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  06/17/2007 and ending  06/17/2008
A This return/report is for: D a multiemployer plan; D 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;
D an amended return/report; D 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; D 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 EMP 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 PHILIPS HWY 9016 PHILIPS 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 PHILIPS 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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N // S‘T wm ’M/fjﬁ
Form 5500 Annual Return/Report of Employee,wBe’hefit Plan

Department of the Treasury
intemal Revenue Service Thls form is required to be flled under sagnons*f‘ﬁ and 4065 of the Employee

Official Use Only

OMB Nos. 1210-0110 / 1210-0089

L Retirsihent-income. Sacurlty-Act 6f 1974 (ERISA) and sections 6047(s), Q@BT
Employea Benefits Security 6057(b), and 6058(a) of the internai Revenue Code (the Code). "}Do% 0 (D
LdminiaTaton » Complete all entries in accordance with oFo
Pension Benefit

to the Form 5500.

Guaranty Corporation
Annual Report identifigation inforavation

For the calendar plan year 2007

or fiscal plan year beginning Q ‘0 / 7 Z (4] 0 and ending
A This return/report is for: . (1) a multiempioyer plan; (3) a muitiple-employer plan; or
an (other than g) & DFE (specify) ...
a multipie-ernpioyer plan);
B This retum/report is: the first retumy/report filed for the plaa;  (3) the final return/report filed for the plan;
an amended retum/report; 4) . a short plan year retum/report

(iess than 12 months).

C If the plan is a CONeCtiVely-DArGaINEd PIan, CHECK NBIE ... /... Ll s s s s o >
D If filing under an extengiaﬁ of time or the DFVC progrant, check/box are = chrequired information. {(see MGrUCtions) ........cvvven. >
Basib Plan Information — enter all feques &4 information.
1a  Name of plan ',,f" g
T “d v
L METR X Empidyfe Leas, Ae _f,Jel RECENED
TN -mED FPLIAN

b Thresigit-alan number (PN)P [ ,-‘ » e 1c Efiective dateofpl%, éb ./7 7"‘9 o7’

_ .__ Gaution: A penalty for the late or rnc_orn ng of this return/report will be assessed un!ess\wasonable cause is established. o

Under penalties of perjury and other perf l’nes fetyforth in the ipstructions, | declare that | have exam\hed this return/report, including: accompanying
schedules, statements and attachments, ag wel :

s fhe electrppic/version of this return/report if it is being ﬁie‘tr'eieetfomcaﬂy &nd to the best of my
knowledge and belief, it is true, comack#hthgg plet
Signature of plan administrator ”

SIGN HERE P> 7 N Dete 69 1/ Zoo¥
Type or print name of indivighia! signing aspi adms Strafor
s Tames/ ) 4 £ Sdpcc

Signature of employeripian sponsor, FE |

SIGN HERE P>/ - |7 A Date 09 't Zoeol¥

Typa or print name of individuel siglling as| ¢mployer, plan sponsor or DFE

[JKLO/ M| L Péﬂéz—

For Paperwork\Reductlo Act Notite and OMB Control Numbers, see the instructions for Form 5500. Cat. No. 13500F Formm 5500 (2007)

LT




Official Use Only
name and address (employer. if for single-empioyer plan) {(Address should include room or sitg no.)

T

/ s ¢clo

y 94,46 PTH,c/P5 61(,]}/ ek
o TACKS oV ¢ L & ’_",,26"'émpnoyﬁgfﬁentiﬁcation Number
5, FL 32786 5}‘”’: I6 10474

2¢ Sponsor's telephone / f

6)\ number j 75 ? 7 - }

2d Business code

7 . e

) e e o (see instructions) S é / 51 / 0
8) "“'“w-\-,-»..v.,._, e — e L 'f;,r*"
9 R

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

" FAME

2 ¢/ o
3)
4 3b Administrator's EIN

5)

7 - S

&) 3¢ 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 return/report below:
a Sponsor's name

b EIN c PN

. O -



I Form 6500 (2007)

Page 3
. Official Use Only
5 Preparer information {(optional)
a  Name (inciuding 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.......c i e ZZ é
7 Number of parficipants as of the end of the plan year (wetlfare plans complete only lines 7a, 7b, Te, and 7d)
B ACHVE PAICHDAIES - reeneeceeervreeeeeem e eereet e eceurr st srssssrnn b van s e s smrdnaa e b4 e s e s s mas e aEaee e E e aTa01h eS8 L eh S e em s e n R R R et ? CI
b Retired or separated participants reCOIVING DENEMLS ............cceecrerermerirovsrrsssnsessenasessscmsemmermsscsssstassssssnsssans soss (@)
¢ Other retired or separated participants entitied 10 future benefits ... O
d Subtotal. Add GINBS 7a, T, BN TE .ot e s e e et de s b s s s et e 9 9
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefts ..........wce.revenn. O
T Total. Add MBS T8 AN T ...o.ceiecrimnerismrnss o esres s e nsanssarssaae s a0 s ae s o s versaanes st ora b ss s b T A bR RRT 4 ed shnan e s e e s e renaarevansbuns q q
¢ Number of participants with account balances as of the end of the plan year (only defined
contribution plans complete this HBMY ..o s et @
h Number of participants that terminated employment during the plan year with accrued benefits that
WETE 1855 ThaN 100% VBSIE ....oorvvuevssrsierscessesiresisssnes s e isssssssstsssesreses s asteeesssesss s bt sansssmmsssssssssssnssasnesesocs 'é/J
i

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

- A



I Form §500 (2007)

Page 4

[y

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

9a Pian funding arrangement (check ali that appiy)

(1)

(@

3

(4)

Official Use Only

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

of Plan Characteristics Codes printed in the instructions):

Weifare benefits (check this box if the pian provides welfare benefits and enter beiow the applicable welfare feature codes from the List

of Plan Characteristics Codes printed in tha instructions):

YA 48 4D 4& 4F

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

8b Plan benefit arrangement {chack all that apply)

Code section 412(i) insurance contracts

General assets of the sponsor

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

a Pension Benefit Schedules

b Financlal Scheduies

1) R (Retirement Pian information) 1) H (Financial information)
2) B (Actuarial Information) 2) { {Financial information—~Small Plan)
3) E (ESOP Annual Information) 3) A (insurance Information)
4) SSA (Separated Vested 4) C (Sarvice Provider Information)
Participant information)
5) D (DFE/Participating Plan
information)
8) G (Financial Transaction Scheduies)

O

GO U.5. GOVERNMENT PRINTING OFFICE: 2007 - 328-801




.

SCHEDULE A Insurance Information B Use Oy
{Form 5500) This scheduie is required to be fiied under section 104 of the OMEB No. 1210-0140
Department of the Treasury Employee Retirement income Securlty Act of 1874,
internal Revenus e ¥ File as an attachment to Form 5500, 2007
Depariment of Laboe
Employee Benefits Security Adminisication ¥ insurance companies are required to provide this information This Form is Open to
Pension Banefit Guarany Corparation pursuant to ERISA section 103(a)(2). Public tnspection.
For calendar plan year 2007 or fiscal plan year beginning 06/17/2007 \ and ending 06/14/2008 ,
A Name of pian

- B Three-digit
ﬁmz_ £M¥£&’ ééﬁgrﬁ/ & 44" €. M/n// -/ )94/7»] plan number » Y. YA
C Plan sponsor's name a€ shown on line 2a of Fobm 55 D Empiocyer identification Number
/7R X Eqifroy e [ RIS é ﬁ,@éy,é

information Corfcerning Insurance Contract Coverage, Fees, and Commissions

Provide Information for each contract on a separate Scheduie A, individual contracts grouped as a unlt in Parts | and Ui can be
repartad on a single Schedule A.

1 Coverage:

(@) Name of insurance carrier

RELIANCE STANDARD LIFE INSURANCE COMPANY

(b) EIN {e) NAIC {d} Contract or {8) Approximate number of parsons Policy or contract year
) . code identification number covered at end of policy or contract year {fy From {g) To

36-0883760 668381 |BCMD0O0D383
2

06/17/2007 |06/14/2008
insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and total commissions below and iist agents,
brokers and other persons individuaily in descending order of the amount paid in the items on the following page(s) in Part |,

Totals

Total amount of commissions paid Total fees pald / amount

17158 0
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.  vi0-4

Scheduie A (Form 5500) 2007
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Schedule A (Form 5500) 2007

Page 2
 Oficial Use Only
(a) Name and address of the agents, brokers or other
perscns to whom commissions or fees were paid

CRAVEN AND ASSQCIATES

425 N. PALM AVENUE

PALATKA FL 32177

(e)
co(nt:ln?sr:lc;': ::\id Fees paid Organization
{c) Amount {d) Purpose code
17158 0{COMMISSIONS

3

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

(&
{B)} Amount of Fees paid .
commissions paid Qrganization
{¢) Amount {d) Purpose code
0 0

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

i {e)
{b} Amount of Fess paid -
commissions paid Organization
{c) Amount (d} Purpose code
0 0

=

[y ey gy

[y ey ey
e S e e e B e e
e B B e i e e B B W T

]
d
]
]
d
]
]
d
d
"
=

.'—F
— e B By B B B
[ T
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Schedule A {(Form 5500) 2007

Page 4

Ofticial e 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 organization(s), the information may be combined for reporting purposes If such contracts are experience-ratad

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

7  Benefit and coniract type (check all applicabie boxes)
Heaith (other than dental or vision) b | | Dental

a ¢ | | vision d | | Lite insurance

€ | | Temporary disability (accident and sickness) f | |Long-term disablity g | | Suppiemental unemployment  h | | Prescription drug

i | | Stop loss {large deductible) J | }HMO contract k | | PPO contract 1 [¥] tndemnity contract
m |} j Other (specify) &

8  Experience-rated contracts
8 Premiums: (1) Amountfeceived . ... ... ... ... ... . . . .,
{2) Incraase (decrease} in amount due butunpaid .. . ................ ...
{3) Increase (decrease) in uneamed preimium reserve
(AYEarmed (1) + {2 - (3. ... e

b Benefit charges: (1) Claimspaid ... ..............0coiiee .
(2) Increase (decrease) in ciaim reserves
(3) Incurred claims (add (1) and (2))
@Clamscharged . .. ... ...

€ Remainder of premium: (1) Retention charges {on an accrual basis) -
{A) Commissions

(F) Charges for risks or other centingencies
(G) Other retention cherges
(H) Totalretention . ... ... .. .. .

(2} Dividends or retraactive rate refunds. (These amounts were Dpaid in cash, or Dcredited.) ...........

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

{3} Otner reserves

Dividends or retroactive rate refunds due. (Do net inciude amount entered in &(2).)
9  Nonexperience-rated contracts:

& Total premiums or subscription charges paid to camier

............................................ 171576
If the camier, service, or other organtzation incumed any specific costs in connection with the acquistiion

or- retsntian—efmemntmst—ar—peliey,—elher—%han—raperteéﬂ'&Pam.—item—z—abﬁverfepan-amaunt

Speclfy nature of costs

r
1 bR \
4 e Atk 4 L&
i ol d d d d d d
d d d ol 4 d H d
i N i 1] i 4 H I o
4 d ' d i H d d d
d I d d d d i [} ]
| d [ 0] + 4 1 H Il
4 1 d d [l d d d 4
d [l i1 H d d L] d d
i L] H o d d d i d d
mﬂ' i 'l + d ] 4 i 1 d
g ¢
o ? i c1 * Y

. O |



SCHEDULE A

{Form 5500}

Deparimant of the Treasury
infemal Revenue Service

Department of Labor
Empioyee Benefits Sacurily Adminisiralion

Pension Benelil Guaranly Corporalion

insurance Information

This schedule is required to be filed under section 104 of the
Empioyee Retirement income Security Act of 1974,

® File as an attachment to Form 5500.
P Insurance companies are required to provide this information

A—
Official Use Only

OMB No. 1210-0110

2007

This Form is Open to

pursuant to ERISA section 103(a)(2). Public inspection.
For calendar plan year 2007 or fiscal plan year beginning 06/17/2007 . and ending 06/14/2008 ,
A Name of plan B Thres-digit
Len s A/c s 1P Fotd

pian number

C Plan sponsor‘s as shown on fine 2a of Forn{

/6’

b ?Iwar Idantiﬂcatlon Number

BE/OLTE

Information

Concerning lnsurance c:ontract Coverage, Fees, and Commissions

Provide information for each contract on a separate Schedule A. individual contracts grouped as a unitin Parts it and iif can be

reported on a single Schedule A.

1 Coverage:

(a) Name of insurance carriar

RELIANCE STANDARD LIFE INSURANCE COMPANY

(D) EIN (c) NAIC {d) Contract or (@) Approximate number of persons Policy or contract year

) code identification number covered at end of policy or contract year {f) From (9 To
36-0B83760 68381 |BCMO0O0384 06/17/2007 106/14/2008
2

Insurance fees and commissions paid to agents, brokers and other persons. Entar the Iotal fees and total

commissions below and list agents,

brokars and other persons individually in descending order of the amount paid in the items on the following page(s) in Part I.

Totals
Total amount of commissions paid Total fees pald / amount
4227 0
For Paperwork Reduction Act Notice and OMB Gontrol 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 —_—
Official Use nly
{2) Name and address of the agents, brokers or other
persons to whom commissions or fees were paid

CRAVEN AND ASSOCIATES

425 N. PALM RVENUE

PALATKA FL 32177

{b} Amount of Fees paid @ ‘
commissions paid Organization
{c} Amounl {d) Purpose code
4227 COMMISSIONS

(a) Name and address of the agents, brokers or other

persons to whom commissions or fees were paid

{b) Amount of Fees paid @ )
commissions patd Organization
{c) Amount {d) Purpose code

{a) Name and address of the agents, brokers or other

persons to whom commissions or fees were paid

{b) Amount of Fees paid ‘?) ,
commlssions paid Organization
{c) Amount {d} Purpose code

e e B B i e B e B B

Egﬂee___imﬂ—_}:#'
e e i e B B e e
T e e O B B S S B
')
B G S B B B B G B B

0

L |

o

e e e e e B B e B

T L -.-._i

B T B B B B e Ry e B

e S e P B e B

e B P e B B e e B
B B B By B B B B B B
e W B e B B B B e

N A
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Schedule A {Form 5500} 2007

Page 4

—
Dfficial Use Only

Woelfare Benefit Contract Information

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

treated as a unit for purposes on this report,

7

Bensfit and confract type (check all applicable boxes)

a | | Heatlth (olher than dental or vision) b | | Dental

e | | Temporary disabiiity {accident and sickness) f Long-term disabiity
i | | Stop loss (large deductible) i | | MMO contract

m | | Other {specify)

c
g
k

Vislon d

Life Insurance
Suppiemental unemployment  h Prescription drug

indemnity contract

PPO contract o

Experience-rated contracts

Premiums: (1) Amountreceived . .. ...... ... . .. ... ... .. ... . ...
{2) Increase {decrasse) in amountdue butunpaid .. .. ............... ...
{3) Increase {decrease) in uneamed premium reserve
Eamed {1+ (A - (BN . ..o
Benefit charges: (1) Claimspaid......... ... .. ... ... ... ... ........
(2) increese (decrease) in claim reserves
(3) Incurred claims (add (1} and {2}}
MClaimscharged. .. ... .. ... . ... .. . e

Remainder of premium: (1) Retention charges {on an acoruai hasis) -
(A) COMMISBIONS . . .. ... . ittt i iai et na
(8} Administrative service or other faes
(C} Other specific acquisition costs
(D) Other expenses

(E) Taxas

(F} Charges for risks or other contingencies
(G) Other retention charges
{H} Total retention

0
{2) Dividends or retroactive rate refunds. (These amounts were Dpaid in cash, or Dcredited.) e

Status of policyholder reserves et end of year: (1) Amount held to provide benefits after refirement . .. .. ... ..

{2) Claim reserves
(3) Other reserves

Dividends or retroective rate refunds due. (Do nof include amountentered ine(2).) . .. oo,

oW

Nonexperience-rated contracts:
Total premtums or subscription charges paid to carrier

............................................ 42269

If the carier, service, or other organization incurred any specific costs in connection with the acquisition

Specily natura of costs ™

or retention of the contract.or policy, other than_reported. in Part | _item 2 above _repod amount

L

!
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N

SCHEDULE A Insurance Information Gl Use Onty
(Form 5500) This schedule is required to be filed under section 104 of the OMB No. 1210-0110
Deparimen of the Treasury Employee Retirement Income Security Act of 1974, 2 0 07
inlemal Revenue Sarvice .
Sy ® File as an attachment to Form 5500,

Empioyee Benefits Securiiy Administration
Phtiubinisiinstuini A
Petision Beneflt Guaranty Corparation

& Insurance companies are required to provide this Information This Form is Open to

pursuant to ERISA section 103(a)(2). Public inspection.
For calendar plan year 2007 or fiscal plan year beginning 06/17/2007 , and ending 06/14/2008
AN of plan a— 07;/ B Three-digit
/iéﬂr&x %Vgﬁ @A L. /ﬂ//}// /y‘d / pian number JO7.
C Plan sponsor's namg as sHown on line 23, of Form jyﬂ f D Empioyer tdentification Number
Pes e e, SS9 TL10L 7Y

cerning Insurance Contract Coverage, Fees, and Commissions

Provide information for each contract on a separate Scheduie A. Individual contracts grouped as a unit in Parts Il and 1l can be
reporied on a single Schedule A

1 Coverage:

{a) Name of insurance carrier

RELIANCE STANDARD LIFE INSURANCE COMPANY

M) EIN {c) NAIC {d) Contract or {e) Approximate number of persons

Policy or contract year
code identification number

covered at end of palicy of contract year {f) From {g9) To

36-0883760 68381 |BCDOOO385 06/17/2007 |06/14/2008
2  Insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and totai commissions below and list agents,

brokers and other parsons individually in descending order of the amount paid in the ltems on the following page(s) in Part 1.

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.
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Schedule A (Form 5500} 2007

Page 2
Otliciat Use Only
{a) Name and address of the agents, brokers or other
persons o whom commissions or fees were paid

CRAVEN AND ASSOCIATES

425 N. PALM AVENUE

PALATKA FL 32177

e
{b) Armnount of Fees paid Orgaﬁ\i;ation
commissions paid
P {c) Amouni (d) Purpose code

COMMI SSTONS

(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

Organizalion
(c} Amount {d) Purpose code

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

e,
{b}) Amoun! of Fees paid o) a(i)ati
cammissions paid rganization
(c) Amount {d) Purpose code
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Schedule A {Form 5500} 2007

Page 4

Ofiicial Use Only

Welifare Beneflf Contract Information

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

trealted as a unit for purposes on this report.

Benefit and contract type (check ail appiicabie boxes)

a Health (oiher than dentai or vision) b x| bental € | | Vision

e | i Temporary disabiiity (accident and sickness) f Long-term disabiiily g Suppiemental unemployment
i {]Stop loss (arge deduciible) i | | HMO contract k [ | PPO contract

m| | Other (specify) #

Experience-rated contracls
a Premiums: (1) Amount received

(2) increase (decrease} inamountduebutunpaid .. ... ... ... ... ... ...

(3) increase (decrease) in unearned pramium reserve

@YEarmned ((1)+(2)-(3)) . ... .o e
b Benefitcharges: (1) Claimspaid. ..................................

(2) Increase (decrease) in claim reserves

(3) Incurred claims (add (1) and (2))
@iClaimscharged . ...... ... ... ... .. . ... .,

€ Remainder of premium: (1) Retentlon charges (on an acerual basis) —~
(A} Commissions

d | | Life \nsurance
h| | Prescription drug
I { ! Indemnity contract

(B} Administrative service or other fees

(C} Other spectfic acquisition costs

(D} Other expenses
(B Tax®s . ... ..

(F) Charges for risks or other contingencies

(G) Other retention charges

(B Total metant N . . ..

(2) Dividends or retroactive rate refunds. (These amounts were Dpaid in cash, or Dcredited.) ...........

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

(3) Other reserves

Dividends or retroactive rate refunds due. (Do not include amount antered in c(2).)

Nonexperience-rated contracts:
a Totai premiums or subscription charges paid to canier
if the carrier, service, or other organization incured any specific costs in connection with the acquisltion

or-ratention.of-the contract-or policy.-etherthan-reperted-in-Part-+-iterm-2-above -report-amount

39826

Specify nature of costs
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SCHEDULE A Insurance Information Gt Use Only

{Form 5500} This schedule is required io be fiied under section 104 of the OMB Na. 1210-0110
Depariment of the Treasury Employes Retirement income Securily Act of 1974,
Intecnel Revene Serdce P Fiie as an attachment to Form 5500 2007
Depariment of Labor ment to Form '
Employee Beneflits Security Administration » Insurance companies are required to provide this information This Form is Open to
Pengion Benefll Guaranty Corgoralion pursuant to ERISA section 103(a)(2). Public Inspection.
For calendar ptan year 2007 or fiscal pian year beginning 06/17/2007 , and ending 06/14/2008
AN of plan

B Three-digit '
/ ‘ZE&J érﬁulzﬁ_f @&A’é Z/C ﬂﬂ/@ 2.47\/ plan number B Foloka
G Plan sponsor's name as sfiown on line 2a of Form
4 o’

5 D Emgployer identification Number
Ifx w7 Pl J’jéog Zf/é

. ~Fbrob 7%
Information Cohcerning Insurance Contract Coverage, Fees, and Commissions i

Provide informalion for each contract on a separate Schedule A. Individual contracts grouped as a unitin Parts |l and [ii can be
reparted on a single Schedule A,

1 Coverage:

{a) Name of insurance carrier

RELIANCE STANDARD LIFE INSURANCE COMEANY

(&) EIN {¢) NAIC (d) Contract or {e) Approximate number of parsons

Policy or contract year
code identtficalion numbar

covered at and of policy or contract yaar {f) From {q) To

36-0883760 68381 IBCLOOO386
2

06/17/2007 |06/14/2008
insurance fees and commissions paid to agents, brokers and other persons. Enter the total fees and totai commissions below ang list agants,
brokers and other persons individually in descending order of the amount paid in the items on the foliowing page(s) in Part L.

Totals
Total amount of commissions paid Totai fees paid / amount
526 0
For Paperwork Reduction Act Notice and OMB Controt Numbers, see the instructions for Form 5500.
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Schedule A (Form 5500) 2007 Page 2
. ‘Officias Use by
{a) Name and address of the agents, brokers or other
persans to whom commissions or fees were pald

CRAVEN AND ASSOCIATES
425 N. PALM AVENUE
PALATKA FL 32177

(b) Amount of Fees paid &)

commissions paid Organization
{c) Amount {d) Purpose code
526 QjC

R —

OMMISSIONS

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

{b) Amount of

Fees pald
commissions paid

(o)

{c) Amount (d) Purpose

code

QOrganization

(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
{€) Amount {d) Purposa code
0 0
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e e —— G peeify-nature-of-costs -

Schedule A (Form 5500) 2007 Page 4

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 organization(s}, the information may be combined for reporting purposes If such contracts are experience-rated

as a unil. Where individual contracts are provided, the entire group of such individual contracts with each carmier may be
treated as a unil for purposes on this repori.

7 Benefit and confract type {check all applicable boxes)
Health (other than dentai or vision) b | | Dental

a C | | Vision d (¥] Life insurance

e | | Temporary disabilily (accident and sickness) f Long-term disability 0| | Supplemental unempioyment h I Prescription drug

i | | stop ioss (large deductible} j | | HMO contract k | | PPO contract I | |indemnity contract
mi | Other (spacify) P

8 Experience-rated contracis
a Premiums: (1) Amountreceived . . . .............. ... ... ... ...
(2) increase (decrease) in amouni due butumpaid . . .. .......... ... ... .
(3} Increase {decrease} in unearned premium reserve
W Eamed (M + ) - ... e
b Benefit cherges: (1) Ciaimspaid. . ............. ... ... .............
{2) increase (decrease) in claim reserves
(3) Incurred claims (add (1} and (2)}
(d)Claims charged .. ... ... .. ... . . . i
G Remainder of premium: (1} Retention charges (on an accrual basis) -
(A) COmMMISBIONS . .. ... . .. . i i i i
(8} Administrative service or other fees
(C) Other specific acquisition costs
(D) Other expenses
(B TaMes . ... .. i e e
{F) Charpes for risks or other contingencies
{G) Other ratention charges
(H) Tolalretention . ... .. ... . . e

(2} Dividends or retroactive rate refunds. (These amounls were Dpaid in cash, or Dcredited.) e

d Status of policyholder reserves at end of year: (1) Amount hald to provide benefits after retirement . . . .. .. ..
(2 CIamM TESEIVES. . . ... . . it
(3) O eI TES BN B, . . . e e e e
e

Dividends or retroaclive rate refunds due. (Do not inciude amount entered inc(2).) .. ... ..................
9  Nonexperience-rated contracts:

a Total premiums or subscription charges paid to carrier

............................................ 5259
If the carrier, service, or other organization incurred any specific costs in connection with the acquisition

or retention of the contract or poiicy, other than reported in Part |, lem 2 above, report amount

515

ol &

14 b i d l'
d 4 d 4 d d 3 d d é
nin ipadtil ot nEaridein 2
d d ) ] d d [l d d ]
L] L) d d ] L] ] d U i
K ¥ oflik ol ipfs b ik gl i
iF Rl AR NN i
T Hrlif iPdlip i p Y i
d L] i ] (] ] '] Ll L] ¢
aFf ME RN e arn i
nyn i li¥ ol ik drodie i

\
i,

_ R I



.

SCHEDULE A Insurance Information
{Form 5500) This schedule is required fo be flied under section 104 of the
Depariment of (he Treasury

Employee Retirement income Security Act of 1874,
® Flie as an attachment to Form 5500.

¥ insurance companies are required 1o provide this information
pursuant to ERISA section 103{a)(2).

Iniernal Revenue Service

Depariment of Labor
Empioyee Benefits Securlly Adminigiration

Pansion Benefit Guaranty Corporallon

r————
Official Use Only

OMB No. 1210-0110

2007

This Form is Open to

Public Inspection.
For calendar plan year 2007 or fiscal pian yvear beginning 06/17/2007 , and ending 06/14/2008 )
A Name of plan /'/ — f B Three-digit
A7 Ee X 5’?? Mf & M . 4/.// ﬂf_‘; W pian number
ce as shown on fine /

a of Farm 55!

2/ NE

n sponsor's Na

i

Zle.

D 'ﬁmployer \dantification Number

- Slysob7

information C

ncerning Insurance

éontract Coverage, Fees, and Commissions

rd

Provide information for each contract on a separate Schedule A, individual contracts grouped as a unit in Paris ! and !ll can be

reported on 3 single Schadule A.

1 Coverage:

{a) Name of insurance camier

RELIANCE STANDARD LIFE INSURANCE COMPANY

B EIN (c) NAYC {d) Contract or {e} Approximate number of persons Policy or contract year

) code identification number covered at end of palicy or contract year {f) From (8) To
36-0883760 68381 [BCS000386 06/17/2007 |06/14/2008
2

insurance fees and commissions paid to agents, brokers and ather 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 paid / amount

1149 !

0

For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 5500.
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Scheduie A (Form 5500) 2007

Page 2

M—
Official Use Only

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

CRAVEN AND ASSOCIATES
4?5 N. PALM AVENUE

PALATKA FL 32177
{b) Amount of Fees paid o (e} )
commissions paid rganization
{¢) Amount {d) Purpose - code
COMMISS I ONS

sl

e lRTnhM

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

{b} Amount of Feas paid (@) )
commissions paid Organization
(c) Amount {d) Purpose code

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

te)
o) Amount of Fees paid o
commissions paid . Organization
{c) Amount {d) Purpose tode
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13 ' - -
! "!l,\ , )
A2 in e e Y 2 3
N AE s HERE AR AET Mg i
TR A AN AENEAE R A IY e ¥ ol d
i it b F i P rYi b lib e apdfi ¥ ol d
d ] d d d ] & d d d 4 i d
AP Pl i Pl o] ap ol o} NENL f
TENMAEOF M TE N O mEin| i
A EAN AR E T ip P ie d
AP Y AT I ALY E ]I R oI R o] HE 3
APl E i Emld ol T AN A1 ) o F ¥ P A% d
1 Pl 3 i rd

e — 1
e —
m—— ()

. L I



Schedule A {Form 5500) 2007 Page 4

ol Lse Oty

Waeltare Benefit Contract information

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

7  Benefit and contract type (check all applicable boxes)
Heaith (other than dental or vision) b | |Dental c

a Vision d | | Life insurance

e [x| Temporary disability (accident and sickness) f 1 |Long-term disability @i | Supplementat unemployment b | | Prescription drug

i | | Stop loss {large deductible) j [ | HMO contract k | | PPO contract I | } indemnity contract
m| | Other {specify) ®

8  Experience-rated contracts
a Premiums; (1) Amountreceived . . ... ... ... . e
(2) Increase (decrease) in amountdue butunpaid . .. ............ ... ...
{(3) Increase (decrease) in uneamed premium reserve
@Eamed (1N +-( ... . e

by Benefit charges: (1} Claimspait ... ... ... .o v iin..
(2) Increase {decrease) in claim resserves
(3) Incurred claims (add (1) and (2))
MClaimscharged . ... ... ... ... e e
¢ Remainder of premium: {1} Retention charges (on an accrual basis) —
(A) COMMISAIONS . . ... .o ir it aa s aas s aras
(B) Administrative service or other fees
(C) Other specific acquisition costs
(D) Other expenses
(B TaXES .. oottt ittt o e e e
{F} Charges for risks or other contingencies
{G) Other retention charges
(H) Totatretention . . ... ... ... e

(2) Dividends or retroactive rate refunds. (These amounts were Dpatd in cash, or Dcredited.} ...........

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirerent . .. ... . ...
() I FRG BT . . . . . L. it ittt ettt e e e e
(3) OB TSIV, . . . . .. ..\ttt e mi e et e e
e

Dividends or retroactive rate refunds due. (Do not include amountentered inc(2).) . .. .. .. .. .. ... ... ... . ..
9  Nonexperience-ratad contracts:

@ Total premiums or subscription charges paid o carrier

............................................ 11487
if the carrier, service, or other organization incurred any specific cosls in conneciion with the acquisition

or retention of the contract or policy, other than reported in Part |, item 2 above, report amount

Specify nature of costs » b ————————
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