Form 5500

Department of the Treasury
Internal Revenue Service

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).

Department of Labor » Complete all entries in accordance with

Employee Benefits Security . .
Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

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: 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 001
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES ERISA 403(B) PLAN number (PN) »
1c Effective date of plan
01/01/2017
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) 34-1939326
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES 2C Plan Sponsor's telephone
number
+15045241210
4845 FULTON DRIVE NW 1515 POYDRAS STEET 2d Business code (see
CANTON, OH 44718 SUITE 1070 instructions)
NEW ORLEANS, LA 70112 812990

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. 10/08/2018 STEPHEN FURST
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual 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 ‘ 128
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 Plan YEar..........co..ccoiriiiiriuriirereee e 6a(1) 99
a(2) Total number of active participants at the @nd of the PIAN YA .............cvvveerverrivserissressesssssssses s esssssssssesessessseen, 6a(2) 200
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 5
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 205
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........c.ccocieiiiiiiiicnies 6e 0
T TOtal. A lINES BA ANA BE. .....eoeeeeoeeeee et e ens s es s senssnes 6f 205
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 96
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 0
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:
2G 2L 3D
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
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 ®) 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 [] vyes [] 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 Benefi

it Guaranty Corporation

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.

» Insurance companies are required to provide the information

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2017

This Form is Open to Public

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
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES ERISA 403(B) PLAN plan number (PN) ) 001

C Plan sponsor’s name as shown on line 2a of Form 5500
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES

D Employer Identification Number (EIN)

34-1939326

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 ins

urance carrier

AXA EQUITABLE 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
13-5570651 62944 822100-0000 205 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

290

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

PRIMERICA FINANCIAL SERVICES INC.

4450 BELDEN VILLAGE AVE
STE 101
CANTON, OH 44718

(b) Amount of sales and base
commissions paid

Fees and other commissions

paid

(c) Amount

(d) Purpose

(e) Organization code

290

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
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Part Il | Investment and Annuity

this report.

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

4 Current value of plan’s interest under this contract in the general account at year nd...................cccooveveveverereueeeeeennn... 4 260
5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5 219576
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 0
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 483
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2)
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 4
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4)
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5)
4
(B)TOAl QATIIONS ...ttt e e et e e e e e e s e e ee s ee e seee e eeeeseee s es e e eeeseee e st eeneeeneeens 7c(6) 487
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 487
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 227
(2) Administration charge made by CArfier............cocoooieeeeeeeeeeeeeeeeeeeeeees] 7e(2)
(3) Transferred to separate account | 7e(3)
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee 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) 227
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee 7f 260
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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 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 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




R . : OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bgr?;zt?§2c3rityaAZ:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
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
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES ERISA 403(B) plan number (PN) > 001
PLAN
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES 34-1939326

Part | | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . .. ........... |:| Yes No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2017
v.170203
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation




Schedule C (Form 55

00) 2017

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

AXA EQUITABLE LIFE INS COMPANY

100 MADISON STREET
SUITE 100
SYRACUSE, NY 13202

13-5570651
(b) (c)
Service Relationship to
Code(s) |employer, employee

organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

37 58 28 25 | INVESTMENT 0 3737
22 6062 63 | PROVIDER Yes No D Yes No D Yes |:| No

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)
Enter direct
compensation paid
by the plan. If none,
enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(¢))

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:I No D

Yes D No D

Yes |:| No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

(@) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

()

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(¢))

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D

(a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s)

(c)
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D
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Part | | Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) service Codes (C) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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‘ Part Il | Service Providers Who Fail or Refuse to Provide Information

4

Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete

this Schedule.

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide

(@) Enter name and EIN or address of service provider (see
instructions)

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

OMB No. 1210-0110

2017

This Form is Open to Public

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
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES ERISA 403(B) PLAN
plan number (PN) 4 001

C Plan or DFE sponsor's name as shown on line 2a of Form 5500
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES

D Employer Identification Number (EIN)

34-1939326

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE:

PSA

b Name of sponsor of entity listed in (a):

AXA EQUITABLE LIFE INSURANCE COMPANY

c amen osorsioon |9 Ey  p [ Dol saue ol et A OO o8 o

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of sponsor of entity listed in (a):

C EIN-PN d Entity € Dollar value of interest in MTIA, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2017
v.170203
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFES)
(Complete as many entries as needed to report all participating plans)

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

This Form is Open to Public

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
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES ERISA 403(B) PLAN plan number (PN) Y 001

C Plan sponsor’s name as shown on line 2a of Form 5500
THE NATIONAL COALITION OF HEALTH CARE SHARING MINISTRIES

D Employer Identification Number (EIN)
34-1939326

Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash ..o la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1)
(2) Participant CONTBULIONS ...............coeveiereeeeeeseeseeseseseesees s s 1b(2)
(B) OHNBT ...ttt 1b(3)
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ..ttt
(2) U.S. GOVEINMENT SECUNES. ........eeverereeeeeeeeeeseseeeeeseeeeesseseseseseeeseeeeeeseneees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEU ..o 1c(3)(A)
(B) AlLOtNET .....cooviceiiceeeeeee e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... lc(4)(A)
(B) COMMON ..o, 1c(4)(B)
(5) Partnership/joint venture interests .................... 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) ............ccceveeveeereeresresesesseeessensenseeen. 1c(7)
(8) PartiCIPANT IOANS ..ottt 1c(8)
(9) Value of interest in common/collective trustS..........coocveeeiieiiiiiee e 1c(9)
(10) Value of interest in pooled separate acCoUNtS...........c.coevevevevevereereeennnn. 1c(10) 219576
(11) Value of interest in master trust investment accounts .............cc.ccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entities ..............cccovovevereernnnn. 1c(12)
(13) \f/uaritég)of interest in registered investment companies (e.g., mutual 1c(13)
o) e e oot | 16) 260
(15) ONET ...ttt 1c(15)

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

Schedule H (Form 5500) 2017
v.170203
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUNHES ...v.vcvevecerireeerceeieseeeeeeeae s eessae s tes s sene s s e 1d(1)
(2) EMPIOYET FAI PrOPEILY ....voveceveeeeereeeteeeseeseeeetenes e see e s s snes 1d(2)
€ Buildings and other property used in plan operation.............cccceveveevveee e, le
f Total assets (add all amounts in lines 1a through 1€)..........c.cccovevveueeeennnnn. 1f 0 219836
Liabilities
g Benefit Claims PAYADIE ...........cvveviiieeiiieieee e 1g
N Operating PAYADIES ...........ooeeeeeeeeeeeeeeeeee e 1h
| ACQUISItION INAEDIEANESS ... 1i
J Other ABIlItIES. .........vveveceecee e 1j
K Total liabilities (add all amounts in lines 1g throughdj).........ccocveeeereverenenn. 1k 0 0
Net Assets
| Net assets (subtract line 1k from iN€ 1) .........ccvveveveveeereeeeereeee oo, ‘ 1l ‘ 0 219836
Part Il [Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |IEs do not

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (@) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMPIOYErS.........cccocovvrvevrneen. 2a(1)(A) 83086

(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B) 125285

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C)
(2) NONCASh CONADULIONS ........voveveeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 208371
Earnings on investments:
(1) Interest:

(A) Intert_ast-bearing cas_h (including money market accounts and 2b(1)(A)

certificates of dePOSIL) .......coviriiiriiie e

(B) U.S. GOVEINMENE SECUMLES .........voeeeeeeeeeeseesieseesesiesieseseesseseenesnes 2b(1)(B)

(C) Corporate debt INSIIUMENTS.............cevreerereeereereeieeseeseeessenesenseeseeens 2b(1)(C)

(D) Loans (other than to PArtiCiPANS) ............ccoeveeeervreereereesieeerenesessenens 2b(1)(D)

(E)  PartiCipant I0@NS.............cvviveeerreeseereeeeseesesessesseseseessnesseseseesenessenend 2b(1)(E)

LG T L 1T OO RRRRRN 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 0
(2) Dividends: (A) Preferred StoCK..........ccvvrerereeerereeseesesesesesssesseesesessnes 2b(2)(A)

(B)  COMMON SLOCK .......ovieeeeeeeseeee e eeee e eneen s 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds)............ 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENES....ovviieiee et eeesee et se s n s s sttt s s st n et eneeeas 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..................... 2b(4)(A)

(B) Aggregate carrying amount (S€e iNStructions) ..............ccceeeveervenenen. 2b(4)(B)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result................. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate....................... 2b(5)(A)

(B) OHNET oottt 2b(5)(B)

) A 165 25N A B (B) e e 26()(C) 0
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts........................ 2b(6)

(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7) 14942

(8) Net investment gain (loss) from master trust investment accounts ........... 2b(8)

(9) Net investment gain (loss) from 103-12 investment entities ..................... 2b(9)

(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (€.g., mutual fuNdS).........cccoveiiiireiiie e
Lo @ {1 1 Toto 2/ = 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 223313
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 3440

(2) To insurance carriers for the provision of benefits .............cccococovveveveeen.. 2e(2)

(B) OMNET oo 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)......ccceveeueeeeveveruerenen. 2e(4) 3440
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f
g Certain deemed distributions of participant loans (see instructions) 29
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1)

(2) Contract adminiStrator fEES.........cccueiiiiiiiiiec e 2i(2) 37

(3) Investment advisory and management fees .........ccooeeeriiieeiiiiiee i 2i(3)

() ONEI ..ottt 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4).......cccccceeeneeen. 2i(5) 37
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 3477

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 219836
| Transfers of assets:

(1) TO NS PIAN......eecveeeeeeee e 21(1)

(2) FIOM thiS PIAN c....vovceceeeeeeeeee et 21(2)

‘ Part Ill ‘Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ ] unquaiified  (2)[ | Qualiied @) [X| Disclaimer @)[ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Yes D No

C Enter the name and EIN of the accountant (or accounting firm) below:

(1) Name:SULLIVAN & CO., LLC (2) EIN: 34-1856823

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 41, 49, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

During the plan year: Yes No Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.)...........c.c....... 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEE.) ..o e 4b
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Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccccvevvieeeviieeeviineens 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
Lo 1113 L 1) OSSO RT 4d X
€  Was this plan covered by a fidelity BONA? ..........ooiiiiie i 4e X
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ..ottt e et e st e e sbe e e et e et e e e snbeeeaannes 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........ccccveeeriiriieiienieeneenneens 4q X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?................... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for formMat reqUIrEMENTS.) .........uii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENTS.) ..........ii it e b ereee s 4j X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC?..........ceiiiiie e eiiie et e ree e e s ee e see e snaeeenes ak X
I Has the plan failed to provide any benefit when due under the plan? ... 4 X
M If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) et E et n e st n e e e e am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......ccccceeviiiirienieeieenieeneen 4n X
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D No

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

D Not determined

. (See instructions.)



., National Coalition

October 10, 2018
PlanConnect

100 Madison Street
Syracuse, NY 13202

PlanConnect:

The audit for the National Coalition of Health Care Sharing Ministries 403(b) retirement plan will
not be ready to attach to the 2017 5500 filing by the extended due date of October 15, 2018.

Unfortunately, the auditors will not have adequate time to plan, perform and complete their
audit by the October 15, 2018 deadline.

The audit is expected to be completed no later than the 1t quarter of 2019.

Sincerely,

Stephen Funst, (70

Stephen Furst
Plan Administrator



Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employes henefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 8057(b) and 8058{a) of the Internal Revenue Code (the Code).

Form 5500

Dapartment of the Traasury
internal Revenue Service

Department of Labor
Emplovae Benefils Sacurity
Administration

» Completa all entries in accaordance with
the instructions to the Form 5500,

Pansion Benefit Guaranty Corporatlen

OMB Nos. 1210-0110
1210-0089

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 returnfreport is for: D a multiemployer plan

[ | a DFE (specify) ‘
D the final returnfreport

a single-employer plan
BI the first return/report

D an amendad returnfreport

B This returnfreport is:

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

[ Fom 5558

|:| spacial extenslon (enter description)

D Check box if filing under: ['] automatic extension

D a multiple-emptloyer ptan (Filers chacking this box must attach a list of
participating employer information in accordance with the form instructions.)

|:| a short plan year raturn/report (fess than 12 manths)

D the DFVC program

Part [l | Basic Plan Information—enter all raquested information
1a Name of plan 1b Three-digit plan 001
The National Coalition Of Health Care Sharing Ministries ERISA 403 (b} numbfar (PN) »
Plan 1c Effective date of plan
01/01/2017
2a Plan sponsor's hame (employer, if for a single-employer plan) 2hb Emplover [dentification
Mailing address {include room, apt., suite no. and street, or P.O. Box) Number (EIN)
Clty or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 34-193932¢6
The National Coalition Of Health Care Sharing Ministries 2¢ Plan Sponsor's telephone
number
+15045241210
4845 Fulton Drive Nw 1515 Poydras Steet 2d Business code (see
Sulte 1070 instructions)
uite 812990
Canton OH 44718 New Orleans LA 70112 T

Caution: A penalty for the late or ingomplete filing of this returnireport will be assessed unless reasonable cause Is established.

Under penalties of perjury and other penaities set forth in the instructions, | declare that | have examined this returnireport, including accempanying schedules,
statements and attachments, as wall as the electronic version of this returnireport, and to the best of my knowledge and belief, It is true, correct, and complete.

. e ‘
:g;NE é{’%ﬂw@/ﬁwﬁb&/@l [06-8-1g Stephen Furst
<1 Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
- -| Signature of employeriplan sponsar Date Enter name of individual signing as empioyer 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
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3a Plan administrator's name and address @ Same as Plan Sponsor

3b Administrator's EIN

3¢ Adminisirator's telephone

number
4 If the name and/or EWN of the plan sponsor or the plan name has changed since the last retum/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:
a4 Sponsor's name 4d PN
G Plan Name
5  Total number of participants at the beginning of the plan year 5 t 128
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans camplete only lines 6a(1), R o :
6a(2), 6b, 6c, and 6d).
a(1) Total number of active particlpants at the beginning of the PIAM YEAT ...t s 6a(1) 99
a{2) Total number of active participants at the end of te PlaN VAL ........cwcoueeeecommmmmmmiissss s s s | 6a(2) 200
b Retired or saparated participants receiving DENEILS ... e e s 6b 4
€ Other retired or separated participants entitied to future benefits ... 6c 5
f SUDLO1a] AQD iNES BA(Z), BB, ANA BC..vvuuuuseeeeeesssosesssssreesiresssssssssetasssissassssss s 14735831 enEans AR s 0 6d | - 205
e Deceased participants whose bensficiaries are recelving or are entitled to receive Benefits. ... Be 0
F Total, Add HNES B AN BO..vrivureiecusrerrsiiasissvareseesressesssesssressst sarss s a e r s s saen s s es st bbb AR ar s bpenssn s a0 6f 205
g Number of participants with account balances as of the end of the plan year {only defined contribution plans
COMPIBEE RIS HBMY 1vvvveevvveeneseessessasesseseusseses s esesseceemssrbesms s HE4 SRR LA 111848 £8P REERR e b R 64 96
I Number of participants who terminated employment during the plan year with accrued benefits that were
1255 AN T00% VESEEA +.ovevvseevevereesoresessssesneenessessmeorsbass sostos sesssassees 22902 7mpEmTESEaLost b 11811084 IEREATEEE DL S04 S E RS L1181 08 00 TR SO AE 4101718 6h 9
7  Enter the total number of employers obligated to contribude to the plan {only multiemployer plans complete this item).........| 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

26 2L 3D
b if the plan provides welfare benefits, enter the applicable welfare feature codes fram the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (chack all that apply)
(1 Insurance {1) Insurance
{2) Code section 412(e)(3) insurance contracts {2 Code section 412(e)(3) Insurance contracts
{3) Trust {3) Trust
4) Genaral 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 Pansion Schedules b General Schedules
1) |:| R (Retirement Plan information} (1) @ H {Financial Information}
{(2) D [ (Financial information — Small Plan)

{2} B MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary 4

Information) - signed by the plan actuary (6)

)] E] _1“. A {Insurance Information)

C {Service Provider Infarmation)

G (Financial Transaction Schedules)

3 i] sB (Single-Employer Defined Benefit Plan Actuarial ) K D (DFE/Participating Plan Information)



Form 5500 (2017) Page 3

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

11a If the pian 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.) sooosvssersessssmsmssssseneeneeee || Yes  [] No

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

11b Is the pian currently in compliance with the Form M-1 filing requirements? (See instructions and 28 CFR 2620.101-2.) .......... [fves [] No

14 ¢ Enter the Receipt Confirmation Code for the 2017 Form M-1 annual report. if the plan was not reguired to file the 2017 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was raquired to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Recaipt Confiration Gode will subject the Form 5500 filing to rejection as incomplets.}

Receipt Confirmation Code




SCHEDULE A Insurance Information OMB No. 1240-0110
{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
Employea Benefits Security Adminisiration

} File as an attachment to Form 5500.

Penslar Benefit Guaranly Carparation » 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
The National Cealition Of Health Care Sharing plan number (PN) > 001
Ministries ERISA 403 (b) Plan N R :
C Plan sponsor’s name as shown on line 2a of Form 5500 D} Employer ldentification Number (EIN}
34-1539326

The National Coalition Of Health Care Sharing Ministries

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

1 Coverage Information:

{a) Name of insurance carrier

AXA BEQUITABLE LIFE INSURANCE COMPANY

Approximate number of Paolicy or contract year
(€) NAIC (d) Contract or (e}
b} EIN . f d at end of
) code identification number pegzﬁgj sszgﬁragt sgaro (fy From {g) To
13-5570651 62544 8221000000 2G5 01/01/2017 12/31/2017

2 nsurance fee and commission information. Enter the total fees and total commissions paid. Listin fine 3 the agents, brokers, and other persons in
descending arder of the amount paid.
{a) Total amouni of commissions paid {b) Total amount of fees paid
290 0

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

Primerica Financial Services Inc.
4450 BELDEN VILLAGE AVE

STE 101
CANTON OH 44718
(b) Amount of sales and base Fees and other commissions paid
commissions paid (¢} Amount {d) Purposa {e) Organization code
i
290 3

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

(b) Amount of sales and base Fees and othar 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




Scheduta A (Form 5500) 2017 Page 2 ——;

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

Fess and other commissions paid {e)
{b) Amount of sales and base Organization
commissions pald (¢} Amaunt (d) Purpose code

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

Fees and other commissions paid (e)
{b) Amount of sales and base Organization
comimissions 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} Purpase code

{a) Name and address of the agent, broker, or other person fo whaom comimissions or fees were paid

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

(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
gommissions pald {c) Amount {d) Purpose . cade




Scheadute A (Form 5500) 2017

Page 3

Part I | Investment and Annuity Contract Information

Where individual confracts are provided, the entire group of such individual contracts with each carrler may be freated as a unit for purposes of

this report,
4 Current value of plan’s interest under this contract in the general account at year N 1 arrie b 4 260
5 Current value of plan's interest under this contract in separate accounts at year end ... g, 5 21%,576
6 Contracts With Allocated Funds:
a  State the basis of premium rates ¥
B PrOMmUMS DA LD CAIIBI.cevusisssreeresesssrrssressessessesssesssssssesssmatsssssemsesssssssassrssssstasssssssastsssisastonsssrsscsssenacssossseesssbianans 6h
¢ Premiums due but unpaid at the end of the Year.........vee s s 6c
d  Ifthe carrler, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or polley, enter AMOUNL ... s
Specify nature of costs P
e Typeof contract: (1) |:| individual policies (3] D group deferred annuity
{3) |:| other (spacify) P
f  If contract purchased, in whale or In part, ta distribute benefits from a terminating plan, check here 4 I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract (1) D deposit administration (2) |:| immediate participation guarantee
{3} E| guaranteed investment 4 D other P
b Balance at the end Of the PreviOUS YEaT.. .. i rires it ttesmn a0t s b tin g st ae sty e b I 7b 0
¢ Additions: (1) Contributions deposited during the YEar. ... 7c{1) 483 '
{2) Dividends and credits ... s s
{3) Interest credited during the year 4
(4) Transferred from separate account
(5) Other (specify BEIOW)Y i e
4
(BYTORAL BAGIHIONS ... 1rcereeesecsrssssseseseresssssessseneneneessoeees o BB 7¢(6) 487
d Total of halance and additions {add lines 75 and TE(B]). —.crermeeiiiiminiisinis s sss e s b s e | 7d 487
€ Deductions: | L
(1) Dishursed fram fund to pay benefits or purchase annulties during year 7e(1) 227
(2) Administration charge made by CAIMEr ... 7e(2)
{3) Transferred 0 SEPATALE AGCOUTL...cwr s criissssses s ss s ssss e i 7e(3)
(4) Other (SPecify BEIOW) ... ecmmmccmsimmiisnsiins ] T€(4)
> :
(5) TOUE! EAUCHONS ... rvvvvvvvsseerssssssssseeeeseesseeseees o asbissseERRRRs LR85 08 LRSS ERR b b 7e(5) 227
f Balance at the end of the current year (subtract line 7e(5) from line 7d) S I 4 260




Schedule A {Form 55600) 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 upnit. 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 Heatlth (other than dental or vision)
e D Temporary disability (accident and sickness)
i D Stop loss (large deductible)
m D Other (specify) P

b[]
i
i

Dantal c D Vision
Long-term disability

HMO contract k D PPQ cantract

d D Life insurance
g [I Supplemental unemployment  h D Prescription drug

I [] indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMount reCaIVEd....cciiirirrimre ressn s rersisssnnsans e 9a(1}
(2) Increase (decrease) in amount due but UnPaid..... i, %a(2)
(3) Increase (decreasa) in unearned premium reserve 9a(3)
(4) EAINEA (1) (2 = (B))wereessssssoeersssssmseeeesesssssssess st sssssssosessssec oo s | 9a(4)
b  Benefit charges (1) Claims paid oh({1)
(2) Increase (decrease) in claim rESEIVES ..o 9h({2)
£3) Incurred claims (Add (1) 8 (2] i e s ah(3)
{4) ClAIMS CHAGEA 11evvovereereeesreersseeseiasonsssrsses a8 s34 180842 SERE SR 8 a8 9b({4)
€ Remainder of premium: (1) Retention charges {on an accrual basis) -
(A) COMITISSIONS ...vvivvvreesrsrrrsresssesssssesseeseeseresssssisatamsmnssssssssrassnsss s 9c(1}{A}
(B) Administrative service o other fees. ... 9c(1}{B)
(C) Other specific acqUISION COSBLS ..o e 9¢{1){C)
(D) Other expenses.. 4 9c(1)(D)
(E) TAXES (1vvvre e memreessss e | 8c{(1)(E)
(F) Charges for tisks or ather contingencies Sc(1){F)
{G) Other retention Charges ..., | 9e(1}{(G)
{H) TOAL FBEENMHON 1111vvssss et recess st bbb b RS SRE SEaE 9c(1}(H}
{2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).. | 86(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .. 9d{1)
(2) CIAITE TESBIVES 1.vvvurrvsaesessssssceseemenssseesssesssissssisasansseess e84 45814081400 6L LR PR S s a8 b bbb 9d(2)
(3) OHNET TESBIVES . rvvuues et escecess s sbss b bas b4 s s a8 84 58S SRS bSR3 8L R L bd b semT0 9d(3)
@ Dividends or retroactive rate refunds due. (Do not include amaunt entered in line 96{2).) ..o veeeenecnn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CarTier ... 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 100

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

Specify nature of costs.

| Partlv ] Provision of Information

11 Did the insurance company fail to provide any Information

necessary to complete Schedule A? ...

D Yes

No

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




SCHEDULE C Service Provider Information OMS No. 12100110
{Form 5500)

Departmant of the Treastry This schedule is required to be filed under section 104 of the Employee 2017
[ntezna) Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: .
Employes Banefls Seculy. dnintstrallon } File as an attachment to Form 5500. This Form is Open to Public
Penslon Baneft Guaranty Corporation 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

The National Ceoalition Of Health Care Sharing plan number (PN) > 001

Ministries ERISA 403(b) Plan

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer ldentification Number (EIN}

The National Coalition Of Health Care Sharing Ministries
34-1939326

| Part1 | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5,000
or more in total compensation {i.e., monay or anything else of monetary value) in connection with services rendered to the plan or the person's position with the
plan during the plan year. If a person received only efigible indirect compensation for which the plan received the required disclosures, you are required to
answer line 1 but are not required ta include that person when campleting the remainder of this Part.

1 lnformation on Persons Receiving Only Eligible Indirect Compensation
a Check “Yes® ar "Na" to Indicate whether you are exciuding a person from the remainder of this Part because they received only aligible
indiract compensation for which the plan received the required disclosures (see instructions for definitions and canditions).. .. ... ... [l Yes [g No

b If you answered line 1a “Yes,” enter the name and EIN or addrass of each person providing the required disclosures for the service providers who
raceived only eligible indirect compensation, Cemplete as many entries as needed (see instructions}. -

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b} Enter name and EIN or address of person who providad you disclosures an eligible indiract compensation

{b) Enter name and EIN or address of person who provided you disclosures oh eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C {Form 5500) 2017
v.170203
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{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

{b) Enter name and EIN or address of person wha provided you disclosures on aligible indirect compensation

{b) Enter name and EIN or address of person wha provided you disclosures on eligible indirect compensation

(b) Enter name and EIN or address of person whe pravided you disclosures on eligible indirect compensation

(b) Enter name and EIN or addrass of person who provided you disclosures an eligible indirect compensation

(b) Enter name and EIN or address of person who pravided you disclosures on eligible indirect compeansation




Schedule C (Form 5500) 2017

Page3-[ |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes" to line 1a above, complete as many entries as needed to list each person receiving, diractly or indirectly, $5,000 or more in total compensation
(i.e., manay or anything else of value) in connection with services rendered o the plan or thelr position with the plan during the plan year. {See instructions).

{@) Enter name and EIN or address (sea instructions)

AXA EQUITABLE LIFE INS COMPANY
100 MADISON STREET

13-5570651

SUITE 10C0
SYRACUSE NY 13202
(b) (c) (d) (e) ) {h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter fotal indirect Did the service
Code(s) |employar, employee | compensation paid receive indirect include eligible indirect compensation received by i provider give you a

organization, or
person known to be
a parly-in-interest

by the plan. if none,
anter -0-,

compensation? {sources
other than plan or plan
spansor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
campensation for which you
answered “Yes” to element

farmula instead of
an amount or
astimated amount?

37 60 {f). If none, enter -0-,
58 62
28 83 INVESTMENT
25 67 |PROVIDER Yes [x] No [] Yes [x] No{] Yes [| No
59 0 3,737
(a)} Enter name and EIN or address (see instructions)

{b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code{s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or  |by the plan. if none,| compensation? (sources | compensation, for which the service provider excluding | formula instead of
person known to be enter -0-, other than plan or ptan plan recelved the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered "Yes" to element
{f). if none, enter -0-.
Yes[:] NOD Yes|:| NOD YeSD NOD
{a) Enter name and EIN or address (see instructions)

(b) (c} (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) iemployer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

arganization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan recelved the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered "Yes” to element
{f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No [:l

Yes |:| No |:|




Schedule G (Form 5500) 2017
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persans for whom you
answered “Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
{i.e., money or anylhing else of value} in connection with services rendered to the plan or thelr position with the plan during the plan year, {See instructions).

{a) Enter name and EIN or address (see instructions)

(b)
Service
Code(s})

(c)
Relationship to
employer, employee
arganization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? {sources

(f)

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
sarvice provider excluding

(h)
Did the service
provider give you a
formula instead of

persan known o be enter -0-. other than plan or plan plan received the required eligible indirect an amount ar
a party-in-intarest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes" to element
{f. If none, enter -0-,
YesD NOD Yes[l NOD YesD No[l
{a) Enter name and EIN or address (see instructions)
(b) (c) {d) (e} ) {h)

Service
Code(s)

Relationship to
amployer, employee
organization, or

Enter direct
campensation paid
by the plan. If none,

Did service provider
receiva indirect
compensation? {sources

Did indirect compensation
~ include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

Did the service
provider give you a
formula instead of

persoh known to be enter -0-, other than plan or plan plan received the required eligible indirect an amaunt or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes" to element
{f}. If none, enter -0-,
Yeslj NOD Yes[] No[l Yes[:] NOI:I
(a) Enter name and EIN or address (ses instructions)
(b) {c) {d) (e) {h)

Service
Code(s)

Relationship fo
employer, employee
organization, or
person known to be
a party-in-interest

Enter direct
compensation paid
by the plan, If none,

enter -0-,

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indiract
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation recelved by
service provider excluding

eligible indirect
compensation for which you
answered "Yes” to element
{f}. If none, enter -0-,

Did the service
pravider give you a
formula instead of

an amaunt or
estimated amount?

Yes D No I:I

Yes D No |_—_|

Yes D MNo |:|




Schedule € (Form 5500) 2017 Page 5 -

[ Partl [Service Provider Information (continued)

3. If you reported an line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service pravider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, braker, or recordkeeping services, answer the fallowing
questians for (a) each souice from whom the service provider received $1,000 or mare in indirect compensation and (b) each saurce for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amaunt or estimated amount of the Indirect campensation, Complete as
many entries as needed to report the required information for each source,

(a) Enter service provider name as It appears on fine 2 {(b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
o) Enter name and EIN (address) of source of indirect compensation &) Describe the indirect compensation, including any
q

formula used to determine the service provider's eligibility
for or the amount of the Indirect compensation.

(a)} Enter service provider name as it appears on fine 2 {b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation {&) bescribe the indirect compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

(@) Enter service provider name as it appears on line 2 {b) Service Gades {c) Enter amount of indiract
(see instructions) compensation
{d) Enter name and EIN (address) of source of indirect compensation {e) Describe the indiract compensation, including any

formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500} 2017

Page 6 ~

rPaﬂ 11 rService Providers Who Fail or Refuse to Provide Information

4  Provide, to the extent possible, the following information for each service provider wha falled or refused to provide the Information necessary ta complete

this Schedule,
(a) Enter name and EIN or address of service provider (see {b) Nature of | {€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

{a)} Enter name and EIN or address of service provider (see
instructions})

{Ib) Nature of
Service
Code(s)

{c) Describe the information that the service provider failed or refused to
provide

() Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

{c) Describe the information that the service pravider failed or refused ta
provide

(a) Enter name and EIN or address of service provider (sse
instructions)

(b} Nature of
Sarvice
Code(s)

() Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or addrass of service provider (see
instructions)

{b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide

{a) Enter name and EIN or address of service provider (see
instructions)

{b) Nature of
Service
Code(s)

{c) Describe the information that the service provider falled or refusad to
provide




Pags 7 - I::}

Termination Information on Accountants and Enrolled Actuaries (see instructions}
(complete as many entries as needed)
b EIN:

Schedule C (Form 5500) 2017

Part Il

a Name:
€ Position:
d Address: € Telophone:

Exptanation:

b EIN:

a Name:
¢ Position:
d Address: e Telephone;

Explanation:

_b EIN:

a Name:
G Position:
d Address: e Telephone,

Explanation:

a Name: b EIN:
¢ Position: :
d Address: e Telephone:

Explanation:

a  Name: b EN:
C  Paosition:
d  Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

DOapartmant of the Traasury
Internal Revenue Service

Department of Labor
Employee Benefils Security Administration

DFE/Participating Plan 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 MNa. 1210-0110

2017

This Form is Open to Public

Inspection.
For calendar plan year 2017 or fiscal plan year beginhing 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
The National Coalition Of Health Care Sharing Ministries » 001

ERISA 403({b) Plan

plan number (PN)

C Plan or DFE spongor's name as shown on line 2a of Form 5500

The Mational Coalition Of Health Care Sharing Ministries

34-1938326

D Employer Identification Number (EIN)

Part] | Information on interests in MTIAs, CCTs, PSAs, and 103-12 |Es (to be completed by plans and DFEs)
' {Complete as many entries as needed to report all interests in DFEs)
a Name of MTIA, CCT, PSA, of 103-12 IE:PSA

b Name of sponsor of entity fisted in {(a): AXA RQUITABLE LIFE INSURANCE COMPANY

el e A e

a Name of MTIA, CCT, PSA, or 10312 [E:

b Mame of sponsor of entity listed In (a):

¢ EIN-PN d Entity € Dollar valua of interest in MTIA. CCT,lPSA, or

_ code 103-12 |E at end of year (sas instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE: .

b Name of sponsor of entity listed in {a):

¢ EIN-PN d Entity € Dollar value of interest in MTIP}, CCT, PSA, or
code 103-12 IE at end of year {see instructions)

a Name of MTIA, CCT, PSA, or 103-12 IE:

b Name of spansor of entity listed in (a):

& EIN-BN d Entity e Doallar value of interestin MTIA, CCT,‘PSA, or
code 103-12 {E at end of year (see |nstru_ct|0ns)

a Name of MTIA, CCT, PSA, or 103-12 |E: .

b Name of sponsar of entity iisted in (a): _

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT,.PSA, or
code 103-12 IE at end of year (sag instructions}

a Name of MTIA, CCT, PSA, or 103-12 [E:

b Name of sponsor of entity listed in {a)

¢ EIN-PN o Entity @ Dallar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

a Name of MTIA, CCT, PSA, or 103-12 |E:

b Name of sponsor of entity listed in {a):

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year {see instructions}

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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nName of MTIA, CCT, PSA, or 103-12 E:

Name of sponsor of entity listed In {a):

d Entity

EIN-PN coda

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dallar value of interest in MTIA, CCT, PSA, or
103~12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsar of entity listed in (a):

d Entity

EIN-PN
code

Dallar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, GCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (sos instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

Dollar value of interest in MTIA, CCT, PSA, or

103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in {a}:

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, GCT, PSA, or 103-12 |E:

Name of spansor of entity listed in {a):

d Enity

EIN-PN code

Doltar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see Instruclions)

Name of MTIA, CCT, PSA, or 103-12 I

Name of spansor of entity listed in (a):

d Entity

EIN-PN cade

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see insiructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in {a}:

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (sea instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of spansor of entity listed in {a):

d Eniity

EIN-PN code

Doliar value of interest in MT1A, GCT, PSA, or
103-12 IE at end of vear (see instructions)
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Part I | Information on Participating Plans {to be completed by DFEs)
{Complete as many entries as needed to report all participating plans)

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of

EIN-PN

plan sponsor

a Plan name

Name of
plan sponsar

EIN-PN

a Planname

Name of

EIN-PN

plan sponsor

a Plan name

b Name of

EIN-PN

plan sponsor

a Plan name

b Name of

EIN-PN

plan sponsor

a Plan name

b Name of
plan sponsor

EIN-PN




SCHEDULE H
(Form 5500)

©Cepartmant of the Traasury
Interral Ravenua Sarvice

Depariment of Labor
Employee Benefits Security Administrallon

Financial Information

OMB No. 1210-0110

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

2017

internal Revenue Code (the Code).

¥ File as an attachment to Form 5500,

This Form is Open to Public

Panslon Benafit Guaranty Garporation 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
The Mational Coalition Of Health Care Sharing Ministries

ERISA 403 (b) Plan

plan number (PN) > 001

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

The Naticnal Coalition Of Health Care Sharing Ministries

34-193932¢6

D Employer Identification Number {EIN)

l Part] |Asset and Liability Statement

1 Current value of plan assets and llabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust, Report
the value of the plan's interest in a cormmingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
fines 1c(9) through 1¢(44). Do not enter the value of that portion of an insurance contract which guarantess, during this plan year, to pay a specific dollar

benefil at a future date. Round off amounts to the nearest dollar, MTIAs, CCTs,
and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and 1e. See instructions.

PSAs, and 103-12 IEs do not complete lines 1b(1), 1b{2), 1c(8), 1g, 1h,

Assets {a} Beginning of Year {b) End of Year
a Total noninterest-bearing cash...... 1a
b Receivables {less allowance for doubtful accounts).
{1} EMPIOYEE CONUIDUIONS cerrruusanrrrressecersmmsscesereesrsssssisssssssssramsssssssssssesssseses ib{1)
(2) PartiGIpant GONABULONS ...vuuervessoereerrreeressessronsesesecesmensissessasssasssrssans 1b(2)
(B) OHNBI.....o.voveeesarssmssssss e eeeseese e essimsss bbb bbb sk 1b(3)
¢ General investments: -
(1) |nterest-bgaring cash (include money market accounts & certificates 1c(f)
OF ARPOSIThvvevsereerrererrerreser st b s e b s
(2) U.S. GOVEIMMENE SEEUMES -.ovvvvvveessserrccrrsrsssmsssssaresssessssssresssssssssssssnss 16(2)
{3) Corporate debt instrumenits {ather than employer securities): '
{A) Preferred 1c(3){A}
(B} All other 1e(3)(B)
{4) Corporate stacks (other than employer securities):
{A} Preferred v remstss s s 1c{d){A)
(B] COMMTEON ceeeereevartessssesssseessomsonesenesesssseessemibs sassssmssss s sesrasssess st mmsens 1¢{4)(B)
(5) Partnership/joint vanture INBTBSIS ... sess e seeiesssssersrsmns s 1a(5)
{6) Real estate (other than employer real property}.. 1¢(6)
(7) Loans (other than o participants} ......umssriinesssse s s 1¢(7)
{8) Participant loans 1¢(8)
(9) Value of Intérast in common/collective LHUSS ............vereeesssssnssssnans 16{9)
{10} Value of interest in pooled SEPArate ACCOUNIS ..vvvvueieeersiersssissssssssereens 1c{10) a 219,576
{11} Value of interest in master trust investment 86C0UNES ... cuumerieiree e 1e(i1)
{12) Value of interest in 03-12 investment SMHIES..........vuurvesesssrrrarscsnsenseess 1c(12)
{13) Value of interest in registered investment companies (e.g., mutual 16{13)
FUNAS). ..o rrr it e
B R e e | 1014 0 260
(15) Other 1¢(15)

For Paperwork Reduction Act Notice, see the Instructions for Form §500.
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1d Employer-related Investments: {a) Beginning of Year {b} End of Year
{1y Employer securities 1d(1)
{2) Employer real property 1d(2)
@ Buildings and other property used in plan operation ... 1e
f Total assels (add all amounts In lines 1a through 18) ...c.ceeiineinncnennnnn. f 0 219,836
Liabilities
g Benafil clalms payable. ... 19
h Operating payables ... cemmennenenns 1h
i Acquisition indebledness. 1i
] OhEr HADIIHES .veucev v eeeeseeersse s st bs st s sn s resensoeinnes 1]
K Total liabilities (add all amounts in lines 1g throUghAT} ceeeeeeeersvscsneceicneee| 3K 0 Q
Net Assets
1 Net assets (subtract line 1K fram N8 16) ... siseressas s | 1| | a ( 219,836

lPart il |Income and Expense Statement

2 Pian income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s} or separately maintained
fund{s) and any payments/receipts toffrom insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 1Es do not
complete lings 2a, 2b(1)(E}, 2e, 2f, and 2g.

Income (a} Amount {b)} Total
a Contributions: ' s S

{1) Recalved or recaivable in cash fram: (A} EMPIOYES.......cuwrivmirsisisese 2a(1)(A) 83,086

(B) Participants.......ceversereresiereres .4 2a(1){B) 125,285

(C) Others (including rallovers).... .| 2a{1){C)
(2} NONCash CONEIBULONS ......ooverirueeisisinnrsssins s sssss s s scssseaseneas I 2a(2)
(3) Total contributions. Add lines 2a{1){A), (B), (C), and fine 2a(2).............|_2a(3) - o 208,371

b Earnings on investments: R ' . SR

{1} Interest:

(A) Intefest-bearing cas!} {including money market accounts and 2b{1)(A)

certificates of deposit)

{B) U.S. GOVAIMMENt SECUIHHES ......cooovveesressessesssmessaseeremrssnssosssssrssnssanes 2b{1)(B)

(G} Corporate debt INSIUMBIS. vt 2b(1)(C)

{D} Loans {other than to ParticiPants)...........erermmsimsssenseess 2h(1)(D)

(B} PArtiCipant I08NS ....wweesserirmrmssresesermsseresenmnsssesistssssansssnsisisssssraresares 2b(1)(E)

(F) OURBE coooeevereestcerinesssssenesssssssntseostseessecesssmmneessemissosintisssssmsnasan s 2b{1){F}

(G) Total interest. Add lines 2b{(1}{A) throlgh {F)........ccrmmremmmmmmrercerrrnrnns| 2D(1{G) KR : 0
{2) Dividends: {A) Preferred SH0K ... wermersesnrinssressssssmsnsosssisnsssons 2b{2)(A) IR :

{B)  COMMON SLOUK..1e.veeeeaereee oot st snerases s ss s srmsassnessessssss s s saacs 2b{2)(B)

(G} Registered investmant company shares (e.g. mutual funds) .......... 2b(2)(C)

(D) ‘Total dividends. Add lines 2b{2)(A), (B), and (C) 2h(2)(D) LA T 0
(3) RENUS ..o s 2b(3) Lo
{4) Net gain (loss) on sale of assets: {A) Aggregate proceeds.......... 2b(4){A)

(B) Agaregate carrying amount (see INSIrUCons) v eriesrsresroes 2h{4)(B} AR

(C) Subtract line 2b(4)(B) from line 2b{4){A) and enter result .. ey | e 0
{5) Unrealized appreciation (depreciation) of assets: {A) Real estate....... 5 2b(8)(A) LR

(B} OHIBE oovv oot e sstssnsssss st sessane e reni bbb ssa s 2b(5)(B)

R g SR o (B e e DOy [ 0
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(a) Amount {b) Total
{6) Net Investment gain (loss) from cammon/collective trusts ..o, 2b(6)
(7) Nat investment gain (toss) from pooled separate accounts............ .| 2b(7) 14,942
{8} Net investment gain (foss) from master trust investment accounts... 2h(8)
(8} Net investment gain (loss) from 103-12 investment entities ..........co.civeee) 2b(9)
{10} Net inve§tment gain (loss) from registered investment 2b{10)
companies (e.g., MUtual funds ).
L @) (3T T4 11 - T OO ORI ERUPIUUPP T 2¢
d Total income. Add all income amounts in column (b) and enfer total ....................] 2d 223,313
Expenses
e Benefit payment and payments to provide benefits:
{1) Directly 1o participants or beneficiaries, including direct rollovers.............|  2e(1) 3,440
{2) To insuranice carriers for the provision of Beneflls........oce.ecveerersesesan) 2e(2)
{3) OB covverteesesrres s ssessssessens s sasesssesssesassssessassesss s massseanessenssrsssrsesasessssess 2e(3)
(4) Total benefit payments. Add lines 26(1) through (3).......ueeerrvimwssssssssssenerd 2004} : o : : 3,440
f Corractive distributions (see INSIUCHIONS} .. 2f ' '
g Ceitain deemed distributions of participant Joans (see instructions) ..., 29
I ETESE BXPENSO 1ovvivrvvsivsssressssrssrrstisssssssesssnssssssssssesssssaasesssssssiseseansassssssseees 2h
i Administrative expenses: {1) Professional foeS ... mmmmmrmmeesremmsresremsiossinss 2i(1)
{2) CONtract AdMInISITATOr fEES..m. errursressesssssmssreesesseesrmssesrsessssimssssissssisd 2i(2) 37
(3} Investment advisory and management fEES........o.virmrermnseessssin) 2i(3)
(A OHRBT overvveerevvsssss s eeseesesesssessessassees b base 55 e sr s essens s ces s sbns oo 2i{d) =
{5) Total administrative expenses, Add lines 21{1) through (4).......ceccevvrinireer 2i(5) R T AR DT 37
i Total expenses. Add all expense amounts in column (b} and enter total ...... 2 o o 3,477
Net Income and Reconciliation
Kk Net income {foss). Subtract line 2j from fne 2d ... . 2k L L 219,836
1 Transfers of assets: : ' o R
(1) TO RIS PN 1o eeemeeeess oo sees s s ssss s srssse s sernst s s senssmsnscensosesenehd 2{1)
(2) From this plan 21(2)

| Part Il | Accountant’s Opinion

3 Gamplete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinlon is not
attached.

a The attached opinion of an Independent qualified public accountant for this plan is (see instructions}):
n I:I Unqualified {2) D Qualified {3) g] Disclaimer 4) |:| Adverse

b Did the accountant perform a limited scope audit pursuant to 28 CFR 2520.103-8 and/or 103-12{d)? [ Ves [} No
¢ Enter the name and EIN of the accountant {or accounting firm) below: R ST e e e e
(1) Name: Sullivan & Co., LLC {2)EIN: 34-1856823

d The opinion of an independent gualified pubhc accountant is not attached because:
M B This form is filed for a CCT, PSA, or MTIA.  (2) |:| it will be attached to the next Form 5500 pursuant to 28 CFR 2520.104-50.

[ Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part IV, MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete fines 4j and 41. MT]As also do not complete line 41,

During the plan year: Yes No Amount

a Was there a failure to fransmil to the plan any participant contributions within the time
period described in 28 CFR 2510.3-1027 Conlinute to answar “Yas” for any prior year failures unti
fully corrected, (See instructions and DOL’s Voluntary Fiduciary Correction Program.).....en | 4a

b Woere any loans by the plan or fixed income obligations due the plan in defaulf as of the
close of the plan year o classified during the year as uncollectible? Disregard pariicipant loans
securad by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes" is
CHEOKEN,) 1verrrrrreenteeeerseraeresarstraees it s h st i s b s b sE R e £ RRE B0 T b £ 488 2R apAe e bt S e b be s s b e s s s e s e b bR e R e E R n e e s 4b X
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Yes Ne Amount

¢ Woere any leases to which the plan was a party in default or classified during the ysar as

uncollectible? (Attach Schedule G (Form 5500) Part I if "Yes" is checked.) ..o | 4c X
d  Woere there any nonexempt transactions with any party-in-interest? {Do not include transactions

reporied on ling 4a. Attach Schedute G (Form 5500) Part 11l i “Yes" is

GREEKET. ovr-vosvsesssessses s orssesssssassssss et esssssens st o8 eessesssess 4448 e E e s T Aot e pR PR snt e b snn st mrsnnas s 4d X
e  Was this plan coverad by a fidelity BONA7 ..o e e 4e X
f  Did the plan have a loss, whather or not reimbursed by the plan's fidelity bond, that was caused by

FrAUA OF AISNONESIYT 1 oviiriiisire i e e a st rr e e ar s e 1 AR b E bt s e b Af X
g  Did the plan hold any assetis whose current value was neither readily determinable on an

established market nor set by an independent third party appraiser? ..o o 4g X
h Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?........c.cocoes 4h b
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes" is checked, and

see instructions for format requUIrEMENTS.) ... s 4t X
i Were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if “Yes” is checked, and

see instructions for farmat reqUITEMENTS.) ... 4 X
k  Were ali the plan assets sither distributed to participants or beneficlaties, fransferred to another

plan, or brought under the control of the PBGCY ... s 4k X
| Has the plan failed to provide any benefit when due under the plan?.........ccoin 41 X
m  If this is an individual account plan, was there a blackout period? {See instructions and 29 CFR

D520, 709-3.) 1ot it ireeee s e e saenas e e e ere s demre b SRR R AT I PSSR et e 4m X
N if 4m was answered "Yes," check the “Yes" box If you either provided the required notice or ane of '

the exceptians to providing tha notice applied under 28 CFR 2520.101-3. .ccoinniiiiianmmininnes 4n X

5a  Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ [} Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year .
5b  [f, during this plan year, any assets or liahilities were transferred from this plan to another plan{s), identify the plan(s) to which assets or liabllities were

transferred, (See instructions.)

5b(1) Name of plan(s)

5h(2) EIN(s) 5b(3) PN(s)

5cifthe planis a defined benefit plan, Is it coverad under the PBGG insurance program (See ERISA section 4021.)7 ...... D Yes D No D Not determined

If "Yes" is checked, enter the My PAA confimation number from the PBGC premium filing for this plan year,

. (See instructions.)




., National Coalition

October 10, 2018
PlanConnect

100 Madison Street
Syracuse, NY 13202

PlanConnect:

The audit for the National Coalition of Health Care Sharing Ministries 403(b) retirement plan will
not be ready to attach to the 2017 5500 filing by the extended due date of October 15, 2018.

Unfortunately, the auditors will not have adequate time to plan, perform and complete their
audit by the October 15, 2018 deadline.

The audit is expected to be completed no later than the 1t quarter of 2019.

Sincerely,

Stephen Funst, (70

Stephen Furst
Plan Administrator



., National Coalition

October 10, 2018
PlanConnect

100 Madison Street
Syracuse, NY 13202

PlanConnect:

The audit for the National Coalition of Health Care Sharing Ministries 403(b) retirement plan will
not be ready to attach to the 2017 5500 filing by the extended due date of October 15, 2018.

Unfortunately, the auditors will not have adequate time to plan, perform and complete their
audit by the October 15, 2018 deadline.

The audit is expected to be completed no later than the 1t quarter of 2019.

Sincerely,

Stephen Funst, (70

Stephen Furst
Plan Administrator



