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
LEWIS COUNTY MENTAL HEALTH LIFE AND AD&D PLAN number (PN) »
1c Effective date of plan
01/01/2002
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) 91-0836093
LEWIS COUNTY MENTAL HEALTH ASSOCIATION 2C Plan Sponsor's telephone
number
360-330-9044
2428 W REYNOLDS AVENUE 2428 W REYNOLDS AVENUE 2d Business code (see
CENTRALIA, WA 98531 CENTRALIA, WA 98531 instructions)
621420

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. 07/20/2018 MICHELE K. WILSIE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIE%'\IIE Filed with authorized/valid electronic signature. 07/20/2018 MICHELE K. WILSIE
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




Form 5500 (2017) Page 2

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 ‘ 108
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) 108
a(2) Total number of active participants at the end 0f the PIAN YEAI ...........ccc..iverireerriereieriseeeeseseeses s 6a(2) 117
b Retired or separated participants reCeiVing DENEMILS ..............c.cccvvuiueiieeieeeeiee ettt s e en e s senen 6b 0
C Other retired or separated participants entitled to future DENEFItS .........cciciii i 6¢c 0
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 117
€ 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 117
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:
4B 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 ©) -1 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)



Form 5500 (2017) Page 3

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

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

Employee Benefits Security Administration

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
LEWIS COUNTY MENTAL HEALTH LIFE AND AD&D PLAN plan number (PN) 3 501

C Plan sponsor’s name as shown on line 2a of Form 5500
LEWIS COUNTY MENTAL HEALTH ASSOCIATION

D Employer Identification Number (EIN)
91-0836093

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

THE LINCOLN NATIONAL LIFE 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
35-0472300 65676 000010185213 117 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

2913

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

2913

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 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) 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 19423
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




Form 5500

Dapartment of the Treasury
Internal Revenue Service

Department of Labor
Employes Benefits Security
Administration

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employse banefit 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

Pansion Banafit Guaranty Corporation This Form is Open to Public

Inspaction

| Part | |Annual Report ldentification Information

For calendar plan vear 2017 or fiscal plan year beginning 01/01/2017 and ending _ 12/31/2017

|:| a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

|:| a DFE {specify}
|:| the final return/report
|:| a short plan year return/report (less than 12 months)

A This return/repart is for: D a multiemploysr plan

a single-employer plan
the first return/report

D an amended return/report

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here. . . ... ... i e e e e » D
[] Form 5558

D special extension {enter description}

D Check box if filing under: |:| automatic extension D the DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
LEWIS COUNTY MENTAL HEALTH LIFE AND ADSD PLAN

1b Three-digit plan
number (PN) » 501

1c Effactive date of plan
01/01/2002

2a Plan sponsor's hame (smplayer, if for a single-smployer 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 forsign postal code (if foreign, ses instructions) 91-0836093
LEWIS COUNTY MENTAL HEALTH ASSOCIATION 2G Plan Sponsor's telephone
number
360-330-9044
2428 W REYNOLDS AVENUE 2428 W REYNOLDS AVENUE 2d Business code (see
CENTRALIA, WA 98531 CENTRALIA, WA 98531 Instructions)
: 621420

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 penaltl set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and aftachments, as wsll as the o ro]rlc versign of this return/report, and to the best of my knowledge and belief, itis true, correct, and complete.

- . '
sian ‘7‘”1»@/&&% W%@ 1301 | MLeUELe B ltsig
Slgnature of plan administrator Date Enter name of individual signing as plan administrator
sion /léc{’j/u,[z % W‘@a/ 120 WA BLE b WILSIE,
Signature of employerlplan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5500 {2017)

v. 170203



Form 5500 (2017}

Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephons
number
4 [fthe 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 returm/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 108
6 Number of participants as of the end of the plan year unless otherwise stated {welfare plans complete cnly lines 8a(1),
6a(2), &b, 6¢, and &d).
a(1) Total number of aclive participants at the beginning of the plan YBar...........cc.coeeeerecrieecroereeemeeres e cerseeseesensseeneseenneennend 6@(1) 108
a(2) Total number of active participants at the nd of the PN YEAK «..u..evveieeesisec e ssnsseessesssssnsenoen] OB(2) 117
b Retired or separated participants recaiving BENEALS ............cc..corveieeeeec et ecs et sersonsesser esesensensesessseessnneneeen] OB 0
C Other retired or separated participants entitied 10 FUtUFE BENEMAIS ..........cccuvvc it eessemense s esmemsessss s enneenen] | OC 0
d  Subtotal. Add 1IN BAZ), 81, AN BC.....o.cee oo ee e eee e eteenese e ene st sem s reeeenemeneeenrresenreenseeesesrermerennene] | O 117
€ Deceased parlicipants whose beneficiaries are receiving or are entitled 1o receive benefits, ..o sssesiinan] €
T Total, Add lINSS B AN B ....vveerierrereerrisssererersessss s rerers st sssss s esssss s sssssssssss o esssstesssesasmsesessssssssmsesseensossensonsnsend  OF 117
g Number of participants with account balances as of the end of the plan year {only defined contribution plans
COMIPIELE IS IBIMY cvvurivricr e ieentneseieniasn s crarans bbbt sttt st s et sees st smnens s nst e rennsnnenes et esinernen | O
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 than T00% VBBIBU ... .o rirereereriiriss e cirsie v s es s arsneer e s s s s sm e s ror st s s r s s eRe s aRser e er s se s sa bR RR s e Eere s 4 e ribnabasnarar e s ersrssrnas
7 Enter the total number of employers obligated to contribute tc the plan (only multiemployer plans complete this item)....
8a i the plan provides pension benefits, enter the applicable pensicn 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:
4B 4G
9a Plan funding arrangement {chack all that apply) 9b Plan benefit arrangement (check all that apply)
{1} Insurance {1 Insurance
{2} I Code section 412(e)(3) insurance contracts {2) I Code section 412{e)}(3) insurance contracts
{3) I Trust (3) I Trust
{4} General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. {See instructions)
a Pension Schedules b General Schedules

{1} |:| R (Retirement Plan Information)

{2) |:| MB (Multiemployer Definad Benefit Plan and Certain Money
Purchase Plan Actuarial Informaticn) - signed by the plan
acluary

(3) |:| SB (Single-Employer Defined Benefit Plan Actuarlal
Infarmation) - signed by the plan actuary

{1 |:| H (Financial Information}

2 [] I (Financial Information — Small Plan)
(3) 1 A (Ilnsurance Information)

(4) D C (Service Provider Information}

(5) D D (DFE/Participating Plan Information}
(6) D G (Financial Transaction Schedules)
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| Partll | Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subjact to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
25201012} cooverrinnssirienereeesereeeeeeee || Yes [ No

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

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2620.101-2.) .......... [ | Yes [] No

11¢ 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. {Fallure to enter a valid
Receipt Confirmation Code will subject the Ferm 55C0 filing to rejection as incomplets.)

Receipt Confirmation Code




SCHEDULE A Ins i
urance Information OMB No. 12100110
{Form 5500)
Depaitment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Empleyee Retirement Income Security Act of 1974 (ERISA). 2017
Department of Labor -
Employee Benafits Securlty Administration P File as an attachment to Form 5500.
Pansion Banefil 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 ysar 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
LEWIS COUNTY MENTAL HEALTH LIFE AND ADSD PLAN plan number (PN) ) 501

C Plan sponsor’s name as shown on line 2a of Form 5500
LEWIS COUNTY MENTAL HEALTH ASSOCIATION

D Employer Identification Number {EIN)
91-0836093

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

on a separale 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 carrier
THE LINGOLN NATIONAL LIFE INSURANCE COMPANY

(c} NAIC (d) Contract or {e) Approximate number of Palicy or conlract year
(b} EIN code identification number parsons covared at end of {f) From {9) To
policy or contract year
35-0472300 65676 000010185213 17 01/01/2017 12312017

2 Insurance fee and commission information, Enter the total fees and total cormmissions 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

2913 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
GHB INC PO BOX 1608
OLYMPIA, WA ¢8507
{b) Amount of sales and base Fees and other commissions paid
commissions paid {c} Amount (d) Purpose {e) Organization code
2913 0 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
Far Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A {(Form 5500) 2017
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(a} Nama and addrass of the agent, broker, or other person te whom commissions or fees were paid

Fees and other commissions paid (e)
(h) Amount of sales and base : Qrganization
commissions paid {¢) Amount {d) Purpose codo

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

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

(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
commissicns paid {¢) 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 {¢) 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 unlt for purposes of

this report.
4 Current value of plan's interest under this contract in the general CCOUNt Bt YA €1 .......oveeeeeeereeieeesveeeresseressseessrons 4
5 Current value of plan’s interest under this contract in separale 8CCOUNS At YEAF 8N .......oeeeeeeeeeeeeeeeeesev oo eess e 5

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

b Premiums paid to carrier.. OOV TOTPOPPUY N 1
G Premiums due but unpaid at the end of the year .. 6c
d  Ifthe carrier, service, or other organization |ncurred any specn‘ c costs in connectlon w1th the acqwsﬁwn or 6d
retention of the contract or policy, entar amount. ..
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
@[] other(specity) P
f  Ifcontract purchased, in whole or in part, to distribute benefits from a terminating plan, check herae 4 D
7 Contracts With Unallocated Funds (Do not include portiens of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) I:I other P
B Balanco at tho 6nd Of the PrEVIOUS YBAT ......iuieiissesisseesissessss e ceeeseesesoessesseeeseeeeessemsesssesseesessesmseesseseesesessensosses | 7b
€ Additions: (1) Gonfributions deposited during the year.......eeeoveeeveriievreen 7e(1}
{2) Dividends and credits ..o
(3) interest credited during the year.....
(4) Transferred from separate account
(6) Other (SPecify BEIOW ...t e
4
(6)Total additions .. . OO YOO - ()
d Total of balance and addltlons (add Imes Tb and 7c(6}) 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
{2} Administration charge made by GarTIEr........c....c.ccveeiiee e e 7e(2)
(3) Transferred 0 56PArAte CCOUNT ..ccuvive.cv et 7e(3)
{4} Other (specify below) Te(d)
p
{5) Total deductions .. OOV OSSO 1 {1 )
f Balance at the end of the current year (subtract Ilne 7&(5) from Ilne Td} 7f
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‘Partlll | Welfare Benefit Contract Information

If more than one contract cavers the same group of empioyees of tha 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 bexes)

a D Health (other than dental or vision) b D Dental c |:| Vision d [X| Life insurance
e |:| Temporary disability (accident and sickness)  f |:| Long-term disability ] |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMQ contract kD PPO contract l|:| Indemnity contract

m [X| Other (specify} »AD&D

9 Experience-rated contracts;
a Premiums: (1) Amount recaived........c i e
(2) Increase (decrease} in amount due but unpaid
(3) Increase (decrease) in unsarned premium resarve.............oeveeevscnenn,s 9a(3)
() EAMEU (1) # {2) = () cesvecceveneerrensermeesserssssesssssssosssomemresseeseseseeseesssseeesssesecrsssseeseessssns eeeereemsessseseesee] 92(4)
b Benefit charges (1) Clalms Pait ..............ooeeeurrieeeceee e eeeesees s eeeeesrnrecos 9b{1)
(2) Increase (decrease) in claim reserves... .l 9b(2)
(3} Incurred claims (A0 {1) AN (2))..eccririi it ettt str s et s ssanrsant et e e e sesnat et e raen 9b{3)
(4) Claims Chargad. ... e et st ae b b bare 9b{4)
€ Remainder of premium: (1) Retention charges {on an accrual bass) --
{A) COMMISSIONS o rereerresiss ittt s st s seb s b bt s casebenenen 9c{1)(A)
{B) Administrative service or other fes ... 9c(1)(B)
{C) Other specific acquisition costs ... e 9c{1)}C)
(D) Other expenses... 9c(1)(D)
() TEXES .ocvrvrearemsrmmsssssinssssssesssnsees et s seesbes s asss et essanneas 9c(1)E)
(F) Charges for risks or othar contingencies .......ecvieeeevceceeeeeneen, 9c(1XF)
(G) Other retention ChaIGES ..............ccco it eeesssanes o 9c(1}G)
{H) Total retenbion ...t sse s sssvessssssssssensssonsnsmnenns] 9GUTIH)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or[l credited.} ..o icveeeenen. 9¢{2)
d Status of policyholder reserves at end of year: (1) Amount held to provide hanefits after retirement.................. 9d(1)
{2) ClAIM FESEIVES ....cvivvereece it eeeietevetes e et s s st erarererevss e b et et b b sE e R R R e R e A E e bt 442 emeaeee e e et et e eemmnas e e e e e e s e renmnemenen 9d(2)
{3) OUNEI TEBBIVES oo ersssns e a e s sebnasarasstcesbressennsss s tsnsnssnennens | DO(S)
@ Dividends or refroactive rate refunds due. {Do not include amount entered in ling 9€(2).)-........ccocovivenniiinnns Be
10 Nonexperience-rated contracts: o ]
a Total premiums or subscription charges PAIG 0 CAITIBE .......cc...c.ivieeeei ettt s s asmses et s st seenea e e 10a 19423
b [Fthe carrer, service, or other organization incurred any specific costs in connection with the acquisition or
ratention of the contract or policy, other than reperted in Part |, line 2 above, report amount. ..........ceevvieeeen. 10b

Specify nature of costs.

| Partlv | Provision of Information

11 _Did the insurance company fail to provide any information necessary to complete Schadule A7 ............. D Yes No
12 ifthe answer to line 11 is “Yes," specify the information not provided, »




