Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
D f the T
|ﬁ?§ﬁg}e£é\?e;ui S'SS?C“JV sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 17

Department of Labor » Complete all entries in accordance with

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

Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A This return/report is for: |:| a multiemployer plan a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
|:| a single-employer plan D a DFE (specify)
B This return/report 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 4 D
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 333
HR PLUS 401(K) SAVINGS PLAN number (PN) »
1c Effective date of plan
01/01/2012
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) 26-2015657
HR PLUS, LLC 2C Plan Sponsor’s telephone
number
586-697-5729
47866 VAN DYKE AVENUE 2d Business code (see
SHELBY TOWNSHIP, MI 48317 instructions)
561300

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. 10/04/2017 DARLENE TRENT
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 ‘ 190
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAT ...............ccoveeverviveeereeeisesee oo 6a(l) 182
a(2) Total number of active participants at the end 0f the PIAN YEAI ...........ccc..iverireerriereieriseeeeseseeses s 6a(2) 179
b Retired or separated participants reCeiVing DENEMILS ..............c.cccvvuiueiieeieeeeiee ettt s e en e s senen 6b 4
C Other retired or separated participants entitled to future DENEFItS .........cciciii i 6¢c 11
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 194
€ 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 194
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 89
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 2
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:
2E 2F 2G 2J 2K 2T 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) 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 ©) -3 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

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number (PN) > 333

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

HR PLUS, LLC

D Employer Identification Number (EIN)
26-2015657

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA 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
39-0989781 86231 807506-000 20 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

1905

2954

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

BENEFITS ADMINISTRATORS, LLC

269 WEST MAIN STREET, STE 700
LEXINGTON, KY 40507

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2954| FEES

5

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

HORNOR TOWNSEND & KENT INC.

600 DRESSHER RD., STE. C
HORSHAM, PA 19044

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1905

ol COMMISSION

3

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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Page 3

Part Il | Investment and Annuity Contract Information

this report.

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
5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5 953989
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 0
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
®) 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 (2 D immediate participation guarantee
(3) |:| guaranteed investment (4) other P STABLE VALUE OPTION
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 9493
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 4500
(2) DIVIAENAS @NA CrEAILS .........oeveeeceeeeeeeeeeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 256
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4) 47311
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 802
» CONV 114.43, FORF CREDIT 687.87
(B)TOMAI AATIHIONS ...t e et s e ee e s n st n e st n e ssen e ennens 7c(6) 52869
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 62362
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 35084
(2) Administration charge made by Carfier...........ccccovevveeeeeeeeeeeeeeeseeeennn] 7e(2) 131
(3) Transferred to separate account | 7e(3) 0
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee et 7e(4) 165
) FID 7.04, FORF 83; I/S FEE 25, TPA FEE 50
(5) TOAl ARAUCHONS .......c..cvoeeeeeeeeeeee oo e s s s ee s e s en s s s seeneeneenes s 7e(5) 35380
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f 26982
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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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insuran

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

ce Information

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2017

This Form is Open to Public

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017

A Name of plan
HR PLUS 401(K) SAVINGS PLAN

pursuant to ERISA section 103(a)(2). Inspection
and ending  12/31/2017
B Three-digit
plan number (PN) 4 333

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

HR PLUS, LLC

D Employer Identification Number (EIN)
26-2015657

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

Policy or contract year

e) Approximate number of
(c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
39-0989781 86231 807508-000 30 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

341

553

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

BENEFITS ADMINISTRATORS, LLC

269 WEST MAIN STREET, STE 700

LEXINGTON, KY 40507

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

553

FEES

5

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

HORNOR TOWNSEND & KENT INC.

600 DRESHER ROAD, STE. C

HORSHAM, PA 19044

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

341

ol COMMISSIONS

3

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

Schedule A (Form 5500) 2017

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

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.
4 Current value of plan’s interest under this contract in the general account at year nd...................cccooveveveverereueeeeeennn... 4
5 Current value of plan’s interest under this contract in separate accounts at year end .. 5 351285
6 Contracts With Allocated Funds:
a State the basis of premium rates »
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
®) 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 (2 D immediate participation guarantee
(3) |:| guaranteed investment (4) other P STABLE VALUE OPTION
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 3816
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 23076
(2) DIVIAENAS @NA CrEAILS .........oeveeeceeeeeeeeeeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 82
(4) Transferred from Separate ACCOUNL ...........ccevrueveeruerreerererieseseesenesiesnanad 7c(4) 2582
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 2221

P CONV 1863.72, FORF 301.20, LOAN P&I 56.13

(6)Total additions 27961
d Total of balance and additions (add lines 7b and 7¢(6)). 31777
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 161

(2) Administration charge made by Carrier............cc.ccevevevevcreeveeeeseeeeeeeennn] 7e(2) 83

(3) Transferred to separate aCCOUNT .........cceeieeiieiiiiiiieriee e 7¢e(3) 0

(4) Other (SPECIfY DEIOW)..........oveeeeeeeeeeeeeeeeeeeeeeee o] 7e(4) 3342

p FID 2.33, FORF 84, LN FEE 24, LN ISS 3231.50

(5) TOAl ARAUCHONS .......c..cvoeeeeeeeeeeee oo e s s s ee s e s en s s s seeneeneenes s 7e(5) 3586
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee 7f 28191
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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




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Insurance Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

» Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number (PN) > 333

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

HR PLUS, LLC

D Employer Identification Number (EIN)
26-2015657

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA 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
39-0989781 86231 807507-000 39 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

971

4117

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

BENEFITS ADMINISTRATORS, LLC

269 WEST MAIN STREET, SUITE 700

LEXINGTON, KY 40507

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4117|FEES

5

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

HORNOR TOWNSEND & KENT INC

600 DRESHER RD., STE. C
HORSHAM, PA 19044

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

971

ol COMMISSIONS

3

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

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

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2017

Page 3

Part Il | Investment and Annuity Contract Information

this report.

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
5 Current value of plan’s interest under this contract in separate accounts at Year nd ..................ccccovevevevereeeeverererennn.. 5 1444618
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 0
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
®) 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 (2 D immediate participation guarantee
(3) |:| guaranteed investment 4 other P STABLE VALUE OPTION
b Balance at the end of the PrEVIOUS YOI ..............covovoieeseeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e l 7b 298
C Additions: (1) Contributions deposited during the year..............cccccovvevenen.n.) 7c(1) 1230
(2) DIVIdeNds aNd Credits ..........c.cvecueveeeeeeceeseeeieseeee e esee e 7c(2) 0
(3) Interest credited dUNNG the YEar...........cc.cceuevreeveeerieeeeeeee e 7c(3) 48
(4) Transferred from Separate aCCOUNL ..............covevervrereeieieeeeesieiseeeieeseean] 7c(4) 7605
(5) Other (SPECIFY DEIOW)........vcveveeeeereeeieeeieeeeee e et 7c(5) 102
» CONV .68, EBA 42.60, FORF 40.33, LN P&l 18.09
(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) 8985
d Total of balance and additions (add [iNES 7b @NA 7C(B)). .....vvrvrvreerrrereireeeseeeeeeeseeeeeeeeeseeeeeeeseeeree e seen e senes s l 7d 9283
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 3831
(2) Administration charge made by Carfier...........ccccovevveeeeeeeeeeeeeeeseeeennn] 7e(2) 20
(3) Transferred to separate account | 7e(3) 0
(4) Other (SPECIfY DEIOW)........couevvereereeeeieeceesecee et 7e(4) 92
) ADMIN .15, EBA 42.60, FID 1.39, FORF 47.61
(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) 3943
f  Balance at the end of the current year (subtract line 7e(5) from IN€ 70).........c.oooioieeeoeeeeeeeeeieeeeeeeeeeeeeeee l 7f 5340
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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) >
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 017
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bgr?;:trsngcﬁrityaAg: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
HR PLUS 401(K) SAVINGS PLAN plan number (PN) > 333
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HR PLUS, LLC 26-2015657

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 D 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
TRANSAMERICA LIFE INSURANCE COMPANY

39-0989781
(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 5500) 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)

TRANSAMERICA LIFE INSURANCE COMPANY

39-0989781
(0) © (A NG G, @ ON
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 plan plan received 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-.
1552 62 64 | RECORDKEEPER 10014 0
67 Yes No D Yes No D Yes |:| No
(@) Enter name and EIN or address (see instructions)
BENEFITS ADMINISTRATORS, LLC
61-1291181
(o) © (A NG . @ ON
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 plan plan received 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-.
1537 64 RECORDKEEPER 1350 42
Yes NOI:I Yes No[l Yes[l No
(a) Enter name and EIN or address (see instructions)
MESIROW FINANCIAL, INC.
36-3194849
(b) (c) (d) (e) (f) (9) (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 plan plan received 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-.
27 INVESTMENT 510
ADVISORY-PLAN ves [] No ves [] No[] ves [] No []
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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.




Schedule C (Form 5500) 2017

Page 5 -

‘ 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

DFE/Participating Plan Information

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

P File as an attachment to Form 5500.

OMB No. 1210-0110

2017

Employee Benefits Security Administration

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
HR PLUS 401(K) SAVINGS PLAN plan number (PN) > 333

C Plan or DFE sponsor's name as shown on line 2a of Form 5500
HR PLUS, LLC

D Employer Identification Number (EIN)
26-2015657

Part |

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

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

a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY

b Name of sponsor of entity listed in (a): AMERICAN FUNDS NEW PERSPECTIVE RET OPT
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN39-0989781-002 code 103-12 IE at end of year (see instructions) 7576
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a): TEMPLETON GLOBAL BOND RET OPT
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ! ' 32808
C EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a): TA VANGUARD LIFESTRATEGY CONSERVATIVE GROWTH RET OPT
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N N ’ ' ' 10927
C EIN-PN39-0989781-002 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a): TA VANGUARD LIFESTRATEGY GROWTH RET OPT
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- E - ' ’ ' 870046
C EIN-PN39-0989781-002 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a): TA VANGUARD LIFESTRATEGY INCOME RET OPT
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - 781-002 P \ 3 ) 77
C EIN-PN  39-0989781-00 code 103-12 IE at end of year (see instructions) 59770
a Name of MTIA, CCT, PSA, or 103-12 IE; TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a): TA VANGUARD LIFESTRATEGY MODERATE GROWTH RET OPT
d Entity P | € Dollar value of interest in MTIA, CCT, PSA, or
- R R ' ! ' 525648
C EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
b Name of sponsor of entity listed in (a): DFA U.S. TARGETED VALUE PORTFOLIO RET OPT
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 1680
C EIN-PN39-0989781-002 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
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Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY

INVESCO DIVERSIFIED DIVIDEND RET OPT

Name of sponsor of entity listed in (a):

EIN-PN 39-0989781-002 d Entity =] € Dollar value of interest in MTIA, CCT,_PSA, or 23072
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 [E: TRANSAMERICA LIFE INSURANCE COMPANY
- . VICTORY SYCAMORE ESTABLISHED VALUE RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- R 781-002 N ' ' 4930
EIN-PN  39-0989781-00 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
I . TRANSAMERICA PARTNERS STOCK INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ' ' 708195
EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
Lo . STATE STREET RUSSELL SMALL CAP VALUE INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- - - N ' ! 3078
EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
- . STATE STREET RUSSELL SMALL CAP INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity [=] € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-002 N T ! 32029
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
I . . STATE STREET INTERNATIONAL INDEX RET OPT
Name of sponsor of entity listed in (a):
EIN-PN  39-0989781-002 d Entity P € Dollar value of interest in MTIA, CCT,_PSA, or 61064
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
I . STATE STREET S&P MID CAP INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-002 N v ' 81193
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
L . . STATE STREET U.S. BOND INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ' ' 108257
EIN-PN  39-0989781-002 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
- . LOOMIS SAYLES INVESTMENT GRADE BOND RET OPT
Name of sponsor of entity listed in (a):
d Entity =] € Dollar value of interest in MTIA, CCT, PSA, or
- N N ' ' ' 48276
EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
Name of sponsor of entity listed in (a): TAVANGUARD REIT INDEX RET OPT
EIN-PN  39-0989781-002 d Entity P € Dollar value of interest in MTIA, CCT, PSA, or 24901

code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 |E:

TRANSAMERICA LIFE INSURANCE COMPANY

STATE STREET EMERGING MARKETS INDEX RET OPT

Name of sponsor of entity listed in (a):

EIN-PN 39-0989781-002 d Entity =] € Dollar value of interest in MTIA, CCT,‘PSA, or 28833
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 [E: TRANSAMERICA LIFE INSURANCE COMPANY
- . STATE STREET RUSSELL LARGE CAP VALUE INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- R 781-002 N ' ' 20862
EIN-PN  39-0989781-00 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
I . STATE STREET RUSSELL LARGE CAP GROWTH INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- - - ’ ! ' 73848
EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
- . PIONEER SELECT MID CAP GROWTH RET OPT
Name of sponsor of entity listed in (a):
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
- - - N ’ ! 1932
EIN-PN 39-0989781-002 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
- . FEDERATED MDT SMALL CAP GROWTH RET OPT
Name of sponsor of entity listed in (a):
d Entity [=] € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-002 N . ’ 1822
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
I . . STATE STREET RUSSELL SMALL CAP GROWTH INDEX RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-002 N . ' 2622
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERICA LIFE INSURANCE COMPANY
I . MFS MASSACHUSETTS INVESTORS GROWTH STOCK RET OPT
Name of sponsor of entity listed in (a):
d Entity P € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-002 N v ' 16524
EIN-PN code 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




SCHEDULE H Financial Information OMS No. 1210-0110

(Form 5500)

Department of the Treasur This schedule is required to be filed under section 104 of the Employee 2017
el Revent Seriee Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

Department of Labor

Employee Benefits Security Administration

P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit 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
HR PLUS 401(K) SAVINGS PLAN plan number (PN) S 333
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HR PLUS, LLC 26-2015657

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) 0 20176
(2) Participant CONTBULIONS ...............coeveiereeeeeeseeseeseseseesees s s 1b(2) 0 3088
(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 ..., . 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) 28473 46769
(9) Value of interest in common/collective trustS..........coocveeeiieiiiiiee e 1c(9)
(10) Value of interest in pooled separate acCoUNtS...........c.coevevevevevereereeennnn. 1c(10) 2527781 2749893
(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) 0 60513
(14) Value of funds held in insurance company general account (unallocated |~ ;v
[o70] 11 =Tt ) PRSP P EP U PPPPPPRN
(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...........ccccceevevvveeviere e, le

Total assets (add all amounts in lines 1a through 1€).........c.ccccoveevevecvrennenes. 1f 2556254 2880439
Liabilities

Benefit Claims PAYADIE .........o.covovivieeeeeieeeee et 1g

OPErating PAYADIES ..........oveeeeeeeeeeeeeeeeeeeee e 1h

ACQUISItION INAEDIEANESS ...oovveie et ree et e e eaee s 1i

Other IADIIHIES........c..cvoveeceeeee e 1j

Total liabilities (add all amounts in lines 1g throughlj)........ccccceevivviniieeiinnnnnn 1k
Net Assets

Net assets (subtract line 1k from line 1f).......ccccooveriiieiriiiiniee e ‘ 1l ‘ 2556254 2880439

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) 48430

(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B) 163404

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C) 134580
(2) NONCASh CONADULIONS ........voveveeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 346414
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) 1315

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

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 1315
(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




Schedule H (Form 5500) 2017 Page 3

(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) 395659

(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 743388
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 407577

(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) 407577
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f
g Certain deemed distributions of participant loans (see instructions) 2g
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1) 11626

(2) Contract adminiStrator fEES.........uiiiuiieiiiie e 2i(2)

(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) 11626
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 419203

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 324185
| 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:JASON F. CLAUSEN, P.C. (2) EIN: 27-4097479

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 2991

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 @ fidelity DONG? ..........c.oieviiiieieiceeeee ettt teeere e 4e | X 200000
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. ......cccoiiieeiiiiieenieee e 4n
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.)



H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Deparment of Labor 6058(a) of the Internal Revenue Code (the Code).
r \ A This Form is Open to Public
Employee Benefits Security Administration b FEile as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
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
HR PLUS 401(K) SAVINGS PLAN plan number
(PN) » 333
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HRPLUS, LLC 26-2015657
Part | Distributions

All references

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
instructions

to distributions relate only to payments of benefits during the plan year.

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two

payors wh

EIN(s):

o0 paid the greatest dollar amounts of benefits):

45-6062081

Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
YBAI ...t eete ettt ettt e et ete et et e et eeat et e eae et e ebeeabeeteeat e bt eaeebeehe e st e eteeas e beeatenbeeheenteebeeas et en b e beetseteeaeeteebeeabesreenseateeaeere e
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .....c.eveevererreeenn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5 Ifawaiver
plan year,

of the minimum funding standard for a prior year is being amortized in this
see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6al
deficiency not Waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this Plan YEar..........cccccvevevveviesierseseeeenns 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEgativVe aMOUNL) ..........ooi it 6C
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?..............cccveveevvveveveenennns D Yes D No D N/A
8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChaNGE? ..........ooiiiiii et D Yes D No D N/A
Part Il Amendments
9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
BOX. 1f NO, CHECK ThE “NO” BOX. .....o.eieececeieieiseeeeeceete ettt ee st se st nsn e D Increase I:I Decrease D Both I:I No
| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.
10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?................. D Yes D No
11 a Does the ESOP hold any Preferf@d STOCK? ........ccooovoviveveueuceieeceeeeeeeteteeeeeesesesseete et sees s s esss et eesseseasesseas s es et esesessassessnesesassseesaesneees D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No
(See instructions for definition of “DaCK-T0-DACK” I0N.) ....cciiiiiiiie e e s e e e et e e et eeaaeeeeas

12  Does the ESOP hold any stock that is not readily tradable on an established SECUFtIeS MArKEL? ...........cco.covoivervreeesreereseeseesresenen []ves [] no

For Paperwork

Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2017
v. 170203
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d  Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer
of the participant for:
B THE CUITENE YEAT .....voeeeeeeeeeees ettt e et es e e en s s ee st eee st en e s en st en s seeneen e 14a
b The plan year immediately preceding the CUITeNt PIAN YEAI.............cceuevrueveceeieeeeeeeeeeeeee e 14b
C  The second PreCeding PIAN YEAI ........ccc.uii itttk e et e et e et b e e esb e e e e bbeaeanbreeenaneeas l4c
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year ...........ccccoecveennnneen. 15a
b The corresponding number for the second preceding PIAN YT ...............cococoeeeeeeeeeeeeeieeeeeeeeeeeeeeseeeeeeeeee 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........cccccecveeviiieeviieesiiee e 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh Withdrawn €MPIOYETS ........iiiiiiiiiiiie ittt et e e sttt e e e e s e e esbreesaneeesaneeesannes

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an AttACHMENT. ......uiuieii e e s s e e et

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental

information t0 be INCIUAE @S AN AHACHMENT ..........ciiiii e e st e et e e e st e e e saeeee e teeeaseeeeassaeeaasteeesssaeeesseeeansseeeasseeeensseeennseeeansseeeasseeeennseeennneeennnn

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)

a

b

Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

Provide the average duration of the combined investment-grade and high-yield debt:

|:| 0-3 years D 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):
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Certified Public Accountants

INDEPENDENT AUDITOR’S REPORT

To the Administrative Committee of
the HR Plus 401(K) Savings Plan

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of HR Plus 401(K) Savings Plan, which
comprise the statement of net assets available for benefits as of December 31, 2017, and the related
statement of changes in net assets available for benefits for the year then ended, and the related notes to
the financial statements.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in
accordance with accounting principles generally accepted in the United States of America; this includes the
design, implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free from material misstatement, whether due to fraud or error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the audit in
accordance with auditing standards generally accepted in the United States of America. Because of the
matter described in the Basis for Disclaimer of Opinion paragraph, however, we were not able to obtain
sufficient appropriate audit evidence to provide a basis for an audit opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974, the plan administrator instructed
us not to perform, and we did not perform, any auditing procedures with respect to the information
summarized in Note 3, which was certified by Transamerica Financial Life Insurance Company, the trustee
of the Plan, except for comparing the information with the related information included in the financial
statements. We have been informed by the plan administrator that the trustee holds the Plan’s investment
assets and executes investment transactions. The plan administrator has obtained a certification from the
trustee as of and for the year ended December 31, 2017, that the information provided to the plan
administrator by the trustee is complete and accurate.

Disclaimer of Opinion

Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we
have not been able to obtain sufficient, appropriate audit evidence to provide a basis for an audit opinion
on the 2017 financial statements. Accordingly, we do not express an opinion on the 2017 financial
statements referred to in the first paragraph.

Other Matter—Supplemental Schedules

The supplemental schedules of Assets Held for Investment Purposes at Year End, and Delinquent
Participant Contributions as of or for the year ended December 31, 2017, are required by the Department
of Labor's Rules and Regulations for Reporting and Disclosure under the Employee Retirement Income
Security Act of 1974 and are presented for the purpose of additional analysis and are not a required part of
the financial statements. Because of the significance of the matter described in the Basis for Disclaimer of
Opinion paragraph, we do not express an opinion on the supplemental schedules referred to above.

31408 Harper Ave., PMB 244, St. Clair Shores, MI 48082 www.jfclausenpc.com



Other Matter—2016 Financial Statements

The financial statements of the Plan as of December 31, 2016, were audited by predecessor auditors. As
permitted by 29 CFR 2520.103-8 of the Department of Labor's Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974 (ERISA), the plan administrator
instructed the predecessor auditors not to perform, and they did not perform, any auditing procedures with
respect to the information certified by Alerus Financial N.A. and Transamerica Financial Life Insurance
Company, the trustee of the Plan. Their report, dated October 13, 2017, indicated that (a) because of the
significance of the information that they did not audit, they were unable to obtain sufficient appropriate audit
evidence to provide a basis for an audit opinion and accordingly, they did not express an opinion on the
financial statements and (b) the form and content of the information included in the financial statements
other than that derived from the information certified by the Trustee, were presented in compliance with the
Department of Labor’s Rules and Regulations for Reporting and Disclosure under ERISA.

Report on Form and Content in Compliance With DOL Rules and Regulations 2017

The form and content of the information included in the 2017 financial statements and supplemental
schedules, other than that derived from the information certified by the trustee, have been audited by us in
accordance with auditing standards generally accepted in the United States of America and, in our opinion,
are presented in compliance with the Department of Labor's Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974.

St. Clair Shores, Ml
October 4, 2018



HR PLUS 401(K) SAVINGS PLAN
STATEMENT OF NET ASSETS AVAILABLE FOR BENEFITS
DECEMBER 31, 2017 AND 2016

2017 2016
ASSETS
Investments (At Fair Value)
Pooled separate accounts $ 2,749,893 $ 2,514,174
Stable value fund 60,513 13,607
Total investments (At Fair Value) 2,810,406 2,527,781
Receivables
Employer contributions 20,176 -
Participant contributions 3,088 -
Notes receivable from participants 46,769 28,473
Total receivables 70,033 28,473
TOTAL ASSETS 2,880,439 2,556,254
NET ASSETS AVAILABLE FOR BENEFITS $ 2,880,439 $ 2,556,254

See Independent Auditor's Report and Notes to the Financial Statements
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HR PLUS 401(K) SAVINGS PLAN
STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS
FOR THE YEAR ENDED DECEMBER 31, 2017

2017
ADDITIONS
Additions to net assets attributed to:
Investment income:
Net appreciation in fair value of investments $ 395,659
Interest on notes receivable from participants 1,315
Total investment income 396,974
Contributions:
Employers 48,430
Participants 163,404
Other (including rollovers) 134,580
Total contributions 346,414
TOTAL ADDITIONS 743,388
DEDUCTIONS
Deductions from net assets attributed to:
Administrative expenses 11,626
Benefits paid to participants 407,577
TOTAL DEDUCTIONS 419,203
Net increase 324,185
NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year 2,556,254
End of year $ 2,880,439

See Independent Auditor's Report and Notes to the Financial Statements
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HR PLUS 401(K) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2017 AND 2016

NOTE 1 - DESCRIPTION OF THE PLAN

The following description of the HR Plus 401(k) Savings Plan (the “Plan”) provides only
general information. Participants should refer to the plan agreement for a more complete
description of the Plan’s provisions.

General

The Plan was established on January 1, 2012. The purpose of the Plan is to provide future
retirement benefits for all eligible employees. It is subject to the provisions of the Employee
Retirement Income Security Act of 1974 ("ERISA”). The Plan offers a 401(k) option to
multiple employers. All participating employers of this multiple employer plan have signed
co-adoption agreements that enable them to accept or modify the elections of a master plan
document to meet their needs. Each company’s adopted plan agreement should be
referenced by the participants for additional information regarding plan specifications.

Participant Accounts

Each participant’s account is credited with the participant’s voluntary, transfer, and rollover
contributions, their participating employer contributions, as well as an allocation of the
Plan’s earnings and administrative expenses. Allocations of earnings are based on the
participants’ account balances, as defined. The benefit to which a participant is entitled is
the benefit that can be provided from that participant’s account.

Contributions

Each year, participants may contribute to the Plan on a pretax basis up to the maximum
percentage allowable, subject to certain Internal Revenue Code limitations. The participating
employer may contribute a discretionary percentage of the amount deferred by the
employees. The employer may also contribute a discretionary amount determined each
year by the participating employer. Contributions are accumulated and invested, as
directed by the participants, and held in trust by the trustee.

Vesting

Participants are immediately vested in their contributions, rollovers, plus actual earnings
thereon. Each plan provides vesting of participating employer contributions. See specific
plan agreements for service criteria, vesting percentages, and the policies regarding vesting
upon termination.

Forfeitures

Forfeitures of the employer’s contributions and earnings thereon resulting from participants
leaving the Company prior to vesting are retained in a forfeiture account. Forfeitures are
used to decrease the employer matching contributions.

Investments

Participants direct the investment of their contributions into various investment options
offered by the Plan. The Plan currently offers pooled separate accounts in various mutual
funds and one stable value fund from registered investment companies as investment
options for plan participants.

Payment of Benefits
On termination of service due to death, disability, retirement, or other reasons, a participant

may elect to receive a lump-sum amount equal to the value of the participant’s vested
interest in his or her account.

See Independent Auditor’s Report and Supplementary Information
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HR PLUS 401(K) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2017 AND 2016

NOTE 1 - DESCRIPTION OF THE PLAN (CONTINUED)

Notes Receivable from Participants

Subject to limitations, a participant may borrow from the vested portion of his or her
elective account. The minimum amount of any loan is $1,000 and the maximum amount is
the lesser of 50% of a participant's vested amount or $50,000. A participant may only have
one loan outstanding at any given time and a loan may be refinanced. The loan is secured
by the participant’s vested interest in his or her account. The interest rate on a loan is
determined at the time of the loan as prime plus 1% and will be constant through the loan.
Principal and interest are paid ratably through payroll deductions. All loans a required to be
repaid within 5 years, except loans to acquire the participant’s principal residence which
may not exceed 360 months.

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES

Basis of Accounting
The accompanying financial statements have been prepared in accordance with accounting
principles generally accepted in the United States of America.

Use of Estimates

The preparation of the Plan’s financial statement in conformity with generally accepted
accounting principles requires the plan administrator to make estimates and assumptions
that affect the reported amounts of net assets available for plan benefits at the date of the
financial statements and the changes in net assets available for plan benefits during the
reporting period and, when applicable, disclosures of contingent assets and liabilities at the
date of the financial statements. Actual results could differ from those estimates.

Notes Receivable from Participants

Notes receivable from participants are measured at their unpaid principle balance plus any
accrued but unpaid interest. Notes receivable from participants are deemed to be in default
if a scheduled installment payment has not been received within 90 days of the date it was
due. Defaulted participant loans are reclassified as distributions based upon the terms of
the plan document.

Investment Valuation and Income Recognition

Participants have the right to direct employer and employee contributions to any of the
investment options offered by the Plan. The investment options are with registered
investment companies and include a stable value fund and various stock and bond funds.
The fund values are computed daily by the custodians and reflect changes in the unit values
of the investments. Participant loans are valued at their outstanding balances, which
approximate fair value. Purchases and sales of securities are recorded on a trade-date
basis. Interest is recorded on an accrual basis and dividends are recorded on the ex-
dividend date.

Payment of Benefits
Benefit payments to participants are recorded upon distribution.

Administrative Expenses

Administrative expenses of the Plan, other than the general investment expenses incurred
by the trustee, are paid by the Plan’s sponsor as provided in the Plan document.

See Independent Auditor’s Report and Supplementary Information
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HR PLUS 401(K) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2017 AND 2016

NOTE 3 - DEPARTMENT OF LABOR LIMITED-SCOPE AUDIT

The Plan administrator has elected the method of compliance as permitted by 29 C.F.R.
2520.103-5(c)(1) of the Department of Labor’s Rules and Regulations for Reporting and
Disclosure under ERISA. Accordingly, as permitted under such election, the Plan
administrator instructed the Plan’s independent auditors not to perform any auditing
procedures with respect to the following information certified by Transamerica Life
Insurance Company, the trustee of the Plan, and furnished to the plan administrator. The
plan administrator has obtained certifications from the trustee that such information is
complete and accurate.

2017 2016
Statements of Net Assets Available for Benefits:
Interest in Transamerica Pooled Separate Accounts $ 2,749,893 $ 2,514,174
Interest in Transamerica Stable Value Fund 60,513 13,607

2017 investment balances and information are included in the supplementary schedule.
NOTE 4 - INVESTMENT CONTRACT WITH INSURANCE COMPANY

In 2016, the plan entered into an investment contract with Transamerica Life Insurance
Company. Transamerica maintains the contributions in a pooled separate account that
offers various investment options. The pooled separate account is credited with earnings on
the underlying investment and charged for participant withdrawals and administrative
expenses. The contract is included in the financial statements at fair value, which
approximates contract value, as reported to the Plan by Transamerica. Contract value
represents contributions made under the contract, plus earnings, less participant
withdrawals and administrative expenses. Participants may ordinarily direct the withdrawal
or transfer of all or a portion of their investment at contract value.

NOTE 5 - FAIR VALUE MEASUREMENTS

Financial Accounting Standards Board (FASB) Accounting Standards Codification (ASC) 820,
Fair Value Measurements, establishes a framework for measuring fair value. That
framework provides a fair value hierarchy that prioritizes the inputs to valuation techniques
used to measure fair value. The hierarchy gives the highest priority to unadjusted quoted
prices in active markets for identical assets or liabilities (level 1 measurements) and the
lowest priority to unobservable inputs (level 3 measurements.) The three levels of the fair
value hierarchy under FASB ASC 820 are described below:

Level 1
Inputs to the valuation methodology are unadjusted quoted prices for identical assets or
liabilities in active markets that the Plan has the ability to access.

Level 2

Inputs to the valuation methodology include:

e Quoted prices for similar assets or liabilities in active markets;

e Quoted prices for identical or similar assets or liabilities in inactive markets;

e Inputs other than quoted prices that are observable for the assets or liability;

Inputs that are derived principally from or corroborated by observable market data by
correlation or other means.

See Independent Auditor’s Report and Supplementary Information
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HR PLUS 401(K) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2017 AND 2016

NOTE 5 - FAIR VALUE MEASUREMENTS (CONTINUED)

If the asset or liability has a specified (contractual) term, the Level 2 input must be
observable for substantially the full term of the asset or liability

Level 3

Inputs to the valuation methodology are unobservable and significant to the fair value
measurement.

The asset or liability’s fair value measurement level within the fair value hierarchy is based
on the lowest level of any input that is significant to the fair value measurement. Valuation
techniques used need to maximize the use of observable inputs and minimize the use of
unobservable inputs.

Following is a description of the valuation methodologies used for assets measured at fair
value. There have been no changes in the methodologies used at December 31, 2017.

Stable value fund: Transamerica Life Insurance Company establishes the effective annual
interest rate of the fund before the first day of each month. The contract value is based on
significant observable input from Transamerica and is therefore a Level 1 investment within
the fair value hierarchy.

Pooled separate accounts: Presented at market value based on number of units held in the
pooled accounts multiplied by unit values. The unit values of the pooled separate accounts
are based on significant observable inputs that are based upon quoted market prices in an
active market and are therefore considered Level 1 investments within the fair value
hierarchy.

The methods described above may produce a fair value calculation that may not be
indicative of net realizable value or reflective of future fair values. Furthermore, while the
Plan believes its valuation methods are appropriate and consistent with other market
participants, the use of different methodologies or assumptions to determine the fair value
of certain financial instruments could result in a different fair value measurement at the
reporting date.

The following tables sets forth by level, within the fair value hierarchy, the Plan’s assets at
fair value as of December 31, 2017 and 2016, respectively.

December 31, 2017

Level 1 Level 2 Level 3 Total
Pooled separate accounts $ 2,749,893 $ -0- $ -0- $ 2,749,893
Stable value fund 60,513 -0- -0- 60,513
Total assets at fair value $ 2,810,406 $ -0- $ -0- $ 2,810,406

See Independent Auditor’s Report and Supplementary Information
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HR PLUS 401(K) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2017 AND 2016

NOTE 5 — FAIR VALUE MEASUREMENTS (CONTINUED)

December 31, 2016

Level 1 Level 2 Level 3 Total
Pooled separate accounts $ 2,514,174 $ -0- $ -0- $ 2,514,174
Stable value fund* 13,607 -0- -0- 13,607
Total assets at fair value $ 2,527,781 $ -0- $ -0- $ 2,527,781

NOTE 6 - TAX STATUS

Although the Plan has not requested determination from the Internal Revenue Service as to
the Plan’s tax-exempt status, the prototype plan from which the Plan was drafted has
received a favorable determination from the IRS. The trustees and the third-party
administrator believe that the Plan is designed to operate in accordance with all applicable
provisions of the Internal Revenue Code. Therefore, the trustees, as well as the third-party
administrator, believe that the Plan is qualified and that the related trust is exempt from
taxation under the Internal Revenue Code.

Accounting principles generally accepted in the United States of America require plan
management to evaluate tax positions taken by the plan and recognize a tax liability (or
assets) if the plan has taken an uncertain position that more likely than not would not be
sustained upon examination by the Internal Revenue Service. The plan administrator has
analyzed the tax positions taken by the plan, and has concluded that as of December 31,
2017, there were no uncertain positions taken or expected to be taken that would require
recognition of a liability (or asset) or disclosure in the financial statements. The plan is
subject to routine audits by taxing jurisdictions; however, there are currently no audits for
any tax periods in progress. The plan administrator believes it is no longer subject to
income tax examinations for years prior to 2014.

NOTE 7 - PLAN TERMINATION

Although it has not expressed any intent to do so, the Plan sponsor has the right under the
Plan to discontinue its contributions at any time and to terminate the Plan subject to the
provisions of ERISA. In the event of plan termination, interest not previously vested will
become immediately, completely vested and nonforfeitable.

NOTE 8 — PARTY-IN-INTEREST

Certain Plan investments are invested in accounts held and managed by Transamerica Life
Insurance Company. Transamerica Life Insurance Company is the trustee as defined by the

Plan and, therefore, these transactions qualify as party-in-interest transactions. Investment
fees paid by the Plan during 2017 were $10,841.

NOTE 9 - FIDELITY BOND

As of December 31, 2017, the plan was covered by a fidelity bond in the amount of
$200,000.

See Independent Auditor’s Report and Supplementary Information
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HR PLUS 401(K) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
DECEMBER 31, 2017 AND 2016

NOTE 10 - RISKS AND UNCERTAINTIES

The Plan invests in various investment securities. Investment securities are exposed to
various risks such as interest rate, market and credit risks. Due to the level of risk
associated with certain investment securities, it is at least reasonably possible that changes
in the value of investment securities will occur in the near term and that such changes could
materially affect participants’ account balances and the amounts reported in the statements
of net assets available for benefits.

NOTE 11 - SUBSEQUENT EVENTS

The Plan management has evaluated subsequent events through the date of this report,
which is the date the financial statements were available to be issued.

See Independent Auditor’s Report and Supplementary Information
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HR PLUS 401(K) SAVINGS PLAN

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS HELD FOR INVESTMENT PURPOSES

PLAN YEAR ENDING DECEMBER 31, 2017

EIN: 26-2015657 PN: 333

b.

Issuer

Description

Cost

e.

Current Value

American Funds

Templeton
Vanguard
Vanguard
Vanguard
Vanguard
DFA
Invesco
Victory
Transamerica
State Street
State Street
State Street
State Street
State Street
Loomis
Vanguard
State Street
State Street
State Street
Pioneer
Federated
State Street
MFS

Transamerica

New Perspective

Global Bond

LifeStrategy Conservative
LifeStrategy Growth
LifeStrategy Income
Lifestrategy Moderate Growth
U.S. Targeted Value Portfolio
Diversified Dividend
Sycamore Established Value
Partners Stock Index

Russell Small Cap Value
Russell Small Cap Index
International Index

S&P Mid Cap Index

U.S. Bond Index

Sayles Investment Grade Bond
REIT Index

Emerging Markets Index
Russell Large Cap Value Index
Russell Large Cap Growth
Select Mid Cap Growth

MDT Small Cap Growth
Russell Small Cap Growth
Massachusetts Investors Growth Stock

Total pooled separate accounts

Stable Value Core Option

Participant notes receivable (interest rate 4.25%)

Indicates party-in-interest

$ 7,576
32,808
10,927

870,046
59,770
525,648
1,680
23,072
4,930
708,195
3,078
32,029
61,064
81,193
108,257
48,276
24,901
28,833
20,862
73,848
1,932
1,822
2,622
16,524

$ 2,749,893
60,513

46,769

See Independent Auditor's Report and Notes to the Financial Statements
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HR PLUS 401(K) PLAN
SCHEDULE H, LINE4a - SCHEDULE OF DELINQUENT PARTICIPANT CONTRIBUTIONS

PLAN YEAR ENDING DECEMBER 31, 2017

EIN: 26-2015657 PN: 333

Participant
Contributions
Transferred Late to

Total that Constitutes Nonexempt Prohibited

Total Fully
Corrected Under
VFCP and PTE

Plan Transactions 2002-51
Check here if Late Contributions
Participant Loan Contributions Pending
Repayments are Contributions Corrected Correction in
included: X Not Corrected | Outside VFCP VFCP
$ 2,991

See Independent Auditor's Report and Notes to the Financial Statements
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Multiple-Employer Plan Participating Employer Information
HR Plus 401(k) Savings Plan, 26-2015657 / 333

(c) Percent of

(a) Name of Participating Employer (b) EIN Total Contributions
Caribou Services, Inc. 38-3579603 1.75%
Horizons HRS, LTD 26-2299587 22.56%
HR Plus, LLC 26-2015657 4.90%
Pinpoint Holdings, Inc. 35-1951603 6.35%
Professional Pastoral Counseling Institute, Inc. 31-1130153 6.81%
Rapid Rooter Plumbing of West Michigan 38-3579605 5.88%
Simply Media, LLC 46-1462147 6.43%
Steve DeYoung's Big Top Market 38-2540172 45.33%

100.00%




Form5500 ~ Annual Return/Report of Emplcyee Benefit Plan

This form is required 1o be filed for employee benefit plans under sections 104

Dapartmsnt of he Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
mfama.'?aevenue Service sections 6057(b) and 6058(a) of the Intemnal Revenue Code (the Code).
Department of Labor

s ; b Complete all entries in accordance with
SITEKLRS et s ey the instructions io the Farm 5500,

Pesnsion Benefit Guaranty Corporation

OMB Nes. 1210-0110
1210-0089

2017

This Form is Open to Public

inspection
| _Partl | Annual Report identification information N o ] N
For calendar plan year 2017 or fiscal pian year beginning 01 /01 /2017 , andending _ 12/31/2017
A This return/report is for: B a multiemployer plan @ a multipie-employer pian (Filers checking this box must attach a list of
h ' participating employer information in accordance with the form instructions.)
D a single-employsr plan D a DFE (specify)
B This returnfreport is: D the first return/report D the fina! refurn/report
D an amended return/report [I a shart pian year return/report (iess than 12 menths)

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

D& Check box if filing under: @ Form 55658 ﬂ automatic extension

D special axtension (enter description}
Fliaa 4

E] the DFVC program

| P arHi] Basic Plan infqmatien—_.emer all requested information

1a Name of pian
HR PLUS 401 (K} SAVINGS PLAN

1b Three-digit plan
number (PN) ¥ 333

1¢ Effective date of plan
01/01/2012

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal cede (if foreign, see instructions)
HR PLUS, LLC

47866 VAN DYKE AVENURE

SHELBY TOQWNSHIP MI 48217

2b Employer ldantification
Number (EIN)
26-2015657

2¢ Plan Sponsor's telephone
number
586-697-5725

2d Business code (see
instructions)
561300

Cautjion: A penalty for the late or incomplets filing of this returnireport wili be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | daclare that | have examinad this return/report, including accompanying schedu!e.s,
statemeng and attachments, as weli as the electronic version of this return/report, and to the hest of my knowledge and belief, it is true, correct, and complete.

gg;é : . r\{\_{}:—‘(”/\w@é/ I D/‘—I/jg Darlez}e Trent

Signature of plan administrator _ Date

Enier name of individual signing as plan administrator

o T 0 o ToesE [ 10/4//8 ounene see

= Signature of employerinian sponser | Date Enter name of individual signing as emgloyer or plan sponsor
.| Signature of DFE _ ] Date Ener name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instruetions for Form 5500, ' ' '

Form §500 (2017)
v. 170203



Form 5500 (2017) Page 2

3a Plan administrator's name and address B 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 I 190
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YE&T ............ccc.ccevevieeveieceeieece e 6a(1) 182
a(2) Total number of active participants at the end of the PIAN YEAT ..........ccceueveriiiiiieeeeeeecis et 6a(2) 179
b Retired or separated participants reCeIVING DENEFILS. ............coveveviveeeeeieeeeeete e ettt s ettt s e s sse s seeennans 6b 4
C Other retired or separated participants entitled t0 FULUTE BENEFILS ............co.co..oviveveeee et eeeen 6C 11
d Subtotal. Add NES BA(2), B, ANU BC..............oveereeeereeeeeeeeeeeeeeeeeeeeeeeeseeeseeeeeeeeeseeeeeeeeeeeeeeeseeeeeeeeeeeeeeseeeseeees e eeeeeeeeeeeeese s 6d 194
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cccoceeiiiiiiniiiic e, 6e 0
T Total. AAG lINES BA AN BE.........cucvvevrteveeeeececect et te ettt ettt et et s s e s e e s et et et ettt et s se e e s et et e se s et es s s e s eeetetetesasans of 194
g Number of participants with account balances as of the end of the plan year (only defined contribution plans 89
COMPIELE ThIS IEMY ....vveveeeieieieeeeeeteeet e s e st st ete st et et et et es s s eseeseea et etes et s es e s s seeeee st et et et eses s e e s es et et et et et et et s s s snens et et etasnssn e e e 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1SS thAN 100D VESLEA ......v.veeieieeiececteeeteteteteteteseseseseststeteteseses e ssssssssessset et et esee e eseseeeseteseset et et esnsnssssesestetesasan e e seseesaetetesasans 6h 2
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:
2E 2F 2G 2J 2K 2T 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)
1) ]E Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
(3) X Trust 3) X Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
1) ]E R (Retirement Plan Information) 1) E H (Financial Information)
2) D | (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money 3 )
Purchase Plan Actuarial Information) - signed by the plan @) @ > A (Insurance Information)
actuary (4) @ C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) X D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)



Form 5500 (2017) Page 3

Part IlI | 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.) oo [] Yes [] 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 Insurance Information

OMB No. 1210-0110

(Form 5500)

Department of the Treasury
Internal Revenue Service

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

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

2017

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

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

This Form is Open to Public

Inspection

01/01/ 2017

For calendar plan year 2017 or fiscal plan year beginning and ending

12/ 31/ 2017

A Name of plan
HR PLUS 401(K) SAVI NGS PLAN

B Three-digit

plan number (PN) >

333

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

26- 2015657

HR PLUS, LLC

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

Transanerica Life I nsurance Conpany

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number pe‘;zﬁgjgf‘égg‘ifa;‘)‘fggrOf (f) From (@) To
39- 0989781 86231 807506- 000 20 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

1, 905

2,954

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

Benefits Adm nistrators, LLC
269 West Main Street, Ste 700
Lexi ngt on KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Fees
0 2,954 5

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

Hor nor Townsend & Kent |nc.
600 Dressher Rd., Ste. C
Hor sham PA 19044
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Conmmi ssi on
1, 905 0 3

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

Schedule A (Form 5500) 2017

v. 170203



Schedule A (Form 5500) 2017 Page 2 —

(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 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
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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




Schedule A (Form 5500) 2017

Page 3

Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end......................ccccoeevvrveveriivenennn. 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..............c.ccocoovvererereeceveereninennn. 5 953, 989
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIE..........ceuieieeeeeeeeeeeeee ettt ettt ettt st et ettt s e e e eeeaeeeeeen s s s nteeees 6b
C  Premiums due but unpaid at the end Of the YEAI..........ccciiiiiiiiii e 6C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENTEr AMOUNL. ..........iiiiiiiiiiiie e
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
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration ) D immediate participation guarantee
?3) D guaranteed investment 4) E other P )
St abl e Val ue Option
b Balance at the end 0f the PrEVIOUS YEAI.............ccc.cvcvvveeeeeeeeieeieeeeeeeeeeeeeeeeeeteteseseseseseseesasesaesesenen s e eenaeaeaesesns 7b 9, 493
C  Additions: (1) Contributions deposited during the year............c..c..ccouvuevnn., 7c(1) 4, 500
(2) Dividends @nd CreditS..........ccceveveveveeeceeeieceeieee et 7c(2) 0
(3) Interest credited dUNNG the YEAY ...........ccv.oveeeereeeeeeeeeeeeeeeeeeee e, 7c(3) 256
(4) Transferred from Separate aCCOUNt...............o.evveeverreereerreereessereseseessenneas 7c(4) 47,311
(5) Other (specify below) 802
» Conv 114.43, Forf credit 687.87
(B)TOLAI AUGILIONS..........ovoeeeeeeeee e se e ee e e et e e se e eeeeneee e e eee e 7¢(6) 52, 869
d Total of balance and additions (add NS 7b AN 7C(B)). -....vvverrvevrereeeeeeeereeeeeeeeeeeeeseeeeeeeeeeees e eeenes e eeeienen | 7d 62, 362
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 35, 084
(2) Administration charge made by CArfer ...........cccocevevevevevevcereeieeeenereeeneend 7e(2) 131
(3) Transferred to Separate ACCOUN.............c.cocveveveeeeeeeeeeeeseeeeeeeee e ee e 7e(3) 0
(4) Other (SPECITY BEIOW) .......ccuevevevevereeeeeeecceceeeeee et 7e(4) 165
PFid 7.04, forf 83; I/S fee 25, tpa fee 50
(5) TOUAI AEAUCHONS ..ottt 7e(5) 35, 380
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ..............cccooveveverireereeeererererererrennn | 7f 26, 982




Schedule A (Form 5500) 2017 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
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 |:| Temporary disability (accident and sickness) ~ f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVEM. .......coueiuiriirieieieieieeeceie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccccceeiniiieniinennns 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........cccccceeeeevvveeennn. 9a(3)
(8) QM (1) + (2) = (3))ervverrreerreeereeeeseseeeseessseeeessessesesssssesessseseesesssseessseeseeeeeseseessesesesseesesssesessessesesrersesees | 9a(4)
b Benefit charges (1) Claims PaId...........ccovereereveieeeeeeeereeeeeeeeeeereesee e 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (00 (1) AN (2)) ..veoveveeeeeeereeeeeteeeeteee et e et e et et e et eee et e et et et et e e et essesessesetesetes e et easetereenerennene 9b(3)
(4) ClAIMS CRAIGET .....oueivieeietieieete ettt ettt ettt e te bt tesbese et es s e s e es e e teeaesaessesbeseentebeebeebessebe s entateeneenessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS .....cevieeeieeeieee ettt een e 9c(1)(A)
(B) Administrative service or other fees.............ccccevevveveeeveeeeeeeeeeennn 9c(1)(B)
(C) Other specific ACQUISIION COSES ..........ovveveeeeeieeeeeeeeereseeseneeenenen, 9c(1)(C)
(D) OthEr EXPENSES........cevveeeeeeeeeeeieseeeeieeeneeieseres s e iesesee s enesannas 9c(1)(D)
(E) TAXES c.ovveeeeeeeeeeeeee et ee e een sttt s st en e en et eneneenas 9c(1)(E)
(F) Charges for risks or other contingenCies..............cocoevrveerererennenen, 9c(1)(F)
(G) Other retention CRAIGES ...........ccov.veveveeeeeereeseeeeeeeseeee s ernennas 9c(1)(G)
(G ) L=V £ =) 2117 ) TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ccovveennnen. 9¢c(2)
d sStatus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) CIAIM FESEIVES ......eeeeeeeeeeeeeeetee et e et ettt e e aese et eae et et e es et et et e e et ess st eseesese s ese e st eassteseeteseeseteseetensaaenea 9d(2)
(B) OtNEI TESEIVES. .....eiteeuteetiete et ettt et e et e bt et e et ete e bt es e e bt eseeseees e e sheeseeeEeemeeaheeseeebeenbeeseeseeebeanbeeneeneeeteenteaneeneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cccccceevvciiennnncn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........iiiiiiiiiiiii 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..............cccccceeenne 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information

(Form 5500)

Department of the Treasury
Internal Revenue Service

OMB No. 1210-0110

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

2017

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

/ This Form is Open to Public
pursuant to ERISA section 103(a)(2).

Inspection

For calendar plan year 2017 or fiscal plan year beginning 01/01/ 2017 and ending 12/ 31/ 2017
A Name of plan B Three-digit
HR PLUS 401(K) SAVI NGS PLAN plan number (PN) > 333

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

HR PLUS, LLC 26- 2015657

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

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERI CA LI FE | NSURANCE COVPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number pe‘;zﬁgjgf‘égg‘ifa;‘)‘fggrOf (f) From (@) To
39- 0989781 86231 807508- 000 30 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

341 553

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

Benefits Adm nistrators, LLC
269 West Main Street, Ste 700
Lexi ngt on KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Fees
0 553 5

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

Hor nor Townsend & Kent |nc.
600 Dresher Road, Ste. C
Hor sham PA 19044
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
Commi ssi ons
341 0 3

Schedule A (Form 5500) 2017

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 170203



Schedule A (Form 5500) 2017 Page 2 —

(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 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
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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




Schedule A (Form 5500) 2017

Page 3

Part Il | Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end......................ccccoeevvrveveriivenennn. 4
5 Current value of plan’s interest under this contract in separate accounts at year end ...............cc..c.cccoeveverererrererennns. 5 351, 285
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIE..........ceuieieeeeeeeeeeeeee ettt ettt ettt st et ettt s e e e eeeaeeeeeen s s s nteeees 6b
C  Premiums due but unpaid at the end Of the YEaI...........uuiiiiiii e 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 poliCy, ENTEr AMOUNL. ..........iiiiiiiiiiiie e
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
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration ) D immediate participation guarantee
?3) D guaranteed investment 4) E other P )
St abl e Val ue Option
b Balance at the end 0f the PrEVIOUS YEAI.............ccc.cvcvvveeeeeeeeieeieeeeeeeeeeeeeeeeeeteteseseseseseseesasesaesesenen s e eenaeaeaesesns 7b 3, 816
C  Additions: (1) Contributions deposited during the year............c..c..ccouvuevnn., 7c(1) 23,076
(2) Dividends @nd CreditS..........ccceveveveveeeceeeieceeieee et 7c(2) 0
(3) Interest credited dUNNG the YEAY ...........ccv.oveeeereeeeeeeeeeeeeeeeeeee e, 7c(3) 82
(4) Transferred from separate aCCOUNL..............cccoveveieveieeiiereiseseeesseesieeeeens 7c(4) 2,582
(5) Other (specify below) s 7c(5) 2,221
» conv 1863.72, forf 301.20, |oan p& 56.13
(B)TOLAI AUGILIONS..........ovoeeeeeeeee e se e ee e e et e e se e eeeeneee e e eee e 7¢(6) 27,961
d Total of balance and additions (add NS 7b AN 7C(B)). -....vvverrvevrereeeeeeeereeeeeeeeeeeeeseeeeeeeeeeees e eeenes e eeeienen | 7d 31,777
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 161
(2) Administration charge made by CArfer ...........cccocevevevevevevcereeieeeenereeeneend 7e(2) 83
(3) Transferred to Separate ACCOUN.............c.cocveveveeeeeeeeeeeeseeeeeeeee e ee e 7e(3) 0
(4) Other (SPECITY BEIOW) .......ccuevevevevereeeeeeecceceeeeee et 7e(4) 3,342
pfid 2.33, forf 84, In fee 24, In iss
3231. 50
(5) TOtAl EAUCHIONS ...ttt ettt ettt ettt et sesa et et et et e s s e e e s s e et e s et et et et et e s s enaneeeets et et et en s s 7e(5) 3, 586
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ..............cccooveveverireereeeererererererrennn | 7f 28,191




Schedule A (Form 5500) 2017 Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
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 |:| Temporary disability (accident and sickness) ~ f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVEM. .......coueiuiriirieieieieieeeceie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccccceeiniiieniinennns 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........cccccceeeeevvveeennn. 9a(3)
(8) QM (1) + (2) = (3))ervverrreerreeereeeeseseeeseessseeeessessesesssssesessseseesesssseessseeseeeeeseseessesesesseesesssesessessesesrersesees | 9a(4)
b Benefit charges (1) Claims PaId...........ccovereereveieeeeeeeereeeeeeeeeeereesee e 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (00 (1) AN (2)) ..veoveveeeeeeereeeeeteeeeteee et e et e et et e et eee et e et et et et e e et essesessesetesetes e et easetereenerennene 9b(3)
(4) ClAIMS CRAIGET .....oueivieeietieieete ettt ettt ettt e te bt tesbese et es s e s e es e e teeaesaessesbeseentebeebeebessebe s entateeneenessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS .....cevieeeieeeieee ettt een e 9c(1)(A)
(B) Administrative service or other fees.............ccccevevveveeeveeeeeeeeeeennn 9c(1)(B)
(C) Other specific ACQUISIION COSES ..........ovveveeeeeieeeeeeeeereseeseneeenenen, 9c(1)(C)
(D) OthEr EXPENSES........cevveeeeeeeeeeeieseeeeieeeneeieseres s e iesesee s enesannas 9c(1)(D)
(E) TAXES c.ovveeeeeeeeeeeeee et ee e een sttt s st en e en et eneneenas 9c(1)(E)
(F) Charges for risks or other contingenCies..............cocoevrveerererennenen, 9c(1)(F)
(G) Other retention CRAIGES ...........ccov.veveveeeeeereeseeeeeeeseeee s ernennas 9c(1)(G)
(G ) L=V £ =) 2117 ) TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ccovveennnen. 9¢c(2)
d sStatus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) CIAIM FESEIVES ......eeeeeeeeeeeeeeetee et e et ettt e e aese et eae et et e es et et et e e et ess st eseesese s ese e st eassteseeteseeseteseetensaaenea 9d(2)
(B) OtNEI TESEIVES. .....eiteeuteetiete et ettt et e et e bt et e et ete e bt es e e bt eseeseees e e sheeseeeEeemeeaheeseeebeenbeeseeseeebeanbeeneeneeeteenteaneeneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cccccceevvciiennnncn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........iiiiiiiiiiiii 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..............cccccceeenne 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information

OMB No. 1210-0110

(Form 5500)

Department of the Treasury
Internal Revenue Service

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

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500.

2017

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information

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

This Form is Open to Public

Inspection

01/01/ 2017

For calendar plan year 2017 or fiscal plan year beginning and ending

12/ 31/ 2017

A Name of plan
HR PLUS 401(K) SAVI NGS PLAN

B Three-digit

plan number (PN) >

333

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

26- 2015657

HR PLUS, LLC

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERI CA LI FE | NSURANCE COVPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number pe‘;zﬁgjgf‘égg‘ifa;‘)‘fggrOf (f) From (@) To
39- 0989781 86231 807507- 000 39 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

971

4,117

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

Benefits ADM Nl STRATORS, LLC

269 West Main Street, Suite 700
LEXI NGTON KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
FEES
0 4,117 5

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

HORNOR TOWNSEND & KENT | NC
600 DRESHER RD., STE. C

HORSHAM PA 19044

Fees and other commissions paid

(b) Amount of sales and base

commissions paid (c) Amount (d) Purpose

(e) Organization code

COW SSI ONS

971 0

3

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 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
commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end......................ccccoeevvrveveriivenennn. 4
5 Current value of plan’s interest under this contract in separate accounts at year end ..............c.ccocoovvererereeceveereninennn. 5 1, 444,618
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAMTIE..........ceuieieeeeeeeeeeeeee ettt ettt ettt st et ettt s e e e eeeaeeeeeen s s s nteeees 6b
C  Premiums due but unpaid at the end Of the YEAI..........ccciiiiiiiiii e 6C 0
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENTEr AMOUNL. ..........iiiiiiiiiiiie e
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) D deposit administration ) D immediate participation guarantee
?3) D guaranteed investment 4) E other P )
St abl e Val ue Option
b Balance at the end 0f the PrEVIOUS YEAI.............ccc.cvcvvveeeeeeeeieeieeeeeeeeeeeeeeeeeeteteseseseseseseesasesaesesenen s e eenaeaeaesesns | 7b 298
C  Additions: (1) Contributions deposited during the year............c..c..ccouvuevnn., 7c(1) 1, 230
(2) Dividends @nd CreditS..........ccceveveveveeeceeeieceeieee et 7c(2) 0
(3) Interest credited dUNNG the YEAY ...........ccv.oveeeereeeeeeeeeeeeeeeeeeee e, 7c(3) 48
(4) Transferred from Separate aCCOUNt...............o.evveeverreereerreereessereseseessenneas 7c(4) 7, 605
(5) Other (specify below) ..........cccccevvveennnn. 102
» Conv .68, EBA 42.60, forf 40.33, In p&
18. 09
(B)TOLAI AUGILIONS..........ovoeeeeeeeee e se e ee e e et e e se e eeeeneee e e eee e 7¢(6) 8, 985
d Total of balance and additions (add lINES 7b @NA 7C(B)). ....c..vvvreeerurreeeiereeeeeeeeeeee ettt te ettt eeeenese e nenenenenes | 7d 9, 283
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 3,831
(2) Administration charge made by CArfer ...........cccocevevevevevevcereeieeeenereeeneend 7e(2) 20
(3) Transferred to SEPArate ACCOUN..............ccceveveverererrereenceraeesiesesesesenennend 7e(3) 0
(4) Other (SPECITY BEIOW) .......ccuevevevevereeeeeeecceceeeeee et 7e(4) 92
»adm n .15, eba 42.60, fid 1.39, forf 47.61
(5) TOUAI AEAUCHONS ..ottt 7e(5) 3,943
f Balance at the end of the current year (subtract line 7€(5) from liNe 7d) ..............cccooveveverireereeeererererererrennn | 7f 5, 340
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Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
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 |:| Temporary disability (accident and sickness) ~ f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVEM. .......coueiuiriirieieieieieeeceie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccccceeiniiieniinennns 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........cccccceeeeevvveeennn. 9a(3)
(8) QM (1) + (2) = (3))ervverrreerreeereeeeseseeeseessseeeessessesesssssesessseseesesssseessseeseeeeeseseessesesesseesesssesessessesesrersesees | 9a(4)
b Benefit charges (1) Claims PaId...........ccovereereveieeeeeeeereeeeeeeeeeereesee e 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (00 (1) AN (2)) ..veoveveeeeeeereeeeeteeeeteee et e et e et et e et eee et e et et et et e e et essesessesetesetes e et easetereenerennene 9b(3)
(4) ClAIMS CRAIGET .....oueivieeietieieete ettt ettt ettt e te bt tesbese et es s e s e es e e teeaesaessesbeseentebeebeebessebe s entateeneenessetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS .....cevieeeieeeieee ettt een e 9c(1)(A)
(B) Administrative service or other fees.............ccccevevveveeeveeeeeeeeeeennn 9c(1)(B)
(C) Other specific ACQUISIION COSES ..........ovveveeeeeieeeeeeeeereseeseneeenenen, 9c(1)(C)
(D) OthEr EXPENSES........cevveeeeeeeeeeeieseeeeieeeneeieseres s e iesesee s enesannas 9c(1)(D)
(E) TAXES c.ovveeeeeeeeeeeeee et ee e een sttt s st en e en et eneneenas 9c(1)(E)
(F) Charges for risks or other contingenCies..............cocoevrveerererennenen, 9c(1)(F)
(G) Other retention CRAIGES ...........ccov.veveveeeeeereeseeeeeeeseeee s ernennas 9c(1)(G)
(G ) L=V £ =) 2117 ) TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ccovveennnen. 9¢c(2)
d sStatus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) CIAIM FESEIVES ......eeeeeeeeeeeeeeetee et e et ettt e e aese et eae et et e es et et et e e et ess st eseesese s ese e st eassteseeteseeseteseetensaaenea 9d(2)
(B) OtNEI TESEIVES. .....eiteeuteetiete et ettt et e et e bt et e et ete e bt es e e bt eseeseees e e sheeseeeEeemeeaheeseeebeenbeeseeseeebeanbeeneeneeeteenteaneeneee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cccccceevvciiennnncn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........iiiiiiiiiiiii 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..............cccccceeenne 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2017
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Depart f Lab .
Employee Bonets gr:cﬁrityaAgi;ninistration P 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
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HR PLUS, LLC
26- 2015657

| 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

TRANSAMERI CA LI FE | NSURANCE COMPANY 39- 0989781

(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 5500) 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).

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

TRANSAMERI CA LI FE | NSURANCE COVPANY

39-0989781

(b)
Service
Code(s)

15 67

52
62
64

(c)
Relationship to
employer, employee
organization, 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
service provider excluding

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

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(). If none, enter -0-.
RECORDKEEPER
Yes@ NoD Yes NOD Yes[[ No@
10, 014 0

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

BENEFI TS ADM NI STRATCRS, LLC

61-1291181

(b)
Service
Code(s)

15
37
64

(c)
Relationship to
employer, employee
organization, 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
service provider excluding

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

person known to be enter -0-. other than plan or plan plan received 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-.
RECORDKEEPER
Yes@ NOI:I Yes NOD Yes[[ Nog
1, 350 42

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

MESI ROW FI NANCI AL,

I NC.

36- 3194849

(b)
Service
Code(s)

27

(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)

(f)

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
(). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

I NVESTMENT
ADVI SORY-
PLAN

510

Yes D No

Yes D No D

Yes |:[ No |:[




Schedule C (Form 5500) 2017
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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).

(@) 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)

(f)

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
(). 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 [[

(@) 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)

(f)

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 |:| No |:|

Yes |:[ No |:[

(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)

(f)

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
(). 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 |:[
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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.

(@) 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.

(@) 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

(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)

(¢) 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 lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: e 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
OMB No. 1210-0110

Retirement Income Security Act of 1974 (ERISA). 2017

) File as an attachment to Form 5500.

This Form is Open to Public

Inspection.
For calendar plan year 2017 or fiscal plan year beginning 01/017 2017 and ending 12/ 31/ 2017
A Name of plan B Three-digit
HR PLUS 401( K) SAVI NGS PLAN plan number (PN) > 333

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

HR PLUS, LLC

D Employer Identification Number (EIN)
26- 2015657

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:TRANSAVERI CA LI FE | NSURANCE COVPANY

b Name of sponsor of entity listed in (a): Amrer i can Funds New Per spective Ret Opt

_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 002 code 103-12 IE at end of year (see instructions) 7,576
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
b Name of sponsor of entity listed in (a): Tenpl et on A obal Bond Ret Opt

_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
c EIN-PN 39-0989781 002 code 103-12 IE at end of year (see instructions) 32, 808
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSANMERI CA LI FE | NSURANCE COMPANY
b Name of sponsor of entity listed in (a): TA Vanguard LifeStrategy Conservative Growth Ret Opt

} d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 002 code 103-12 IE at end of year (see instructions) 10, 927
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
b Name of sponsor of entity listed in (a): TA Vanguard LifeStrategy G owh Ret Opt

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 870, 046
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
b Name of sponsor of entity listed in (a): TA Vanguard LifeStrategy | ncome Ret Opt

R d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 002 code T 103-12 IE at end of year (see instructions) 59, 770
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
b Name of sponsor of entity listed in (a) TA Vanguard LifeStrategy Mderate G owh Ret Opt

B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 002 code 103-12 IE at end of year (see instructions) 525, 648
a Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
b Name of sponsor of entity listed in (8):DFA U. S. Targeted Val ue Portfolio Ret Opt

_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 1,680
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2017
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Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY

Name of sponsor of entity listed in (2):| nvesco Di versified Di vidend Ret Opt

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 23,072
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAVERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): Vi ct ory Sycanore Established Val ue Ret Opt
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 4,930
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSANMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): Tr ansaneri ca Partners Stock | ndex Ret Opt
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 708, 195
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street Russell Small Cap Val ue Index Ret Opt
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 3,078
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSANMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street Russell Small Cap | ndex Ret Opt
_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 32,029
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street International |Index Ret Opt
B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 61, 064
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAVMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (): St ate Street S& M d Cap | ndex Ret Opt
B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 81,193
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAVERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street U.S. Bond | ndex Ret Opt
B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code i 103-12 IE at end of year (see instructions) 108, 257
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): Loom s Sayl es | nvest nent Grade Bond Ret Opt
_ d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 48, 276
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (2): TA Vanguard REI T | ndex Ret Opt
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code 103-12 IE at end of year (see instructions) 24,901
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Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY

Name of sponsor of entity listed in (a): St at e Street Energi ng Markets | ndex Ret Opt

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 28, 833
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAVERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street Russell Large Cap Val ue | ndex Ret Opt
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 20, 862
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street Russell Large Cap Growth | ndex Ret Opt
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 73,848
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): Pi oneer Select Md Cap G owth Ret Opt
B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 1,932
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): Feder at ed MDT Snal|l Cap Gowth Ret Opt
R d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 1,822
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): St at e Street Russell Small Cap G owth | ndex Ret t
p
B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 2,622
Name of MTIA, CCT, PSA, or 103-12 IE: TRANSAVMERI CA LI FE | NSURANCE COVPANY
Name of sponsor of entity listed in (a): MFS Massachusetts I nvestors Gowh Stock Ret Opt
B d Entity € Dollar value of interest in MTIA, CCT, PSA, or
EIN-PN 39-0989781 002 code P 103-12 IE at end of year (see instructions) 16, 524

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 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

e 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 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

e 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

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information OMS No. 1210-0110
(Form 5500)

Department of the T This schedule is required to be filed under section 104 of the Employee 2017
.ﬁf’;rn’;}e;‘e;’enui st,,scugy Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

Department of Labor
Employee Benefits Security Administration

Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Ins pecti on
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
HR PLUS 401(K) SAVI NGS PLAN plan number (PN) 3 333

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

HR PLUS, LLC

D Employer Identification Number (EIN)
26- 2015657

‘ 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), 19, 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 ............cccoiiiiiiiiicii e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTIDULIONS............coieeeeeereterereieeeeeeee ettt 1b(1) 0 20, 176
(2) Participant CONtHBULIONS ...........coceveveveiereeeeeeeeececceee e 1b(2) 0 3, 088
() 011 2= T T OO 1b(3)
C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
of deposit)
(2) U.S. Government securities .. 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIETEITEU ...t 1c(3)(A)
(B) AlLOTNEI ..ottt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIETEITEU ..ot 1c(4)(A)
(B) COMIMION. ....vviieeieeeeee et 1c(4)(B)
(5) Partnership/joint VENtUre iNtEreStS ..............ccocoeeeevereeeeeeeeeeeeeeseeenees 1c(5)
(6) Real estate (other than employer real property)............c.cccocveveveeeennen. 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant [0ans................ccocoeeveveverererererernns 1c(8) 28,473 46, 769
(9) Value of interest in common/collective trusts 1c(9)
(10) Value of interest in pooled separate aCCOUNLS .............ccccooevvereeerreerneean 1c(10) 2,527,781 2,749, 893
(11) Value of interest in master trust investment accounts ................cc......... 1c(11)
(12) Value of interest in 103-12 investment eNtities...............ocoeeeeierrvereeenn. 1c(12)
ey o e eI companes (o0 el Lo(1) 0 60, 513
(14) Value of funds held in insurance company general account (unallocated 1c(14)
contracts)
(15) OUNEE ..ot 1c(15)

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

Schedule H (Form 5500) 2017
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1d

Employer-related investments:

(a) Beginning of Year

(b) End of Year

(1) Employer securities

1d(1)

(2) Employer real property

1d(2)

Buildings and other property used in plan operation ............ccccovvieiiiiiiiieeenn.

le

Total assets (add all amounts in lines 1a through 1€) ........ccccceeeiiiiiiiieennnnnne

1f

2,556, 254

2, 880, 439

Liabilities

Benefit claims payable.............cooiiii
Operating PAYAbIES .......coii i
ACQUISItION INAEDIEANESS ....oeeiiiiiiii e

Other abIlItIES ......ccvvieiiiiieiieeeeeeeeeeeeeeeeee s

1g

1lh

1i

1j

Total liabilities (add all amounts in lines 1g throughlj) .......ccccccceeiiiiiiiiiennnnn.

1k

Net Assets

Net assets (subtract line 1k from line 1f) .......c..eeeiiiiiiiiiie e,

7]

2,556, 254

2, 880, 439

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

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers.........ccccoveeeeninnenn.
(B)  PartiCIPANTS........eeiiiiiieiiiie ettt
(C) Others (including rollOVErS) ...........ceeiiiiieiiiee e
(2) Noncash CONHBULIONS ..........eeiiiiiiiiiii e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)...............
Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIL).......ccoiueiiiiiiiiiiiiee e

(B) U.S. GOVErNMENt SECUNMLIES .....cocuvieeiiiiieiiiee e
(C) Corporate debt INStrUMENTS........c.ceeiiiiiiiiiiicicce e
(D) Loans (other than to partiCipants)..........ccccveeriieeeniiieeiiiee e
(E) Participant I0@NS ........ccccuviiiiiiiiiiicecieiceeee e
(F)  OtNET i
(G) Total interest. Add lines 2b(1)(A) through (F)......ccccoeiriiiiiniiienine.
(2) Dividends: (A) Preferred StOCK..........ccveiiiiiiiiiiiiiiiiciiicceec e
(B)  COMMON SLOCK.....cuuriiiiiiie ittt
(C) Registered investment company shares (e.g. mutual funds)............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES .t
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds..
(B) Aggregate carrying amount (see instructions) ...............
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ...............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate................c......

(B) ORI e

(C) Total unrealized appreciation of assets.
Add [ines 2D(5)(A) and (B)....ccueerureriieirieiieniee et

(a) Amount

(b) Total

2a(1)(A)

48, 430

2a(1)(B)

163, 404

2a(1)(C)

134, 580

2a(2)

2a(3)

346, 414

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

1, 315

2b(1)(F)

2b(1)(G)

1, 315

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(#4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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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) 395, 659

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

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

(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (e.g., Mutual funds).........ccceoiuiieiiiiiiiiee e
C O hEI INCOME.. ..ttt et e e e et e e e e e e e aabneeeeeeend 2c
d Total income. Add all income amounts in column (b) and enter total....................., 2d 743, 388
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 407, 577

(2) Toinsurance carriers for the provision of benefits............cccccovviriiennn. 2e(2)

(B) ONET .ottt 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3).......ccccceviiiriiiiiennnne. 2e(4) 407, 577
f Corrective distributions (S€€ INSITUCHIONS) ..........c.evevreeieireiereeeieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
N INEErESt EXPENSE ....... oot 2h
i Administrative expenses: (1) Professional fees...........c..ccceovvereerereerererenens 2i(1) 11, 626

(2) Contract adminiStrator fEES.........cciiuiiiiiiie e 2i(2)

(3) Investment advisory and management fees..........cccocvieiniiiinniieeniice e, 2i(3)

(A) OUNET ..o ee e n e ee e e 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)........cccccceveennee. 2i(5) 11, 626
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 419, 203

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d ..... 2k 324, 185
| Transfers of assets:

(1) TOHHIS PN ... eeveeeeeee ettt 21(2)

(2) FIOM thiS PIAN. ......eeivieeeceeeeeeeeee e en st eneneeeand 21(2)

‘ Part Il ‘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):
@ [ ] unqualified @) [ ] Qualified 3) 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 [[ No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: Jason F. d ausen, P.C (2)EIN: 27-4097479

d The opinion of an independent qualified public accountant is not attached because:
) D This form is filed for a CCT, PSA, or MTIA.  (2) D 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, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

During the plan year: Yes No Amount

a  Was there afailure 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.).................... da

X 2,991

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
CRECKEUL) v ooeoeeeeeeeee e eeeeee e e e e es oo ab X
4a;: Self Correction: Deposit contributions and restored earnings conpl et ed.
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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.) ..........ccccceerniiiininiennnnne. 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 Ill if “Yes” is
CRECKEE.) v eeeeee e e eeeee e e eeee e e e et eee s e e e e e e e e ee st eee e st e e e e e e e e s ee s ee s e s ees e eeeseeeeseeeerene 4d X
€  Was this plan covered by a fidelity DONA? ... 4e X 200, 000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FrAUA OF QISNONESIY? ...ttt ettt e et e s e aes 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?..........c.cccoveveeeiieniienieeeeennnn 49 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?.................. 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format reqUIrEMENTS.) .......oouiiiiiiie e e re e e e 4i 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 format reqUIrEMENES.) .........iiiiiiiiiiiii e 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? ......c..uiiiiiiiiiiiii i ak X
I Has the plan failed to provide any benefit when due under the plan?.............ccocvieiiiiiiiiinc, 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) c1eeeureeeiee ettt R e e R e n e st e et re e n 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.........c.ccoiiviieniieennieeeiiineenns 4n
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  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)

5c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... [[ Yes [[ No D Not determined

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

. (See instructions.)




SCHEDULE R Retirement Plan Information OMB No. 1210-0110
(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2017
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
5 6058(a) of the Internal Revenue Code (the Code).
epartment of Labor

This Form is Open to Public

Employee Benefits Security Administration

P File as an attachment to Form 5500.

- ) ! Inspection.
Pension Benefit Guaranty Corporation
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
HR PLUS 401(K) SAVI NGS PLAN plan number
(PN) » 333
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HR PLUS, LLC 26- 2015657
Part | Distributions

All references to distributions relate only to payments of benefits during the plan year.

1 Total value of distributions paid in property other than in cash or the forms of property specified in the
INSTIUCHIONS ...ttt ettt ettt ettt ettt e et et et e s et e e et e se b et e s e s e s b e b e se s e se b et e s e b e st e b e s e s e se s et e s ebe s et e e ebens s esesnans 0

2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):

EIN(s): 45- 6062081
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
22 OO SOSPPROSRPRPO
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)

4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .........ccvvvevverrnnn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If awaiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding

. . 6a
deficiency not walved)

b  Enter the amount contributed by the employer to the plan for this plan Year..............ccccccceeveereeececceeeenennnn, 6b

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Nnegative @amMOUNL) ...........cciiiiiiiiiiii e 6¢C

If you completed line 6c, skip lines 8 and 9.

7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline?................cccceoveveeeeevennnene. D Yes D No D N/A

8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree With the ChANGE? .........oio et ateee e D Yes D No D N/A

Part il ‘ Amendments

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

box. If no, check the “No” box D Increase D Decrease D Both D No

| Part IV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?................. D Yes D No
11 a Does the ESOP hold @ny Preferfed SIOCK? ...........cvivieieereeeeeeeeeseseseeseeeseesesesies e tesses s eeesenesessesesessenssaesseesenenessnseessenesennneeen D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-back” 10aN.) ...
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.............ccococeoceveeereceeeeeeeeeeee D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2017

v. 170203
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box I:I and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:]] Hourly D Weekly D Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer
of the participant for:
B THE CUITENE YEAT ...ttt ettt e e s ettt e et e s e e e e et e e et ee e eet et en et ee e eeten s ee et en s eneessenans 14a
b The plan year immediately preceding the CUITENt PIAN YEAT ..........ccccvcvvvreeeeeeeeeeeeeeees et eseneneeneeens 14b
C  The Second PreCeAING PIAN YEAI ........c.uuuiiiie ettt ettt e e e e e ettt e e e e e e e bbb e e e e e e e aaabaeeaaeeaaaes 14c
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year............c.cccocvveennen. 15a
b The corresponding number for the second preceding PIAN YEAT ..............ccccovveeeeererereeeeeeseeseserereresenenens 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan year ..........ccccccceiviiiiniiiininee s, 16a
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh Withdrawn EMPIOYEIS ... ....iiiuiiiiiiii et e s e e b e e e s e e e sineeeans
17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding

supplemental information to be included as an attaChMENL. ...... i et e ettt e e e e e e et e aaas

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18

If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants

and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
[T (oTgaaE= e fo ol (o T o LN TaTod (0o (=T = Eo- T g TR= i = Uod 0 =Y o | SR

19

If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

b Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years |:[ 21 years or more
C  What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration D Other (specify):



HR PLUS 401(K) SAVINGS PLAN

SCHEDULE H, LINE 4i - SCHEDULE OF ASSETS HELD FOR INVESTMENT PURPOSES

PLAN YEAR ENDING DECEMBER 31, 2017

EIN: 26-2015657 PN: 333

b.

Issuer

Description

Cost

e.

Current Value

American Funds

Templeton
Vanguard
Vanguard
Vanguard
Vanguard
DFA
Invesco
Victory
Transamerica
State Street
State Street
State Street
State Street
State Street
Loomis
Vanguard
State Street
State Street
State Street
Pioneer
Federated
State Street
MFS

Transamerica

New Perspective

Global Bond

LifeStrategy Conservative
LifeStrategy Growth
LifeStrategy Income
Lifestrategy Moderate Growth
U.S. Targeted Value Portfolio
Diversified Dividend
Sycamore Established Value
Partners Stock Index

Russell Small Cap Value
Russell Small Cap Index
International Index

S&P Mid Cap Index

U.S. Bond Index

Sayles Investment Grade Bond
REIT Index

Emerging Markets Index
Russell Large Cap Value Index
Russell Large Cap Growth
Select Mid Cap Growth

MDT Small Cap Growth
Russell Small Cap Growth
Massachusetts Investors Growth Stock

Total pooled separate accounts

Stable Value Core Option

Participant notes receivable (interest rate 4.25%)

Indicates party-in-interest

$ 7,576
32,808
10,927

870,046
59,770
525,648
1,680
23,072
4,930
708,195
3,078
32,029
61,064
81,193
108,257
48,276
24,901
28,833
20,862
73,848
1,932
1,822
2,622
16,524

$ 2,749,893
60,513

46,769

See Independent Auditor's Report and Notes to the Financial Statements
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