Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

2017

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A This return/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

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

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

participating employer information in accordance with the form instructions.)

D Check box if filing under: D Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 01
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN number (PN) »
1c Effective date of plan
01/01/1977
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 91-0859922
COMMUNITY YOUTH SERVICES 2C Plan Sponsor's telephone
number
360-918-7868
711 STATE AVE NE 711 STATE AVE NE 2d Business code (see
OLYMPIA, WA 98506-3984 OLYMPIA, WA 98506-3984 instructions)
624100

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. 07/16/2018 QUONTICA CONLEY
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIE%'\IIE Filed with authorized/valid electronic signature. 07/16/2018 NICOLE BISPING
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 sighing as DFE

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

Form 5500 (2017)
v. 170203
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3a

Plan administrator's name and address Same as Plan Sponsor

3b Administrator's EIN

3C Administrator's telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 103
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAT ...............ccoveeverviveeereeeisesee oo 6a(l) 103
a(2) Total number of active participants at the @nd of the PIAN YA .............cvvveerverrivserissressesssssssses s esssssssssesessessseen, 6a(2) 166
b Retired or separated participants reCeiVing DENEMILS ..............c.cccvvuiueiieeieeeeiee ettt s e en e s senen 6b 2
C Other retired or separated participants entitled to future DENEFItS .........cciciii i 6¢c
d  Subtotal. Add INES BaA(2), BD, AN BC........c.cveveveeeeeieeeeeeieeeeeeeeeteestet et e e eeee et e e s e st et es s eeeaeaet et esenneessesessesenneesseeensessnenseens 6d 168
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ........ccccooeiiiiiiiiiiicee e 6e
T TOtal. A lINES BA ANA BE. .....eoeeeeoeeeee et e ens s es s senssnes 6f 168
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS HEM) ..v..evveeecveeeeee ettt es et ee st e et es et e et en e e ee et et ens et s eeeesne et enseeens st ansneesns et s st esnssssnentesneetensntesnensenensned 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€SS thAN 100%6 VESIEH ......cvoceoesiesieeeseeeesiss et ses st ees et es st s s et ettt ees ettt ees et ettt es sttt s st ettt s 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........., 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4B 4D 4E 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(2) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts 2) Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) D R (Retirement Plan Information) 1) |:| H (Financial Information)
2) |:| | (Financial Information — Small Plan)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan ©) 6 A (Insurance Information)
actuary (4) |:| C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) I:I D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part Il | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) cooomieoiereiiene e e [] ves No

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

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

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

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) 3 501

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

COMMUNITY YOUTH SERVICES

91-0859922

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
STANDARD INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
93-0242990 69019 753610 123 01/01/2017 12/31/2017

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

3684

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

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

GHB INC

PO BOX 1608
OLYMPIA, WA 98507

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3684

O[N/A

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2017
v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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

D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b Dental
e D Temporary disability (accident and sickness) ~ f D Long-term disability
i D Stop loss (large deductible) i |:| HMO contract

m D Other (specify) P

C D Vision

d D Life insurance
g |:| Supplemental unemployment  h D Prescription drug
k D PPO contract

| |:| Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCeiVed...........ccouiiiiiiiiiiiiii s 9a(1) 73688
(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3)
(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 73688
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens
(2) Increase (decrease) in claim reserves .
(3) Incurred claims (Add (1) AN (2)) .oveeveireereieeie ettt ettt te et et ereetesbe st e s e e ebeebesresae s enseseareebenrennans 55224
(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 55224
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....c.oevveveetieieeeeteeteetesteseseesesrestesseseesesreseesaessenesseatensens 9c(1)(A) 3684
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B)
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C)
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D) 14149
(E) TAXES...eeeeeeeeee e eeee e eees e s enees s 9c(1)(E) 1474
(F) Charges for risks or other contingencies..............c..ccoeeervecerruerernnen. 9c(1)(F) 1842
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G) 0
(G IS 1E= =110 OO 9c(1)(H) 21149
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM FESEIVES ......veuviuieueeteeteetestet et eteete ettt et eteeteete st et e st eseebe st et e s e s e eteebesbe st essessebeebesesbessessensebeebeate s essesearesteten 9d(2) 3222
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIET ...........ccvviiiiiiee e esee e ser e e e e sreeesnaeee e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ccc.cceeeenueen. 10b

Specify nature of costs.

| Part IV | Provision of Information

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

No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

» Insurance companies are required to provide the information

Insurance Information

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) 3 501

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

COMMUNITY YOUTH SERVICES

91-0859922

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
STANDARD INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
93-0242990 69019 753610 139 01/01/2017 12/31/2017

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

1911

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

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

GHB INC

PO BOX 1608
OLYMPIA, WA 98507

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1911

O[N/A

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2017
v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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

D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f
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Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m |X| Other (specify) PAD&D

9 Experience-rated contracts:

a Premiums: (1) AMOUNt reCeiVed...........ccouiiiiiiiiiiiiii s 9a(1) 12740

(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2) -676

(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3) 0

(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 12064
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens

(2) Increase (decrease) in claim reserves

(3) Incurred claims (add (1) and (2)) ......................................................... 521

(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 521
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....c.oevveveetieieeeeteeteetesteseseesesrestesseseesesreseesaessenesseatensens 9c(1)(A) 1911
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B) 0
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C) 0
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D) 2108
(E) TAXES...eeeeeeeeee e eeee e eees e s enees s 9c(1)(E) 241
(F) Charges for risks or other contingencies..............c..ccoeeervecerruerernnen. 9c(1)(F) 965
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G) 6319
(G IS 1E= =110 OO 9c(1)(H) 11544
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1) 0
(2) ClAIM FESEIVES ......veuviuieueeteeteetestet et eteete ettt et eteeteete st et e st eseebe st et e s e s e eteebesbe st essessebeebesesbessessensebeebeate s essesearesteten 9d(2) 2475
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3) 0
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e 0
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIET ...........ccvviiiiiiee e esee e ser e e e e sreeesnaeee e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ccc.cceeeenueen. 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

Employee Retirement |

» File as an

» Insurance companies are required to provide the information

OMB No. 1210-0110

ncome Security Act of 1974 (ERISA).

attachment to Form 5500.

2017

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) 3 501

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

COMMUNITY YOUTH SERVICES

91-0859922

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

NATIONAL GUARDIAN LIFE INSURANCE COMPANY/SUPERIOR VISION PLAN

o en @nac [ @ comactor [0 Arerocae b o Polcy ot cqpietea
code identification number perso (f) From (9) To
policy or contract year
39-0493780 66583 31425 145 01/01/2017 12/31/2017

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

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

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

3

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2017

v. 170203



Schedule A (Form 5500) 2017 Page 2 —| 1

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2017 Page 3

Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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

D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f




Schedule A (Form 5500) 2017 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM..........ouiuiiiiiieiiiiieic e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3)
(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 9a(4)
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens
(2) Increase (decrease) in claim reserves .
(3) Incurred claims (AAd (1) AN (2)) «.vevevereeeiereeeteeeteteee et ee et ete et e e etet et et e e etese et etesssteseesetessetesessesessetessssesensateseas 9b(3)
(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....veevveeriieeeeestee et etees et e eesese e s seeteesssesseaeteesaaeneas 9c(1)(A)
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B)
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C)
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D)
(E) TAXES .iuviueeiiitiiierieiterteteste st ss e etesteste st et esesaesbe st esseseebestesaessenseneaaearens 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..............ccvevveereeerrrrerrenn. 9c(1)(F)
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G)
(G IS 1E= =110 OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIIM TESEIVES .....evevieteteee ettt ettt et ettt et ete et et e ss et et e et et et et et e et ete st et ese et ebe s et eseebes et ess st et et etens st etesetesseterensne 9d(2)
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEN ...........cuiiiiiiiieiieieee s 10a 9877
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ccc.cceeeenueen. 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017
Department of Labor )
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) Y 501

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

D Employer Identification Number (EIN)
91-0859922

Part |

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

1 Coverage Information:

(a) Name of insurance carrier
KAISER FOUNDATION HEALTH PLAN OF WASHINGTON OPTIONS, INC

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
91-1467158 47055 6584700 01/01/2017 12/31/2017

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

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

23771

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

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

GHB INC

PO BOX 1608
OLYMPIA, WA 98507

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

23771

O[N/A

3

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2017
v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2017 Page 3

Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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

D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f




Schedule A (Form 5500) 2017 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM..........ouiuiiiiiieiiiiieic e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3)
(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 9a(4)
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens
(2) Increase (decrease) in claim reserves .
(3) Incurred claims (AAd (1) AN (2)) «.vevevereeeiereeeteeeteteee et ee et ete et e e etet et et e e etese et etesssteseesetessetesessesessetessssesensateseas 9b(3)
(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....veevveeriieeeeestee et etees et e eesese e s seeteesssesseaeteesaaeneas 9c(1)(A)
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B)
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C)
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D)
(E) TAXES .iuviueeiiitiiierieiterteteste st ss e etesteste st et esesaesbe st esseseebestesaessenseneaaearens 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..............ccvevveereeerrrrerrenn. 9c(1)(F)
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G)
(G IS 1E= =110 OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIIM TESEIVES .....evevieteteee ettt ettt et ettt et ete et et e ss et et e et et et et et e et ete st et ese et ebe s et eseebes et ess st et et etens st etesetesseterensne 9d(2)
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEN ...........cuiiiiiiiieiieieee s 10a 582328
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ccc.cceeeenueen. 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017
Department of Labor )
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) Y 501

D Employer Identification Number (EIN)

C Plan sponsor’s name as shown on line 2a of Form 5500
91-0859922

COMMUNITY YOUTH SERVICES

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

Part |

1 Coverage Information:

(a) Name of insurance carrier
FIRST CHOICE HEALTH EMPLOYEE ASSISTANCE PROGRAM

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
91-1272766 166 01/01/2017 12/31/2017

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

(b) Total amount of fees paid

0
3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017
v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2017 Page 3

Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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

D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f




Schedule A (Form 5500) 2017 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m Other (specify) PMENTAL HEALTH COUNSELING - MORE THAN REFERRALS

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM..........ouiuiiiiiieiiiiieic e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3)
(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 9a(4)
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens
(2) Increase (decrease) in claim reserves .
(3) Incurred claims (AAd (1) AN (2)) «.vevevereeeiereeeteeeteteee et ee et ete et e e etet et et e e etese et etesssteseesetessetesessesessetessssesensateseas 9b(3)
(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....veevveeriieeeeestee et etees et e eesese e s seeteesssesseaeteesaaeneas 9c(1)(A)
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B)
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C)
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D)
(E) TAXES .iuviueeiiitiiierieiterteteste st ss e etesteste st et esesaesbe st esseseebestesaessenseneaaearens 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..............ccvevveereeerrrrerrenn. 9c(1)(F)
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G)
(G IS 1E= =110 OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIIM TESEIVES .....evevieteteee ettt ettt et ettt et ete et et e ss et et e et et et et et e et ete st et ese et ebe s et eseebes et ess st et et etens st etesetesseterensne 9d(2)
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CAITIEN ...........cuiiiiiiiieiieieee s 10a 4288
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ccc.cceeeenueen. 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. Yes D No

12 If the answer to line 11 is “Yes,” specify the information not provided. P
NO INFORMATION PROVIDED




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017
Department of Labor )
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) Y 501
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY YOUTH SERVICES 91-0859922

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
TELADOC, INC.

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
20-1020949 143 01/01/2017 12/31/2017

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

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

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

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

Fees and other commissions paid

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

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

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

v. 170203
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2017 Page 3

Part Il | Investment and Annuity Contract Information

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

4 Current value of plan’s interest under this contract in the general account at year end

5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5

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

D Premiums PAIH t0 CAITIET ........c.cviveieeeee et eee ettt s s s st s s s e en st n et n et et st esneeten s s seeetensnen s 6b
C  Premiums due but unpaid at the end Of the YEAI ........ccoiiiiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract Or POIICY, ENLET AMOUNT...........cueiiiiiiie ittt e st e e snn e e naneees
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) |:| deposit administration () D immediate participation guarantee
(3) |:| guaranteed investment 4) D other P
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1)
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3)
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6)
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account .1 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceeseceeieeeeie et 7e(4)
4
(5) TOAI AEAUCHONS ...ttt et e et ee e e e et e e s s en s e s e et et en e s esneenees 7e(5)
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f




Schedule A (Form 5500) 2017 Page 4

Part Ill | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m Other (specify) P TELEMEDICINE

9 Experience-rated contracts:
a Premiums: (1) AMOUNE FECEIVEM..........ouiuiiiiiieiiiiieic e 9a(1)
(2) Increase (decrease) in amount due but unpaid...........ccccceeeiieeniiineninnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe.............c.ooooeevevenenn. 9a(3)
(4) Earned ((1) + (2) = (3)) ceovereereererreieeeeeereeeeseeseeessestessessesesresresresaessessesessens 9a(4)
b Benefit charges (1) Claims Paid ...........c.cceveveverreieeeeeees e esenseeeens
(2) Increase (decrease) in claim reserves .
(3) Incurred claims (AAd (1) AN (2)) «.vevevereeeiereeeteeeteteee et ee et ete et e e etet et et e e etese et etesssteseesetessetesessesessetessssesensateseas 9b(3)
(4) ClAIMS CRAIGET........cuieeiiieteit ettt ettt ettt et et et s ese et e te st e s ese st et e s e e s ese s et ese s e s st e ns et et e s ebenseaete st esesessetenses 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....veevveeriieeeeestee et etees et e eesese e s seeteesssesseaeteesaaeneas 9c(1)(A)
(B) Administrative service or Other fEes ............ccccoeveueeereieeerieereeeana, 9c(1)(B)
(C) Other Specific aCQUISIION COSES ..........coveevereeeeeeeeeeeeeeeesieeieeeeeesineae 9c¢(1)(C)
(D) OthEI EXPENSES ......vveeeeveeeeeeteeeeeete e eete et ete et ete et eae e eaesreeeaeaaean 9c(1)(D)
(E) TAXES .iuviueeiiitiiierieiterteteste st ss e etesteste st et esesaesbe st esseseebestesaessenseneaaearens 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES ..............ccvevveereeerrrrerrenn. 9c(1)(F)
(G) Other retention ChAIGES ........oveveveeeeeereeeeeeeeeseeeereeee e 9c(1)(G)
(G IS 1E= =110 OO 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or |:| credited.) .....coceeviieene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIIM TESEIVES .....evevieteteee ettt ettt et ettt et ete et et e ss et et e et et et et et e et ete st et ese et ebe s et eseebes et ess st et et etens st etesetesseterensne 9d(2)
(3) ONEY TESBIVES ...ttt etttk ettt ettt ettt s e et e e e b e st e e et e s e b e st e s et e s e b e st e s e s e s e s b ese s s et e s e b ene s ete st e ses e e eteneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).).....cccccccvveevivrericnnnn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CAITIET ...........ccvviiiiiiee e esee e ser e e e e sreeesnaeee e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ...........ccc.cceeeenueen. 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. Yes D No

12 If the answer to line 11 is “Yes,” specify the information not provided. P
NO INFORMATION WAS PROVIDED




Form 5500 Annual Return/Report of Employee Benefit Plan OMS Nos. 1210-0110
This form is required fo be filed for employee benefit plans under sections 104 -
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
D.:?:,ﬁ:ﬁ?éfé,‘,ﬁi?:;?c“;” sections 6057(b} and 6058(a) of the Internal Revenus Code {the Code). 2017
& DISDaﬁﬂgenl ﬂ Lgimf " » Complete all entries in accordance with
it the instructions to the Form 5500,
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
|:1§ Part I: | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning  01/01/2047 and ending  12/31/2017
A This return/report is for: |:| a multiemployer plan D a multiple-employsr plan (Filers checking this box must aitach a list of
’ participating employer information in accordance with the form instructions.)
a single-employer plan |:| a DFE {specify)
B This return/report is: D the first return/report D the final returnfreport
D an amended return/report D a short plan year return/report (fess than 12 moenths)
C Ifthe plan is a collactively-bargained plan, ChBoK NBIS. . . . .. vt vt et et ettt e e e e ) |:|
D Check hox if filing under: I:I Form 5558 D automatic extension D the DFVC program
|:| spacial extension (enter description)
| Part It i Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digh plan
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN number (PN) b 501
1c Effsctive date of plan
01877
2a Plan sponsor's name (employer, if for a single-emplayer plan} 2b Employer Identification
Mailing address (include room, apt., suile no, and sireet, or P.O. Box) Number {EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 21-0858922
COMMUNITY YOUTH SERVICES 2¢ Plan Sponsar's telephone
number
380-918-7868
711 STATE AVE NE 711 STATE AVE NE 2d Rusiness code {see
OLYMPIA, WA D8506-3984 OLYMPIA, WA 98506-3984 instructions)

624100

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

Under penalties of perjury and other penalties set forth in the instructions, 1 declare that | have examined this retum/report, including accompanying schedules,
statements and attachments, as well as tha electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and comalete.

3 [ : b y
ko LDI M Ao CW\/(M/ ~ l H,L! 1% @Lwn"n co.  Conleyy
i Signature of plan administrator Date Enter name of individual signing as plan aéministrator

Sian ZF A éu/t—% 4"//&/!8 Mo eole ‘%aso, W
[ Signature of employerlplan sponsor Date Enter name of individual S|gn|ng 'a'sémployer or plan sponsor
- SIGN
- HERE

Signature of DFE Date Enter name of individual signing as DFE
For Papemrork Reduction Act Notice, see the Instructlons for Form 5500. Form 5500 {2017)

v. 170203



Form 5500 (2017)

Page 2

{1} D R (Refirement Plan Information)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information} - signed by the plan
actuary

@ [l

SB (Single-Employer Defined Benefit Plan Actuarlal
Information) - signad by the plan actuary

3a Plan administrator's name and address [¥| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephene
number
4  Ifthe name andfor EIN of the plan sponsor ar the plan name has changed since tha last return/report filed for this plan, 4b EIN
enter the plan sponsor's name, EIN, the plan name and the plan number from the last returnfreport:
a Sponsor's name 4d PN
C Plan Name
5 ~ Total number of participants at the beginning of the plan year 103
6  Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete only lines 6a(1),
6a(2}, 6b, 6¢, and 6d)}.
a{1) Total number of active parlicipants at the beginning of the PIAN YEAT ..........ceurwrrreresiessiesmmssnnnessssssssssssss e Ga(1) 103
a(2) Total number of active participants at the end of the PN YEAr ... ..ovwwrrvi i Ga(2) 145
b Retired or separated participants receiving BENEMILS ..............ccommmmmmmirire s 6b 2
C Cther refired or separated participants entitled to future BENeRits ..o 6c
d Subtotal. Add 1INES BA(Z), 61, BNM BE............vrvrirersverserssessesssessssesseesoamsisetsss ssseisssssssssssss ks sesssaee s bt eb et 6d 147
e Deceased participants whose beneficiaries are receiving or are entitled to receive BENBTIS. «vvv e e
T TOtal ACD INEE BA ANA BB, ...vv.vr.veeersmssssrrrsessssssesssesessessassersssss st res et st messsnbat L smses b4 b AR AR R R s 6f 147
g Number of partlmpants with account balances as of the end of the plan year(only defined contribution plans
complete this itemy.... 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested.. ] Bh
7  Enter the total number of employers obllgated to contnbute to the plan (only multlemployer plans oomplete thls |tem) ......... 7
8a Ifthe plan provides pensicn benefits, enter the applicable pension feature codes from the List of Plan Characteristics Cedas in the instructions:
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Cedes in the instructions:
48 48 4D 4E 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
o)) Insurance N Insurance
{2) I Code section 412(e)(3) insurance contracts (2) . Coda section 412(e)(3) insurance contracts
@ [ Trst (3) | Trust
{4) General assets of the sponsor (4} General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the-number attached. (See instructions}
a Pension Schedules b General Schedules

m ] H {Financial Information)

{2) D 1 (Financial Information — Small Plan)
{3) E 6 A {Insurance Information)

{4) D C {Service Provider Information)

(5} [] D (DFE/Participating Plan Information)
{6} |:| G (Financial Transaction Schedules})




Form 5500 (2017) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) ceovccermemmeenssimnserenseiencnneees || Yes M No

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

11b Is the plan currently In compliance with the Form M-1 filing requirements? (See Instructions and 29 GFR 2520.101-2.) .......... Oyes [] No

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

Raceipt Confirmation Code




SCHEDULE A
(Form 5500)

Departmen

Internal Revenue Servics

f of the Traasury

Department of Labor
Employse Benefits Security Adminisiration

Insurance Information

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

b File as an attachment to Form 5500.

OMB No. 1210-0110

2017

Pension Benefit Guarznty Gorporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fizcal plan year beginning  §1/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) > 501

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

COMMUNITY YOUTH SERVICES

D Emplayer Identification Number (EIN)
91-0859922

Partl

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide infarmation for each contract
on a separaie Schedule A, Individual contracts grouped as a unitin Parts 1l and Ill can be reported on a single Schedule A,

1 Coverage Information:

{a) Name of insurance carrier
TELADROC, INC.

(¢) NAIC (d) Contract or (e) Approximate number of Policy or contract year

(b) EIN . e e persons covered at end of

code identification number policy or contract year {f) From {g) To
20-1020949 143 0140172017 123112017

2 thsurance fee and commission information. Enter the tatal fees and total commissions paid. List in line 3 the agents, brokers, and other persens in

descending order of the amount paid.

{a} Total amount of commissions paid

{b) Total amount of fees paid

3 Persons raceiving commissions and fees. (Gomplete as many entries as needed to repert all persons).

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

Fees and other commissions pald

{b) Amount of sales and base
commigsions paid

{c) Amount

{d) Purpose

{e) Organization code

T PR e R g u oo

i o T T e T

P T R e T T

PN

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

Fees and other commissians paid

(b) Amount of sales and base
commissions paid

(c} Amount

{d) Purpose

{e) Organization code

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

Schedule A (Form 5500} 2017
v, 170203




Schedule A (Form 5500) 2017

Page 2 —| 1

{a) Name and addrass of the agent, broker, or cther person to whom commissions or fees were pald

Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose coda
(a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissiois paid (c) Amount {d} Purpose code
(a) Name and address of the agent, breker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount () Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commiissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
other person fo whom commissions or fees wers paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization

commissions paid

{¢) Amount

(d) Purpose

code




Schedule A (Form 5500) 2017 i Page 3

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

4 Current value of plan’s interest under this contract in the general account at year end...
5 Current value of plan's interest under this contract in separate accounts at year end ... 5
6 Contracts With Allocated Funds: :

a  State the basis of premium rates »

b  Premiums paid to carrier.. . 6b

¢ Premiums due but unpaid at the end of the year... rereraesrer [SRTUROON [ =

d Ifthe canier, service, or other organization mcurred any speclf‘ G costs in connsctlon wnth the acqunsmon or 6d
retention of the contract or policy, enter amount...

Specify nature.of costs P

e Type of contracl (1) D individual policies (2) D group deferred annuity
(3) D other (specify) ¥

f  If contract purchased, in whole or in part, to distribute benefits from & terminating plan, check here > D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2} D immediate participation guarantee
(3) D guaranteed investment (4) D other P

h  Balance at the end of the previous year ..

C Addilions: {1) Contributions deposited durlng the year...
(2) Dividends and CrOLILS ...t ssr s
(3) Interest credited during the Year......c i
{4) Transferred from separaté ACCOUNT ...ccov i
{8) Other (specify below)............ TN
)

(B)Total additions ..
d Totsl of balance and addutlons (add IIHBS Tb and 7c(6))
¢ Deductions:

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

(2) Administration charge made by Carfier.......c e 79(2)
(3) Transferred to separate aGCOUML ... e

(4) Other (specify BBIOW}. ... e

> .

(5) Total deductions ..
f Balance atthe end of the current year (subtract Ilne 7e(5) from Ime Td) ..................... ettt eete et s s




Schedule A (Form 5500) 2017 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m [X| Other (specify) P TELEMEDIGINE

"9 Experience-rated contracts:
a Premiums: {1) AMOUNE FECRIVEG ..ot et 9a(1}
{2) Increase (decrease) in amount due but unpaid ... . 9a{2}
(3) Increase (decrease) in unearned Premium FESEIVE...ou o 9a(3}
(8) BANOU (1) +(2) = (B))1vvvrvrmieeereeresreeessses e eooesessessesssssssssssssssssesese oo seseeseeesesssessssseessneecnenemmemseessssseesnssons | 9a(4)
b Benefit charges (1) Claims paid . 9b{1)
(2) Increase (decrease) in claim resemVveS....cccc o] 9B{2)
(3} Incurred claims (add (1) @nd (2)) ...t sessessssssesesessssees o] O3}
(A) ClaimS CRAMGEM..... ... e et b s L b e a8t st bt et et eee et remneenne gb(4}
C Remainder of premium: (1) Retention charges {on an accrual basis) --
{A) Commissions.., e 9c{1){A)
{B) Administrative service or other fees 9¢{1){(B)
(C} Other specific ACQUISIHION COSE.......vv.vvveeeeeeeereversoesvesesrsneennennnnn] BC{1HC)
(D} OHhET BXPENSES ..ovvvvnisssssssensscseeeeeersesresessessensesessesesssssersesseseesse] 9C(TID)
(E) Taxes... SUOTUSUOTR OO '~ 4 | (=}
(F) Charges for nsks or other contlngen0|es ......................................... 9c(1)(F)
(G) Other retention CHANGES ... s sissene s 2¢(1)(G)
(H) Total retention .. e ) verrneneereennens| SC{T}H)
{2) Dividends or retroactive rate refunds (These amounts were D pald in cash, orD credited. ) | O(2)
d Status of policyholder reserves at and of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(2} ClAIM MBEETVES c.ocveeee ettt s bbb e sasssar sttt s esssnnssnnsssersnnnennsens] DO(2)
(3) Other reserves.. ceieieinnrenememnnnens] 90(3)
@ Dividends or retroactlve rate refunds dua (Do not lnclude amount entered in Ilne 9(:(2) ) ]
10 Nonexperience-rated contracts:
a Total premiums or sUbscription charges Paid 10 CaIMIBE ..ottt st e s e e snes e tesbeans 10a
b Ifthe carrier, servics, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, ling 2 above, report 8mount. .....eeeeeevcvvvseveens 10b

Specify nature of costs.

| Partiv.| Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A7 ............. @ Yes D No

12 If the answer to line 11 is "Yes,” specify the information not provided. P
NO INFORMATION WAS PROVIDED




SCHEDULE A Insurance Information OMB No. 1240-0110

{Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenus Service Employee Retirement Income Securily Act of 1974 (ERISA), 2017
Department of Lab
Employea BaenpaafEnSm ;:cuﬁt; Agrmlnistration b File as an attachment to Form 5500.
Panslon Banefit Guaranty Gorporation } Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
Far calendar plan year 2017 or fiscal plan year beginning  04/01/2017 and ending  42/31/20%7
A Name of plan B Three-digit

> 51

COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN)

C Plan sponsor's name as shown on line 2a of Form 5500 - | D Employer Identification Number (EIN)
COMMURNITY YOUTH SERVICES 91-0859922

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts || and 11l can be reported on a single Schedule A.

1 Coverage information:

{a) Name of insurance carrier
STANDARD INSURANCE COMPANY

(b) EIN (o} NAIC W ek O ore covered atand of . F:hcy oregnitactyear -
© policy or contract year (f) Fro (@) To
93-02424900 82019 753610 138 0143172017 1213112017

2 Insurance fee and commission Information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons In
dascending order of the amount paid.
{a) Total amount of commissions paid : {b) Total amount of fees paid
1911 0

3 Persons receiving commissions and fees. {Complate as many entrigs as needed to report all persons).
{a) Name and address of the agent, broker, or other persen to whom commissions or fees ware paid

GHB ING PO BOX 1608
: CLYMPIA, WA 985067

{b) Amount of sales and hase . Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
1611 0| NFA 3

s T o e ot T I S O I e A A i T

(b) Amount of sales and base . Fees and other commissions pald
commissions paid {c) Amount {d} Purpose (e) Organization code
For Paperwork Raduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2017

v. 170203




Schedule A (Form 5500) 2017

PageZ—|1

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

Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissicns paid (e)
{b) Amount of sales and base Organization
commissions paid (€) Amount {d) Purpose code
P ety i L itide e men sen e B L T v v L e e
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e}
{b} Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
() Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and ¢ther commissions paid {e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code




Schedule A (Form 5500) 2017 Page 3

-4 Investment and Annuity Contract Information
*| Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
;| this report.
4 Currentvalue of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s Interest under this contract in separale accounts at year L= 2L PO PP PPPPPS 5
6 Contracts With Allocated Funds:

a  State the basis of pramium rates P

b Premiums paid o carier.....c.... .| 6b
Premiums due but unpaid atthe end ofthe year... ] B€

c
d  If the carrier, service, or other organization mcurred any speclf' C c:osts in connectlon W|th the acqmmhon or 8d
ratention of the contract or policy, enter amount. ..

Specify nature of costs P

e Type of contract: (1) D individual policies {2} D group deferred annuity
(3) D other (spacify) P

f If contract purchased, in whole or in part, to distribute bensfits from a terminating plan, check here y I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts}
a Type of confract: (1) |:| deposit administration (2) |:| immediate participaticn guarantee
3) |:| guaranteed investment (4) |:| other P

b Balance st the end of the previous ysar ..

¢ Additions: (1) Contributions deposited durmg the year...
(2) Divicends and Credits ... e
(3) interest credited during the year........
{4) Transferred from separate 8CC0UNE .. ..o
(5) Other (SPeCify DEIOW)... oo ssssimi s
4

{6)Total additions ..

d Total of balance and addltlons (add Ilnes Tb and 7(:(6))

@ Deductions:
(1) Dishursed frem fund to pay benefils or purchase annuities during year
(2) Administration charge made by Garfier. ...
(3) Transferred o separate ACCOUNL ..o i et s
(4} Cther (specify below)
>

{5) Total deductions ..
f Balance at the end of the current year (subtract I1ne 79(5) from Ilne Td)




Schedule A (Form 5500) 2017 Page 4

'Part IlI: | Welfare Benefit Contract Information

| 1 more than one contract covers the same graup of employees of the same employer(s) or members of the same employee organizations(s),
the information may be comblned for reporting purposes if such contracts are experiencerated as a unit, Where contracts cover individual
employees, the entire group of such individual contracis with each carrier may be treated as a unit for purposes of this report,

8 Benefit and contract type {check all applicable boxes)

a D Health (other than dental or vision) bD Dental CD Vision d IZ(] Life insurance
e |:| Temporary disability (accident and sickness) |:| long-term disabillity g |:| Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) j |:| HMO contract kD PPO contract ||:| Indemnity contract

m (x| Other (specify) PADID

9 Experience-rated contracts:

a Premiums: (1} AMOUNE rECBIVEM. .......ovrreeeeee s er e ga(1)
(2) Increase (decraase) in amount dug but unPaid.....ovcveeee e 9a(2)
(3) Increase (decrease) in unearned Premium resarve. ..., 9a(3)
(4) EAMEA (1) + (21 7 (3] e+reeeeereeerreeeeeeeeeeeeaseseseesssssessesesresseesesessssssssssssmmesessseseeseeess e eeeeeeeeeeeeeoe oo |
b Benefit charges (1) Claims paid ...........oeenreerrerscerreceeecrmnsmnnsnnnneeed_ 90(1)
(2) Increase (decrease) In Claim r@SEIVES........vcovvvv vt 9h(2) R S Ju
(3) Incurred claims (add (1) AN (2)) ..ot et e nt s et 9b(3) ‘ 521

(4) Claims charged
C Remainder of pramium: (1) Retention charges {on an accrual basis) -

9b(4) _ _ 521

(AY COMMISSIONS cevvescereecrs s 9c(1){A) 1911
(B) Administrative sarvice or other fees 9c(1)(B) 0
(C) Other specific acquisition costs... 9¢(1XC) 0l
(D) Other BXPENSES ..ccvcreir e snnsersessesssene e SC(THD) 2408 |
(E) TAXES ... cvermmmersesseresssssissssieesemeensseessnnsssessessesssseessessssssssessensnnanes] 3CUTNEY 241 [0
(F) Charges for risks or other COMNGENCIES ...vvveeeeeeee e sseeei 9c(1)(F) 968 |
(G) Other retention Charges ... s eees e 9c(1)(G) BatH | T
(HY TORAE FBIBIMHON ...ttt et e e b sre et et e bt st e et see e e et semenossmn 9c(1XH) 11544
(2} Dividends or retroactive rate refunds. {These amounts were I:I paid in cash, orl:l credited.) ..c.cccveennn| 9e(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1) 0
(2) CHRIMITEERIVES .......ooisvvsvsssses s sssssess st essesseeseseseseee oesseeee 811 eee s e st e et e e s s e s st oo et oo e oo e eene 9d(2) 2475
{3) DHNOK TESEIVES ..c.v vt ettt ettt et e eeass e et rer e s e sttt et saat 13 eee s aneeanenems e s neem et st st e 9d(3) 0
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 96{2).)vuuruecvcreereereeeeen. e 0
10 Nonexperience-rated contracts: ' '
a Total premiums or subscription charges paid t0 CAITIEN .....uui. et emee s er e 10a
b Ifthe canrier, service, or other organization incurrad any specific costs in connection with the acquisition or
retention of the contract or policy, cther than reported in Part |, line 2 above, report amourt. .......ce.evverrsvevveee.. 10b

Specify nature of costs.

| ‘PartIv. | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yos No
12 Ifthe answer to line 11 is “Yes,” specify the information not provided. ¥




SCHEDULE A insurance Information OMB No. 12100110

(Form 5500}
Department of ths Treasury This schedule is required to be filad under section 104 of the
Internal Revanue Service Employee Retirement Income Security Act of 1974 {(ERISA). 2017

Dapartment of Labor

Employse Benefits Seourity Administration » File as an attachment to Form 5500,

Ponslon Benefit Guarenty Gorporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2047
A Name of plan ’ B Three-digit
COMMUNITY YOUTH SERVIGES HEALTH & WELFARE PLAN olan number PN) > | 591

C Plan sponsor's name as shawn on line 2a of Form 5500 D Employer Identification Number {EIN)
COMMUNITY YOUTH SERVICES 21-0859822

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and |1l can be reperied on a single Schedule A,

1 Coverage Information:

(a) Name of insurance cairier
NATIONAL GUARDIAN LIFE INSURANCE COMPANY/SUPERIOR VISION PLAN

men | G0 | oo | St o sandar e
policy ar contract year {f) From {9)
39-0493780 668583 31426 145 01/01/2017 121312017

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

3 Parsons receiving commissians and fees. (Complete as many entries as needed to report all persdns).
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and hase Fees and other commissions pald

commisslons paid (¢} Amount {) Purpcse (e} Organization code
[ 3

PR R I kT R T R Y T T

{a) Name and address of the agent, broker, or other persan fo whom cominissions or feas were paid

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

v. 170203
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Page2 —|[1

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

Fees and other commissions paid {e)
{b} Amount of sales and base Crganization
commissions paid {€) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (¢) Amount {d) Purpose code
(a} Name and address of the agent, broker, or other person to whom commissions or fess were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid {e)
(b} Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other persaon to whom commissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base Organization

commissions paid

(c) Amount

(d) Purpose

code




Schedute A (Form 5500) 2017

Page 3

Investment and Annuity Contract Information

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

this report.
4 Current value of plan's interest under this contrack in the general account at yearend.........cocinien 4
5 Current value of plan’s interest under this conbract in separate accounts at year L4 0 [P ROV 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
b Premiums paid to carrier.. 6b
¢ Premiums due but unpaid at the end of the year 6¢
d Ifthe carrier, service, or other arganization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, e@ntar AMOUNT. ...
Specify nature of costs P
e Type of contract: (1) D individual policias (2) D group deferred annuity
(3} I:I other (specify)  »
f  If contract purchased, in whale or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) |:| deposit administration (2) D immediate participation guarantes
(2 |:| guaranteed investment {4) D other P
b  Balance at the end of the previous year .. . .| 7b
¢ Additions: (1) Contributions deposited dunng the year...
(2) Dividends and credits ...
(3) Interest cradited during the Year ... e
(4) Transferred from separate acCOUNt w e s
(5) Other (specify below)
4
{6)Total additions ..
d Total of balance and addltlons (add Ilnes 7b and 7c(6))

€ Deductions:

f

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

(2) Administration charge made by CaITBT ...ewc i
(3) Transferred to separate account "
(4) Other {speCily BEIOW).......oiimiiii e s s
4

(5) Total deductions ..

Balance at the end of the current year (subtract line 7e{5) from line 7d)..........

Te(1)




Schedule A (Form 5500) 2017 Page 4

“ Part Il | Welfare Benefit Contract Information

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

8 Benefitand contract type (check all applicable boxes)

a |:| Health {(other than dentat or vision) b D Dental C (X Vision
e D Temporary disability (accident and sickness} f D Leng-term disability g |:| Supplemental unemployment
i I_—_I Stop loss {large deductibie) j |:| HMO contract kD PPO contract

m |:| Other (specify) P

d |:| Life insurance
h |:| Prescription drug
||:| Indemnity contract

@ Experience-rated contracts:

a Premiums: (1) AMOUnt reGeived.........cocoeorieeee v «{ _ 9a(1)
(2) Increase (decrease) in amount due but unpaid Da(2)
(3) Increase (decrease) In uneamed PremiUm rES8IVE. ... e e 9a(3)
(A) EBMET (1) + (2) = (31) vvvvvvceeeereeeerssssssssseosssreeseeesseseeessessssssssssessssmss s T
b Benefit charges (1) Claims Palt ....c..coieevversveeseeiseiisesessee s eeeee e eeeesens 9b{1}
(2) Increase (decrease) in claim resEIVES.........ccoveeevererienn e 9h(2}
(3) Incurred claims (add (1) and (2)).......ccooeerveeeeeeceeeeeeee 9h({3)
(4) Claims ChEFGEA.... ..o e e et et b s s s s ea s sb e et seet s eeesenameenent o1 Sh{4)
C Remainder of premium: {1) Retention charges (on an accrual basis) -~
{A)Y COMMISSIONS w..covveerrerri s b sn s et e se s 9c(1}A)
(B} Administrative service or Gther f8es ... 9c{1)}B)
(C) Other specific acquisition costs...... .| 9¢(1)(C)
(D) OGN BXPBIISES crvrvvversssssssssssssesssseeseseessesesssessesesseon eeesassesssessssses 9c(1}D)
(EY TAXES eurermrenserereemssreamssssssinssssss sttt sssssstemees s e soessesesssesseenesnsess 9c(1){E) :
(F) Charges for risks or other contfingencies .........oeeervoveeeeeeeeeeeerns 9e({1){F} H
(G} Cther retention charges ... 9¢(1)(G})
{H) TOBI FEEENEON ...ttt e et bt ee e en s et e e s ettt et semsseeannsnsesans e s anses s e 9c(1}H)
(2} Dividends or retroactive rate refunds, (These amounts were D paid-in cash, orD credited.) ..oo.oovenveanen 9c(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClalM FOBEIVES ... .ocuciiiiitctic e ettt e s e s s et s enssesar s s es e e et 8 e banasaasses s mees e s et arnenern s 9d(2)
(3) OHIBE TEBEIVES ... ettt et bbb s o1 s e R a3 e n et et reen 9d(3)
€ Dividends or retroactive rate refunds dus. (Do not include amount entered in ine 9¢{2).)....c......covcveeerisnreennans e
10 Nonexperience-rated contracts: o e T L
a Total premiums or SUbsCription charges Paid Lo GAITIEN ...t e eeeeeeeeveereere s e s e e e s aae e sbesens 10a 0877
b Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part 1, ling 2 above, report amount. ...........ooevvvvevevnnnn, 10b

Specify nature of costs.

| PartIV. | Provision of Information

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

12 Ifthe answer to line 11 Is “Yes," specify the Information not provided. P




SCHEDULE A i
Insurance Information OME No. 12106110
(Form 5500)
Deparlment of the Treasury This schedule is required to be filed under section 104 of the
intaral Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2017
Depattment of Lab
Employee B:r?:frllglggcurily Administation P File as an attachment to Form 5500.
Perslon Bansfil Guaranty Carparalion » Insutance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
A Name of plan ) B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (I.:N) b 501

C Plan sponsor's name as shown ¢n line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY YOUTH SERVICES 91-0859922

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide informatlon for each contract
on a separate Schedule A. Individual coniracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A,

1 Coverage Information:

(a) Name of insurance carrier
STANDARD INGURANCE COMPANY

(b) EIN (C)co'\égic idefr‘?t)iﬁga:)tg:lagjgber (:érsgﬁéz)gcgfdnaﬂrggzr;f {f FroFrir:JIIGy e yE;a(r To
policy or contract vear a)
23-0242990 62019 753610 123 01/01/2017 12/314/2017

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

{a) Total amount of commissions paid (b) Total amount of fees paid
‘ 3684 i 0

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

{a} Name and address of the agent, broker, or other person to whom commissions or fees wers paid

GHB INC PO BOX 1608
OLYMPIA, WA 88507

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

3684 O N/A - 3

T L T R N T F o T S e e i

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

(b) Amount of sales and base Fees and othar commissions paid
commissions paid ({c) Amount {d) Purposs {e) Organization code
For Paperwork Reduction Act Notice, see the Instrustions for Form 5500. Schedule A (Form 5500) 2017

v. 170203
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(a) Name and address of the agent, broker, ar other person fo whom commissions or fees ware paid

Fees and ather commissions paid (e}
{b) Amount of sales and base Organization
commissions paid {e) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (o)
(b} Amount of sales and base Organization
commissions paid (¢) Amount {d) Purpose oo
(a) Name and address of the agent, broker, or ather person to whom commissions or fees were paid
. Fees and other commissicns paid {e}
(b} Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
(a) Name and address of the agent, broker, or sther person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization
commissions paid (e) Amount {d) Purpose code
(a) Name and address of the agent, broker, or ather person to whom commissions or fees were pald
Fees and other commissions paicd (e)
{b} Amount of sales and base Organization

commigsions paid

(e) Amount

{d) Purpose

code
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Part Il

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

4 this report.
4 Current value of plan's interest under this contract in the general account at year end ..o 4
5 Currentvalue of plan's interest under this contract in separate accounts at year L= £ T [ PP PP PPPPTH 5

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

b Premiums paid to carrier .. 6b

¢ Premiums due but unpaid at the end of the year ... . - ] BC

d [Fthe carrier, setvice, or other organization |ncurred any spemf C costs in connectlon W|th the acquasltlon or 6d
retention of the contract or palicy, enter amount... rremeeiee e

Spedify nature of costs P

e Type of contract: {1) I:I individual policies
(3) [] other (specify) P

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

2) D group deferred annuity

> [

7 Confracts With Unallocated Funds (Do not include pertions of these contracts maintained in separate accounts)
immediate participation guarantee

a Type of contract:
(3) D guaranteed investment

b  Balance at the end of the previous year ..

{1) D deposit administration (2) D
4 I:I ather P

.l 7h

¢ Additions: {1) Contributions deposited during the year...
{2) Dividends and credits ..................

(3} Intorost credited dUNNG the YEaI ... resssssmssraress o)
{4) Transfarred from SEPArate BOCOUME ... sserinns i)
{5) Other (SPECifY DRIOW)........ieeeeecs s s

b

(6)Total additions ..
d Total of balance and addltions (add Ilnes Tb and 70(6))
€ Deductions:

{1) Disbursed from fund to pay benefits or purchase annuities during year
{2) Adminislration charge made by Carfer..........c e

(3) Transferred to separate account .......
(4) Other (specify below).........ccovinnns

b

(5) Total deductions ..

f Balance at the end of the current year (subtract Ilne 7e(5) from !ine 7d)

7e{1)

Te(2)
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Page 4

i« Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type {check all applicable boxes)

a D Health {other than dental or visian) b |¥| Dental c |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness)  f |:| Long-term disability g D Supplemental unemployment  h I:l Praescription drug
i D Stop loss (large deductible) J D HMO contract kl_—_| PPO contract ||:| Indemnity contract

m D Cther (specify) P

9 Expetience-rated contracts:
a Premiums: (1) Amount received...............oovvvvinnenne
(2) Increase (decrease) in amouni due but unpaid

(3) Increase (decrease) in unearned premium reserve...................
(4YEarmed (1) + (2) - (3)) ..ot

b Benefit charges (1) Claims paid

(2} Increase (decrease) in Claim reSBIVES. ...

9a(1) 73688 |
9a(2)
9a(3)

................................. R T
9b{1) 55183 |
9h(2) 41

..................................................................... ob(3) | 55224

{3) Incurred claims (add (1} and {2)} .........c.cevevrvverrmrerrrscen e
{4) Claims ChaIGBa......ccervivrcree e sret e et en s e 9h{4)
€ Remainder of premium: {1} Retention charges (on an accrual basis) --
{A) ComMMISSIONS...........cooeeveeereiee et et n ettt et annrares 9c({1}A) 3684
(B) Administrative service or other fees .................... 9c{1}(B)
{C) Other specific acquisition costs... 9¢(1){C) e
(D) OtNEr BXDEINSOS ......vvooeve e seresesssnssssersereseresssrns s 9c(1)(D) 14149 | -
(E) TAXES cueeurieerrieiiiierss e ieess s ssessess st ens e se s e sermnes 9c(1)(E) 1474 |
{F} Charges for risks or other comtingenties .........cocrvvvvvvecsereeneneenene] JS{1HF} 1842 |
(G) Other retention Charges ... emenens 9c(1XG}) o e e et
(HD O FBIBIHON ..v.vvvvvvvvaresssssssassseeesees oottt seess o eereseeeeets e mes s ene e eeeeeoeees 9¢(1)(H) 21149
{(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or I:I credited.} .........ccce.el. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
{2 ClBIM TEBOIVES 1vtitiirtieeese ittt st eese e sesse e et raestee e b eatetete e A0 s 1ebereseneesaRERe A1 e b e R e BEA sttt emmameenmseee et eeeteerssrebess 9d(2) 3222
{3) OtHBI TOBBIVES ....cv ikt st et E RS s hee e e e e eee e ee e e e rereens 9d{3)
€ Dividends or retroactive rate refunds due. (Do not include amount enterad in line 9e{2).)..........ccoovervrrreceennene. 9e

10 Nonexperlence-rated contracts;

a Total premiums or subscription charges Pait L0 GAITIEE ..........c.ecvviiviie e e eeeeeeeseee st e et ereneanan

b Ifthe carier, service, or other organization incurred any specific costs in connection with the acquisitibn or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. .........coeeeeeeeenenne 10b

Specify nature of costs.

10a

| Partlv | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. |:| Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information OME No. 1240-0110

(Form 5500}
Department of the Treasury . This schedule is required to be filed under section 104 of the ] i
Intanal Revanus Service Employee Retirement Income Security Act of 1974 (ERISA). 2017

Dapariment of Labor

Employse Benefits Security Adminisiration } File as an attachment to Form 5500.

Ponsion Benefil Guaranty Gorporation b Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  {2/31/2017
A Name of plan B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN} » 501
C Plan sponsar's namae as shown an line 2a of Form 5500 D Employer Identification Number (EIN)
COMMUNITY YOUTH SERVICES 91-0850822

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

1 Coverage information:

(a) Name of insurance cartier
KAISER FOUNDATION HEALTH PLAN OF WASHINGTON OPTIONS, ING

{e) Approximate number of Palicy or contract year
(b} EIN {e} NAIC (d) Gontract or ersons covered at end of
code identification number perso {f) From {a} To
policy or contract year
31-1467158 47055 8584700 116 01/0172017 121342017

2 Insurance fee and commission informaticn. Enter the total fees and fotal commissions paid. ListIn line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid {b) Total amount of fees paid
23771 0

3 Parsons receiving commissions and fees. (Complete as many entries as needed to report all persons).
{a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid

GHB INC PO BOX 1608
OLYMPIA, WA 98507

(b) Amount of sales and base Fees and other commissions paid
commisgsions paid {c) Amount {d) Purpose (e} Organization code
23771 0| NFA 3

R R T o HERRO Tidkdad R R i e R R R O T T i e TR

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

(b) Amaunt of sales and base : Foes and other commissions paid
cormmissions paid (c) Amount (d} Purpose {e) Organization code
For Paperwork Reduction Act Natice, see the Instructions for Form 5500. Schedule A (Form 5500} 2017

v. 170203
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(a) Name and address of the agent, broker, or other person fo whom commissions or fees were paid

Fees and other commissions paid {e)
{b) Amount of sales and base Organization
commissions paid () Amount {d) Purpose code
(a} Name and address of the agent, broker, or other persan to whom commissions or fees were paid
Fees and other commisgions paid {e)
{b) Amount of sales and base Organization
commissions paid (c} Amount {d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b} Amount of sales and base Organization
commissions paid (g) Amount (d) Purpose code
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
(b} Amount of sales and base Organization
commissions paid {c} Amount {d) Purpose code
{a) Name and address of the agent, broker, or other person fo whom comimissions or fees were paid
Fees and other commissions paid {e)
{b) Amount of sales and base Organization

commissions paid (e} Amount (d) Purpose

code




Scheduls A (Form 5500) 2017 Page 3

Investment and Annuity Contract Information
«| Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposas of
| this report.

4 Current value of plan's Interest under this contract in the general account at year AN e e 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..o s 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D) PrOITILTIE PAIL IO CAITION ... ... esssssessssresessesssssereesssenssssssssmsassessarsssossess 11110048 RS 1R R bt R 6b
¢ Premiums due but unpaid at the end of the year ... VO I 1 ¢
d If the carrier, service, or other organization mcurred any specn“c costs in connectlon W|th the acqwsmon or 6d
retention of the contract or policy, enter amount... eeeeiteeeetenartesenstesettiaenenanretreesieat et ey iE e ea e et s n b s b e e e e
Specify nature of costs P
e Typeof contract: {1) |:| individual policies (2) D group deferred annuity
(3) [] other (specify) P '
f  If contract purchased, in whole or in part, to distribute benefits from a ferminating plan, check here 4 D
7 Contracis With Unallocated Funds (Do not include portions of these confracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration (2) D immediate participation guarantee
(2) |:| guaranteed investment (4 D other P
b Balance at the end of the previous year ...
¢ Additions: {1) Contributions deposited during the year........eei
(2) Dividends and credits .......coooirvenicrenneens
{3) Interest credited during the year......... e
{4) Transferred from separate aCCOUNE ... e
(5) Other (Specify BEIOW. ... oo sri s s s
4
(6)Totat additions ..
d Total of balance and addltlons (add Ilnes Tb and 7c(6))

€ Deductions:

f

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

{2) Administration charge made by Garter.........ci s
(3) Transferred to separate account .
(4) Other (SpEGify DBIOWY. ... et e e

4

(5} Total ded uctions ..

Balance at the and of the current year (subtract Ime 79(5) from Ime 7d) ................................................................. | 7f




Schedule A (Form 5500) 2017

Page 4

Part Il | Welfare Benefit Contract Information

| Ifmore than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
2o} the Information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
o employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-tenm disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss {large deductible) i |:| HMO contract kx| PPO contract | |:| Indernnity contract
m |:| Other (specify) P
9 Experience-rated contracts: i
@ Premiums: (1} AMount received...........ccccociviisn s 9a(1)
(2) Increase (decrease) in amount due but unpald........c.ccoocovivvriveenncvnennn, 9a(2)
(3) Increase (decrease) in unearnad premium resServe. ............c.coeeeeeeneans 9a(3) ‘%
{4) EAMEH ({1} + (21 {B)) c1rrvereessereerrrersesseeessssasssssesssssseeesssesssee oo eeesssesesesesseseeseeseseeeesessesseeseeseeeemeeoee e eeeoee | 9a(4)
b Benafit charges (1) CIAIMS PRI .......cc.evvvievier e nss s et sssssessenss 9b(1)
(2) Increase {decrease) in Claim reserVas. ... oeecec s 9h(2)
(3) Incurred dlaims (add (1) ANA {2)) ..o e e e e e s 9b(3}
(4) Claims charged 9b{4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) — !
{A) COMMISSIONS 1.veeeeeeeeeeeeee s 9c(1}{A)
(B) Administrative service or other feas 9c(1)}B) :
{C) Other specific ACAUISION COSES ......c.cov...evvvveeveeeree e 9c(1)C)
(D) Other EXPENSES ...cveeeeeeersereereereeseenes e bbb Sc(1)(D)
(E) TBXES . 0uiiie e remeecsmine ettt arve et snas st es 9c(1}E)
(F) Charges for risks or other contingencies............vvevevvenesens Sc(1)(F)
(G) Other retention GHAMGES ........vvweeieeeensece s e eesseesiessece e e 9c(11G)
(H) Tolal relention ... srsssssssscmnsss s seeneenees]. 3G )H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or|:| credited.) .......cccovvennr]  Be(2)
d Status of policyholder reserves at end of year: (1} Amaunt held to provide benefits after refirement................ 9d{1)
(2) CIAIM MBBBIVES covurvress ettt sttt senanenesssssas s ensenpens v sssnnresseren] DO(2)
(3) OB FBSAIVES oo eeeeeeerin e e eissnassns s essnsesssssesssenssnnsrreeenen ] DO(3)
€ Dividends or retroactive rate refunds due. {Do not include amount entered in ling 9e{2}.).....c.ccvvooveeee oo 9e
10 Nonexperience-rated contracts; s
a Total premiums or subscripion charges paitd to CAITIEE ......cc.ceev vttt s ee s eeemeanes e e 10a 582328
b  If the carrier, service, or other organlzation incurred any specific costs in cennection with the acquisition or
retention of the contract or policy, other than reportad in Part I, line 2 above, report amount. ..e...eeeeeeeeeennnnnnn. 10b

Specify nature of costs,

|: Part1v_ | Provision of Information

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

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE A Insurance Information
OMB No. 1210-0110
{(Form 5500)
Department of the Treasury This schedule is required (o be filed under section 104 of the
Interal Revenue Servioe Employee Relirement Income Security Act of 1974 (ERISA). 2017
Depariment of Lab : .
Employae Beslseafil:ggcﬁrityaAgz‘ninEstralion b File as an attachment to Form 5500. ‘
Penslan Benefit Guatanty Gorporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2}. Inspection

For calendar plan year 2017 or fiscal plan ysar beginning  01/01/2017 and ending  12/31/2047
A Name of plan ) B Three-digit
COMMUNITY YOUTH SERVICES HEALTH & WELFARE PLAN plan number (PN) > 501
C Plan sponsar's name as shown an line 2a of Form 5500 D Ermployer identification Number (EIN)
COMMUNITY YOUTH SERVICES 91-0855822

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A, Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

- Partl

1 Coverage Information:

{a} Name of insurance carrier
FIRST CHOICE HEALTH EMPLOYEE ASSISTANCE PROGRAM

() NAIC (d) Contract or (e} Approximate number of Policy or contract year

(b) EIN S persons covered at end of

code identification number policy or contract year {f) From {g) To
911272766 168 ¢10172017 1201312017

2 |nsurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in
descending order of the amount paid.
{a) Total amount of commissions paid ' {b} Total amount of fees paid
4288 G

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

GHB INC PG BOX 1608
GLYMPIA, WA DB507

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount {d} Purpose {e} Organization code
4238 0 3

T T T T T T A e o RS T ST X R R I

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

(b} Amount of sales and base Fees and other commissiens paid
commissions paid {c) Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, soe the Instructions for Form 5500, Schedule A (Form 5500) 2017

v. 170203
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{a) Name and address of the agent, broker, or other persen to whom commissions or fees were paid

Fees and other commissicns paid (e)
(b) Amount of sales and base Organization
commissions paid {c) Amount (d) Purpose code
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e)
(b} Amount of sales and base Organization
commissions paid (¢) Amount (d) Purposs code
{a} Name and address of the agent, broker, or other person to whom commissions or fees were paid
Fees and other commissions paid (e}
{b) Amount of sales and base Organization
commissions paid {c) Amount {d) Purpose code
{a) Name and address of the agent, broker, or cther person to whom commissions or fees were paid
Fees and other commissions paid (e)
{b} Amount of sales and base Organizaticn
commissions paid (¢) Amount (d) Purpose code
(a} Name and address of the agent, broker, or other person fo whom commissions or fees were paid
Fees and other commissions paid (e)
{b) Amount of sales and base Organization

commissions paid

{¢) Amount

{d) Purpose

coda




Schedule A (Form 5500} 2017 Page 3

tnvestment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan's interest under this contract in the general account at year L T PP TP P PPTTY 4

5 Current value of plan's Inferest under this contract in separate accounts at year <1 L« I PP TP ITES 5

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

B PromiUms paitit GO oovewueesocrseesseer e e senmsmessree s sth 1 s e e R 6h
¢ Premiums due but unpaid at the end of the YEar e 6c
d [Ifthe carrier, service, or othar organization incurred any specific costs in connectian with the acquisition or Gd
retention of the contract of policy, €Nter AMOUNL ... s s e
Specify nature of costs . P
e Type of contract: (1} D individual policies {2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, fo distribute benefits from a terminating plan, check here b |___]
7 Contracts With Unaliocated Funds (Do net include portions of these contracts maintained in separate accounts)
a Type of contract: (1) |:| deposit administration {2) |:| immediate participation guarantee
3) D guarantead investment 4 D other »
b Balance at the end of the previous year ... | 7b
¢ Additions: (1) Contributions deposited durmg the year...
(2) Dividends and oradits ...
(3) Interest credited during the YEar. .. e
{4} Transferred from separate CCOUMT ..o e
(5) Other (Specify balow).........o. o
>
{6)Total additions .. v R TP OO P TP PP USRPTPN
d Total of balance and add|tlons {add Imes 'Ib and 70(6)) ...............................................

@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year

(2) Administration charge made By Carmier. ...
(3} Transferred to separate aCCOUNt ..., .
(4) Other (Specify BIOW)........oiiii et
»

{5) Total deductions ..

f Balance at the end of the current year (subtract Ilne 7e(5) from Ime Td) ................................................................. | 7F




Schedule A (Form 5500) 2017 Page 4

.Part |l | 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 employes organizations(s),
the information may he combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employeses, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type {check all applicable hoxes)

a |:| Health (cther than dental or vision) b |:| Dental c |:| Vision d D Life insurance
e |:| Temporary disability (accident and sickness) T D Long-tarm disabllity g |:| Supplemental unemployment  h |:| Prescription drug
i D Stop loss {large deductible) i |:| HMO contract k D PPQ contract ||:| Indemnity contract

m x| Other (specify) PMENTAL HEALTH COUNSELING - MORE THAN REFERRALS

9 Experience-rated contracts:
a Premiums: (1) Amount received. ... 9a(1)
{2) Increase (decrease) in amount due but unpaid 9a(2)
(3} Increase (decrease) in uneamed Premium resarve. ... veevrvsveen, 9a(3)
(4 FAMEA ({1) % (2 = {3)) c-reseetrrserrrrererrssssssrecomeeeeeeeeeeeseeesnessss s eesessees e eeseoseeeeeessseess oo | 9a(4)
b Benefit charges (1) Claims Pald ................coooveeeeeeeeeeeeerienirososoes oo eees o9b(1)
(2) Increase (decreasea) in Claim rESEIVES. .. ..o 9b(2)
{3) Incurred claims (add (1} @Nd (2)) ...ooucvvvvviiiinrrecrieees s esseeenn, 9D(3)
{4) ClaMS ChaArGBO. i eeeiisee ettt e s sesaet et ee b e esepeeeems 9b(4)
€ Remainder of premium: (1) Refention charges (on an accrual basis) --
(A) COMMISSIONS 11.vvvvieceececce v s e e 9c(1)(A)
(B) Administrative service or ofther fees ........cocueerereceeeereeenn | 9c{1}(B)
{C) Cther specific acquisition costs.......... .. 9c(1}C)
(D) ONEr BXPRIISES ........cvvveee sttt st se s eesessseesssanes 9c{1){D)
(S R TS 9c(1XE)
(F) Charges for risks or ather cOntiNGENGIBs ........eeerneeeeeeeeeeeeevsi, 9e(1XF)
(G) Other retention charges ... 8e(1)}(G) :
(H) Total FOtONHON ...ttt ssesssmssmss s scrssssnsnssssssneessonnesereene. G }(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, orD credited.) .....coervenren. 9¢(2)
d Status of policyholder reserves at and of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(2) ClalM TESOIVES covvovrvvs s crnrne st st ssssssssssssssnssssssssssssesnseossomarnenenoned] OU(2)
(B OO TEEBIVES ootttk b sen sttt et eeeee s ettt ee e+ e e e eeeeee ettt ean 9d(3)
€ Dividends or retrcactive rate refunds due. (Do not include amount entered in line 96(2) )i Oe
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid 10 CAMIEN ... eesesesss st eeeeeee e 10a
b Iithe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ....ooeeeeeeeeeenn 10b

Specify nature of costs.

| PartIV:| Provision of Information

11 Did the insurance company fail to provide any information necessary to complate Schedule A7 ........... Ei Yes |:| No

12 |fthe answer to line 11 is "Yes,” specify the information not provided. P
NG INFORMATION PROVIDED







