policy or contract year (R From (o) To
36-0883760 68381 |BCLOQO386 06/17/2007 {06/14/2008
2

Insurance fees and commissions paid o agents, brokers and other persons. Enter the total fees and lotal commissions below and Yist agents,
brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in Part |.

Totais
Total amount of commissions paid Total fses paid / amount
526 0
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

vi0,1  Schedule A (Form 55¢0) 2007
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Schedule A {(Form 5500) 2007

Page 2
Officiat Use Only
{a) Name and address of the agents, brokers or other
parsons to whom commissions or fees were pald

CRAVEN AND ASSOCIATES

425 N, PALM AVENUE

PARLATKA FL 32177

{b) Amount of Faes paid (é) .
commissions paid Qrganization
{c) Amount {d) Purpose code

COMMISSIONS

persons to whom commissions or fees were paid

{b) Amount of
commisslons paid

Faes paid

(e)

{c) Amount

{d)} Purpose

QOrganization

code

{a) Name and address of the agents, brokers or other
persons to whorn commissions or fees were paid

{b) Amount of Fees paid (e.) )
commissions paid Organization
{c) Amount {d} Purpose code
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Schedule A {Form 5500) 2007 Page 4

Otficial Lise Only

Weltare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same
employee organization(s), the infurmation may be combined for reporting purposes if such coniracts are experience-rated

as a unit. Where individua! contracts are provided, the entire group of such individual contracts with each carrier may be
treated as a unit for purposes on this reporl.

7 Benefit and contract iype (check all applicable boxes)

a Haalth (other than dental or vision) b | | Dentai c | | Vision d x| Life Insurance
e | | Temporary disability (accident and sicknass) f | | Long-term disabllity g | { Supplemental unemployment h l Prescription drug
i | |Stop loss (large deductibie) j | ] HMO contract k | | PPO contract I | } indemnity contract
mj | Other (specify) ™
8  Experience-rated contracts

a Premiums: (1) Amountreceived . . ... ... ... . ... ... ...
{2) increase {decrease) in amount duebutunpaid .. ..... ... ...........
{3) Increase (decrease) in unearned premium reserve
B Eamed (1 +(2)- (30 . ... .
b Benefii charges: (1) Claimspaid. ... ... ... ... ... ... . ....ccooo...
(2) Increase (decrease) in claim reserves
(3) incurred ciaims {add (1) and (2}))
MiClaims charged . . ... ... .
C Remainder of premium: (1) Retention charges {on an accrual basis) -
(A) ComMmMIBSIONS . . . .. e e
(B} Administrative service or other fees
{C} Other specific acquisition costs
(D) Other expenses
(E) TeXes . .. e e
(F) Charges for risks or other contingencies
{G) Other retention charges
(H)Y Total retention . ... . . e

(2) Dividends of retroactive rate refunds. {These amounts were Dpaid in cash, or Dcredlted.) e

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

{3) Other reserves

e Dividends or retroactive rate refunds due. (Do not inclute amountentered inc(2.) .. .. ... ... ... ...
9  Nonexperience-rated contracts:

a Total premiums or subscription charges paid 1o carrier

............................................ 5259
if the camier, service, or other arganization incurred any specific costs in connection with the acquisition

or retention of ihe contract or policy, other than reported in Part |, ilem 2 above, reportamount . .. ... .. .. ...
———Speeify-nature-of cests-P~

!
]
+
d
i
|
3
]
d
i
4
d

e R A e e ey

- e G R e
e e B B e e B A
o S B S B B R B ]
Ry R e e A
y-oy-wrey ey
B A e R e B B B
e e e e e e e
i e e R R e B e
B e W e B e A B

’..I.-.-.I-l-lnﬁﬂnl-
ooy =ymy ey ey oy

. A ¥



r

SCHEDULE A Insurance Information Ofcial Use Oty
(Form 5500) This schedule is required to be filed under section 104 of the OMB No. 1210-0110

Depanment of the Treasury Employee Retirement income Security Act of 1974,

lniema) Revenue Serice » Flie as an attachment to Form 5500, 2007
Depariment of Labor

Employee Benafits Securly Adminisiration
Pension Benafit Guaranty Corporsilon

P insurance companies are required to provide this information
pursuant to ERISA section 103(a)(2).

Pubiic Inspection.
For calendar plan year 2007 of fiscal plan yesr beginning ~ 06/17/2007 , ang ending 06/14/2008
A Name of plan

4@2«; &2&@%{5 Aﬂ-?é'/ﬁ/é’ Z@ /ﬁﬁ/fﬂgﬂ_&b\/ ® :Lﬁf:ﬁ:er >

This Form is Open to

C Pian sponsor's namg as shown on line 23 of Form 55 / D gmpioyer identification Number
17ty Enprodee Leapins Tale Ky Ak AL
information Cdncerning Insurance Contract Coverage, Fees, and Commissions ’

Provide information for each contract on a separate Schedule A. Individual contracts grouped as a unit in Parts Ii and Il can be
reported on a singie Schedule A.

1 Coverage:

{a) Name of insurance carrier

RELIANCE STANDARD LIFE INSURANCE COMPANY

(b) EIN fc) NAIC {d) Contract or (e} Approximate number of persons Policy or contract year
code identification number covered at end of policy or contract yesr {f) From @) To

36-0883760 68381 [BCS000386
2

06/17/2007 [06/14/2008
Insurance fees and commissions paid to agents, brokers and other persons. Enter the totai fees and total commissions below and fist agents,

brokers and other persons individually in descending order of the amount paid in the items on the following page(s) in Part |

Totals
Total amount of commissions peid Total fees paid / amount
1149 ! 0
For Peperwork Reduction Act Notice and OMB Contral Numbers, see the instructions for Form 5500.

vi0.1  Schedule A (Form 5500) 2007
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Schedule A (Form 5500) 2007

Page 2
Offical Use Gnly
(a) Name and address of the agents, brokers ar other
persons to whom commissions or fees were paid

CRAVEN AND ASSOCIATES

425 N. PALM AVENUE

PALATKA FL 32177

{b) Amount of Fees paid (9) _
commissions paid Qrganization
{c) Amount {d) Purpose code

COMMISSIONS

{a) Name and address of the agents, brokers or other
persons to wham commissions or fees were paid

(b} Amount of Fees paid &)
commissions paid Organization
fc) Armaunt {d) Purpose code

{a)} Narmne and eddress of the agents, brokers or other
persons to whom commissions or fees were paid

{b) Amount of Fees pald e}
commissions paid Organization
{c} Amount {d} Purpose code
0 0
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Scheduie A {(Form 5500) 2007 Page 4

ool Usa Oniy

Waelfare Benefit Contract information
¥ more than one contract covers the same group of employees of the same employer(s) or members of the same
empioyee organization(s), the Information may be combined for reporting purposes if such contracts are experience-rated

as a unit. Where individua! confracts are provided, the enfire group of such individual contracts with each carrier may be
treated as a unit for purposes on this report,

7  Benefit and coniract type (check ali applicable boxes)
Health {other than dentai ot vision) b | | Dentat c

a Vision d | | Life insurance

€ [%| Temporary disability {accident and sickness} f Long-term disability g | | Supplemental unemployment  h Prescriplion drug

i | | Stop ioss (large deductible) j | | HMO coniract k | | PPO contract | { | indamnity contract
m | | Other (specify) ™

8 Experience-rated contracts
2 Premiums: (1) Amountreceived . ... ... ... ... . i
{2) increase (decrease) in amountduebutunpaid ... ........ . ...
(3) Increase (decrease) in unearned premium reserve
@ Earmned (N + ) -(3)) . ... .
b Benefitcharges: (1) Claimspaid. ........ . oo
(2) Increase (decrease) in ciaim reserves
{3) Incurred claims (add (1) and (2))
@ Chaimscharged .. ... ... ... e
€ Remainder of premium: (1) Retention charges (on an accrual basis) —
(A} COMMISSIONS . . ... . ittt it iiaaiia it
{B) Administrative service or other fees
{C) Other specific acquisition costs
(D) Other expenses
[ T . Y
(F) Charges for risks or other contingencies
(G) Otherretentioncharges . . ......... .. ... .iiiiiiiiiireenns o
(H) Total retention

.................................................................... 0
(2) Dividends or retroactive rate refunds. (These amounts were [ Ipaid in cash, or [ Jeredited) . ...... .. .
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . .. .. .. ...
(2) ClaimM TBSBTVES. . . . . ..t ittt et e tae e e e
(B) OBl BB VS, . & . o\ o ot et e e
€ _Dividands or retroactive rate refunds due. (Do notinclude amountenteredine(@)) . .. ....................
9  Nonexperience-rated contracts:
8 Totai premiums or subscription charges paidtocamier. .. ....... .. ... . o e 11487
b i the carrer, service, or other organization incurred any specific costs In connection with the acquisition
or retention of the contract or policy, other than raported in Part |, item 2 above, reportamount . ... ... .. ..
Specify nature of costs &
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