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
be and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
partment of the Treasury N
Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 20 19
. Dlepa""ée”‘ ?{ Lgb‘" . » Complete all entries in accordance with
Oy rimimraton Y the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part 1| | Annual Report Identification Information
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
A This retum/report is for: D a multiemployer plan a ml.JIt.lpIe.—emponer plén (Fllers. chgcklng this box must attach g list of -
participating employer information in accordance with the form instructions.)
D a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, Check here. . . . ... ... i i e » D
D Check box if filing under: Form 5558 D automatic extension D the DFVC program
|:| special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
HR PLUS 401(K) SAVINGS PLAN number (PN) » 333
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, M| 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.

|—S|||5C|5q’\|£ Filed with authorized/valid electronic signature. 09/21/2020 DARLENE TRENT

Signature of plan administrator Date Enter name of individual signing as plan administrator

SIGN | Filed with authorized/valid electronic signature.

HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

SIGN | Filed with authorized/valid electronic signature.
HERE

Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2019)
v. 190130
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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 ‘ 157
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar ..............c.cccveviveveiceeieeeee e 6a(1) 148
a(2) Total number of active participants at the end of the PIaN YEAT ............cccoeirriiiierrceeriees e 6a(2) 154
b Retired or separated participants reCEIVING DENEFILS. ............ccvoveviverereeeeeceeeeee e e e sttt ees e et et te e st esetetete e seeessasaeeens 6b 12
C Other retired or separated participants entitled to future DENEFitS ...........oo i 6¢C 0
0 Subtotal. Add INES BA(2), 61, AN BC.......veeeeeeeeeeeeeeeeee ettt e ettt e e et eeeeee e ee et e ee e e et et enen e s nneeeas 6d 166
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..., 6e 0
T Total. AAG lINES BA AN BE.........cuvvvviereieeeecceet ettt a ettt et et e e st et et et et et es s s s s eet et et et et e b et et en s s ns et eaetebesassans 6f 166
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
oo LT =L AL L= L) NPT 69 80
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100%6 VESTEM .....cvueseisiissses s sssesssssesseeseesssseesees st eeseesees e s et st es st et s e eessesns et nt ettt et sttt en st en st nsanteneas 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 23 2K 2T 3D 3H
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)
Q) Insurance Q) Insurance
2) I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3) Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
Q) R (Retirement Plan Information) Q) H (Financial Information)
2) |:| I (Financial Information — Small Plan)
2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) —4_ A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) |:| 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 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 [] Yyes [] 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 2019 Form M-1 annual report. If the plan was not required to file the 2019 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2019

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
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

26-2015657

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 11l can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . . persons covered at end of
code identification number policy or contract year (f) From (9) To
39-0989781 86231 807506-000 0 01/01/2019 12/31/2019

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

1552

1800

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1800 | O

5

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

NORTHWESTERN MUTUAL INVESTMENT SERV

PRODUCER PATRICIA L BAILEY
720 E WISCONSIN AVE, ATTN IPS
MILWAUKEE, WI 53202

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

776

3

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

Schedule A (Form 5500) 2019
v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NORTHWESTERN MUTUAL INVESTMENT SERV PRODUCER DAVID N SOKOL
720 E WISCONSIN AVE, ATTN IPS
MILWAUKEE, WI 53202

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
776 0] o0 3

(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.................c..c.c.ccoevevevvereeerenenn... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd....................oc.ccoevereerrveeerereenenensn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c..c..voveeeeeeeeeeeee ettt ettt es sttt et es e ee s s ettt s s s e nseseana st st e s e e ns s s eneneees 6b
C  Premiums due but unpaid at the end Of the YA .........coiuiiiiiii e 6C
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. ...........coiiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) |:| other (specify) P
f  If contract purchased, in whole or in part, 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: (€H) D deposit administration 2 |:| immediate participation guarantee
(3) [ ] guaranteed investment (4) [X| other » STABLE VALUE OPTION
b Balance at the end Of the PrEVIOUS YEAI.........iuiriur ittt sttt sttt sttt | 7b 37760
C  Additions: (1) Contributions deposited during the year................cccevevevurunnns 7c(1) 4528
(2) DIVIOENTS ANG CIEAIS ... eeee e ee e eee e eeen e 7c(2) 0
(3) Interest credited dUMNG the YEaT ............cevieeereeereeeeeeeeeeee e, 7c(3) 202
(4) Transferred from Separate aCCOUNL...............cccoovveeiecuereeeeeseseeerseeenenas 7c(4) 582
(5) Other (SPECITY BEIOW) ........eveeeeeeeeeeceetee et 7c(5) 131
4 LOAN PRIN 124; LOAN INT 7
(B)TOLAI AUUIIONS ...ttt e e et et s e e e eeee s ee et et e et eeeeeeeee e et et s et s eee e ee et es e eee et en e eeseees e s eseneeenes 7c(6) 5443
d Total of balance and additions (add INES 70 AN 7C(B)). ...vvevivereeeeeeeeeeeeee oo, 7d 43203
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 34705
(2) Administration charge made by carrier 7e(2) 89
(3) Transferred to separate account 7e(3) 0
(4) Other (SPECITY BEIOW) ... 7e(4) 8409
) ADM FEE 13; SERV FEE 5; FORF 8391
(5) TOLA! AEAUCHONS.........oeeeeeeeeee ettt ee st e et e s s s e e e et esen e et ene s et ee s e et e et es et et n st en et e et esen e 7e(5) 43203
f Balance at the end of the current year (subtract line 7e(5) from iNe 7d) ............cccoeeeveveveeeieieieeeeeeeeeeeererereean, | 7f 0
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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) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FTECEIVEM. .......oiiiuiriiriiiierieieistc sttt 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccccveeeeeeeiniiiieenn. 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe ...........ccucveeereieeeenns 9a(3)
(8) EIME (1) + (2) = (3))rvvrrererreseeeeeeesesesseseeseeeseseeesesesseeseesese s s s eeseeeeeeeeseeseeeeeeeeseeeeesseeeesseseeeeseseeee | 9a(9)
b Benefit charges (1) Claims PaiId...........cccovveereuerererereeeeeeeieieseeeeeenenenenen 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (AAA (1) NG (2)) cveververeeirrereete e eteetete e et e et e s e st et e e et e e stestestesseseesesrestestesaeaseseensaresseseesseeans 9h(3)
(NI Y Tl a =T (o T=Y TSRO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ....vveveveeeeeie ettt e et re e st et ene e ereareere s 9c(1)(A)
(B) Administrative service or other fees.............cccceevvevereveieeeeeeeeeneann 9c(1)(B)
(C) Other specific acquisition costs .... .| 9c(1)(©)
(D) OthET EXPENSES. ......veeeeeeeeeeeseeeeees e e 9c(1)(D)
(E) TAXES c.eeeeeeeeeeeeeeeesee et eeee st n st en et en e en st en et enneeaas 9c(1)(E)
(F) Charges for risks or other contingenCies.............cccovevevvereeenrnnnn. 9c(1)(F)
(G) Other rEteNtioN CRAIGES .......veveeereereeereeseeeeeresreeereressseeesesreseeses 9c(1)(G)
(G TSIt I (=3 (=1 01 (1o PSR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)......ccccveeennn. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e et et et e e et et et e e et e s eae s e e teae et et e ee et essea e s e et eae et ese s et et ete e s eeeeneeeas 9d(2)
(B) ORI FESEIVES. ...ttt ettt e et e e e et et et e e et e s et e e e et e e et es e en et easeeese et eae et et e enetensete e eseaeenenens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........ccccoveieiriniiinnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CATIEN ..........oiuuiiiiie et 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..............ccccccveennne 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. »




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2019

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
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 11l can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . . persons covered at end of
code identification number policy or contract year (f) From (9) To
39-0989781 86231 807508-000 0 01/01/2019 12/31/2019

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

320

425

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

425

5

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

NORTHWESTERN MUTUAL INVESTMENT SVCS

PRODUCER PATRICIA BAILEY

720 E WISCONSIN AVE, ATTN IPS
MILWAUKEE, WI 53202

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

160

3

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

Schedule A (Form 5500) 2019
v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NORTHWESTERN MUTUAL INVESTMENT SVCS PRODUCER DAVID N SOKOL
720 E WISCONSIN AVE, ATTN IPS
MILWAUKEE, WI 53202

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
160 0|0 3

(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

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.................c..c.c.ccoevevevvereeerenenn... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd....................oc.ccoevereerrveeerereenenensn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c..c..voveeeeeeeeeeeee ettt ettt es sttt et es e ee s s ettt s s s e nseseana st st e s e e ns s s eneneees 6b
C  Premiums due but unpaid at the end Of the YA .........coiuiiiiiii e 6C
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. ...........coiiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) |:| other (specify) P
f  If contract purchased, in whole or in part, 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: (€H) D deposit administration (2) |:| immediate participation guarantee
(3) [ ] guaranteed investment (4) [X| other » STABLE VALUE OPTION
b Balance at the end Of the PrEVIOUS YEAI.........iuiriur ittt sttt sttt sttt | 7b 26140
C  Additions: (1) Contributions deposited during the year................cccevevevurunnns 7c(1) 6215
(2) DIVIOENTS ANG CIEAIS ... eeee e ee e eee e eeen e 7c(2) 0
(3) Interest credited dUMNG the YEaT ............cevieeereeereeeeeeeeeeee e, 7c(3) 146
(4) Transferred from Separate aCCOUNL...............cccoovveeiecuereeeeeseseeerseeenenas 7c(4) 3663
(5) Other (SPECITY BEIOW) ........eveeeeeeeeeeceetee et 7c(5) 533
4 FORF 80; LOAN PRIN 391; LOAN INT 62
(B)TOLAI AUUIIONS ...ttt e e et et s e e e eeee s ee et et e et eeeeeeeee e et et s et s eee e ee et es e eee et en e eeseees e s eseneeenes 7c(6) 10557
d Total of balance and additions (add INES 70 AN 7C(B)). ...vvevivereeeeeeeeeeeeee oo, 7d 36697
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 31470
(2) Administration charge made by carrier 7e(2) 153
(3) Transferred to separate account 7e(3) 59
(4) Other (SPECITY BEIOW) ... 7e(4) 5014
) SERV FEE 4; FORF 4587; LOAN ISS 423
(5) TOLA! AEAUCHONS.........oeeeeeeeeee ettt ee st e et e s s s e e e et esen e et ene s et ee s e et e et es et et n st en et e et esen e 7e(5) 36696
f Balance at the end of the current year (subtract line 7e(5) from iNe 7d) ............cccoeeeveveveeeieieieeeeeeeeeeeererereean, | 7f 1
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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) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FTECEIVEM. .......oiiiuiriiriiiierieieistc sttt 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccccveeeeeeeiniiiieenn. 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe ...........ccucveeereieeeenns 9a(3)
(8) EIME (1) + (2) = (3))rvvrrererreseeeeeeesesesseseeseeeseseeesesesseeseesese s s s eeseeeeeeeeseeseeeeeeeeseeeeesseeeesseseeeeseseeee | 9a(9)
b Benefit charges (1) Claims PaiId...........cccovveereuerererereeeeeeeieieseeeeeenenenenen 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (AAA (1) NG (2)) cveververeeirrereete e eteetete e et e et e s e st et e e et e e stestestesseseesesrestestesaeaseseensaresseseesseeans 9h(3)
(NI Y Tl a =T (o T=Y TSRO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ....vveveveeeeeie ettt e et re e st et ene e ereareere s 9c(1)(A)
(B) Administrative service or other fees.............cccceevvevereveieeeeeeeeeneann 9c(1)(B)
(C) Other specific acquisition costs .... .| 9c(1)(©)
(D) OthET EXPENSES. ......veeeeeeeeeeeseeeeees e e 9c(1)(D)
(E) TAXES c.eeeeeeeeeeeeeeeesee et eeee st n st en et en e en st en et enneeaas 9c(1)(E)
(F) Charges for risks or other contingenCies.............cccovevevvereeenrnnnn. 9c(1)(F)
(G) Other rEteNtioN CRAIGES .......veveeereereeereeseeeeeresreeereressseeesesreseeses 9c(1)(G)
(G TSIt I (=3 (=1 01 (1o PSR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)......ccccveeennn. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e et et et e e et et et e e et e s eae s e e teae et et e ee et essea e s e et eae et ese s et et ete e s eeeeneeeas 9d(2)
(B) ORI FESEIVES. ...ttt ettt e et e e e et et et e e et e s et e e e et e e et es e en et easeeese et eae et et e enetensete e eseaeenenens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........ccccoveieiriniiinnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CATIEN ..........oiuuiiiiie et 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..............ccccccveennne 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. »




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

» File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2019

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
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

26-2015657

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 11l can be reported on a single Schedule A.

1 Coverage Information:

(@) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(©) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . . persons covered at end of
code identification number policy or contract year (f) From (9) To
39-0989781 86231 807507-000 0 01/01/2019 12/31/2019

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

2318

2798

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

2798

5

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

NORTHWESTERN MUTUAL INVESTMENT SVCS

PRODUCER PATRICIA BAILTY

720 E WISCONSIN AVE, ATTN IPS
MILWAUKEE, WI 53202

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

1159

3

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

Schedule A (Form 5500) 2019
v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

NORTHWESTERN MUTUAL INVESTMENT SVCS PRODUCER DAVID SOKOL
720 E WISCONSIN AVE, ATTN IPS
MILWAUKEE, WI 53202

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1159 0] o0 3

(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) 2019

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.................c..c.c.ccoevevevvereeerenenn... 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd....................oc.ccoevereerrveeerereenenensn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c..c..voveeeeeeeeeeeee ettt ettt es sttt et es e ee s s ettt s s s e nseseana st st e s e e ns s s eneneees 6b
C  Premiums due but unpaid at the end Of the YA .........coiuiiiiiii e 6C
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. ...........coiiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) |:| other (specify) P
f  If contract purchased, in whole or in part, 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: (€H) D deposit administration 2 |:| immediate participation guarantee
(3) [ ] guaranteed investment (4) [X| other » STABLE VALUE OPTION
b Balance at the end Of the PrEVIOUS YEAI.........iuiriur ittt sttt sttt sttt | 7b 6680
C  Additions: (1) Contributions deposited during the year................cccevevevurunnns 7c(1) 718
(2) DIVIOENTS ANG CIEAIS ... eeee e ee e eee e eeen e 7c(2) 0
(3) Interest credited dUMNG the YEaT ............cevieeereeereeeeeeeeeeee e, 7c(3) 36
(4) Transferred from Separate aCCOUNL...............cccoovveeiecuereeeeeseseeerseeenenas 7c(4) 178
(5) Other (SPECITY BEIOW) ........eveeeeeeeeeeceetee et 7c(5) 0
4
(B)TOLAI AUUIIONS ...ttt e e et et s e e e eeee s ee et et e et eeeeeeeee e et et s et s eee e ee et es e eee et en e eeseees e s eseneeenes 7c(6) 932
d Total of balance and additions (add INES 70 AN 7C(B)). ...vvevivereeeeeeeeeeeeee oo, 7d 7612
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 7503
(2) Administration charge made by carrier 7e(2) 12
(3) Transferred to separate account 7e(3) 95
(4) Other (SPECITY BEIOW) ... 7e(4) 2
) ADMIN FEE 1; SERV FEE 1
(5) TOLAI AEAUCHONS .......oovoveiesise sttt s st bbb 7e(5) 7612
f Balance at the end of the current year (subtract line 7e(5) from iNe 7d) ............cccoeeeveveveeeieieieeeeeeeeeeeererereean, | 7f 0




Schedule A (Form 5500) 2019 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) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FTECEIVEM. .......oiiiuiriiriiiierieieistc sttt 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccccveeeeeeeiniiiieenn. 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe ...........ccucveeereieeeenns 9a(3)
(8) EIME (1) + (2) = (3))rvvrrererreseeeeeeesesesseseeseeeseseeesesesseeseesese s s s eeseeeeeeeeseeseeeeeeeeseeeeesseeeesseseeeeseseeee | 9a(9)
b Benefit charges (1) Claims PaiId...........cccovveereuerererereeeeeeeieieseeeeeenenenenen 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (AAA (1) NG (2)) cveververeeirrereete e eteetete e et e et e s e st et e e et e e stestestesseseesesrestestesaeaseseensaresseseesseeans 9h(3)
(NI Y Tl a =T (o T=Y TSRO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ....vveveveeeeeie ettt e et re e st et ene e ereareere s 9c(1)(A)
(B) Administrative service or other fees.............cccceevvevereveieeeeeeeeeneann 9c(1)(B)
(C) Other specific acquisition costs .... .| 9c(1)(©)
(D) OthET EXPENSES. ......veeeeeeeeeeeseeeeees e e 9c(1)(D)
(E) TAXES c.eeeeeeeeeeeeeeeesee et eeee st n st en et en e en st en et enneeaas 9c(1)(E)
(F) Charges for risks or other contingenCies.............cccovevevvereeenrnnnn. 9c(1)(F)
(G) Other rEteNtioN CRAIGES .......veveeereereeereeseeeeeresreeereressseeesesreseeses 9c(1)(G)
(G TSIt I (=3 (=1 01 (1o PSR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)......ccccveeennn. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e et et et e e et et et e e et e s eae s e e teae et et e ee et essea e s e et eae et ese s et et ete e s eeeeneeeas 9d(2)
(B) ORI FESEIVES. ...ttt ettt e et e e e et et et e e et e s et e e e et e e et es e en et easeeese et eae et et e enetensete e eseaeenenens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........ccccoveieiriniiinnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CATIEN ..........oiuuiiiiie et 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..............ccccccveennne 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. »




SCHEDULE A

Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service

Employee Retirement Income Security Act of 1974 (ERISA).

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

2019
» 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 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
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 |

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

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.
1 Coverage Information:

(@) Name of insurance carrier

VOYA RETIREMENT INSURANCE AND ANNUITY 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 9
71-0294708 86509 81D130 89 01/01/2019 12/31/2019
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
3652

4727

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 W MAIN STREET, SUITE 700
LEXINGTON, KY 40507

(b) Amount of sales and base Fees and other commissions paid
commissions paid

(c) Amount

(d) Purpose
0 4727 | 0

(e) Organization code
5

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

ATTN IPS COMPENSATION

720 E WISCONSIN AVE
MILWAUKEE, WI 53202

(b) Amount of sales and base

Fees and other commissions paid
commissions paid

(c) Amount

(d) Purpose
3652

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

(e) Organization code
3

Schedule A (Form 5500) 2019
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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) 2019 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.................c..c.c.ccoevevevvereeerenenn... 4 0
5 Current value of plan’s interest under this contract in separate accounts at year €nd....................oc.ccoevereerrveeerereenenensn. 5 3078258
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c..c..voveeeeeeeeeeeee ettt ettt es sttt et es e ee s s ettt s s s e nseseana st st e s e e ns s s eneneees 6b
C  Premiums due but unpaid at the end Of the YA .........coiuiiiiiii e 6C
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. ...........coiiiiiiiiii e
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) |:| other (specify) P
f  If contract purchased, in whole or in part, 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: (€H) D deposit administration 2 |:| immediate participation guarantee
(3) D guaranteed investment 4) |:| other »
b Balance at the end Of the PrEVIOUS YEAI.........iuiriur ittt sttt sttt sttt | 7b
C  Additions: (1) Contributions deposited during the year................cccevevevurunnns 7c(1)
(2) DIVIOENTS ANG CIEAIS ... eeee e ee e eee e eeen e 7c(2)
(3) Interest credited dUMNG the YEaT ............cevieeereeereeeeeeeeeeee e, 7c(3)
(4) Transferred from Separate aCCOUNL...............cccoovveeiecuereeeeeseseeerseeenenas 7c(4)
(5) Other (SPECITY BEIOW) ........eveeeeeeeeeeceetee et 7c(5)
4
(B)TOLAI AUUIIONS ...ttt e e et et s e e e eeee s ee et et e et eeeeeeeee e et et s et s eee e ee et es e eee et en e eeseees e s eseneeenes 7c(6) 0
d Total of balance and additions (add INES 70 AN 7C(B)). ...vvevivereeeeeeeeeeeeee oo, | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) Other (SPECITY BEIOW) ... 7e(4)
4
(5) TOLA! AEAUCHONS.........oeeeeeeeeee ettt ee st e et e s s s e e e et esen e et ene s et ee s e et e et es et et n st en et e et esen e 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from iNe 7d) ............cccoeeeveveveeeieieieeeeeeeeeeeererereean, | 7f 0




Schedule A (Form 5500) 2019 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) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] |:| HMO contract k D PPO contract | |:| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FTECEIVEM. .......oiiiuiriiriiiierieieistc sttt 9a(1)
(2) Increase (decrease) in amount due but unpaid............cccccveeeeeeeiniiiieenn. 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe ...........ccucveeereieeeenns 9a(3)
(8) EIME (1) + (2) = (3))rvvrrererreseeeeeeesesesseseeseeeseseeesesesseeseesese s s s eeseeeeeeeeseeseeeeeeeeseeeeesseeeesseseeeeseseeee | 9a(9)
b Benefit charges (1) Claims PaiId...........cccovveereuerererereeeeeeeieieseeeeeenenenenen 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (AAA (1) NG (2)) cveververeeirrereete e eteetete e et e et e s e st et e e et e e stestestesseseesesrestestesaeaseseensaresseseesseeans 9h(3)
(NI Y Tl a =T (o T=Y TSRO 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(AA) COMMISSIONS ....vveveveeeeeie ettt e et re e st et ene e ereareere s 9c(1)(A)
(B) Administrative service or other fees.............cccceevvevereveieeeeeeeeeneann 9c(1)(B)
(C) Other specific acquisition costs .... .| 9c(1)(©)
(D) OthET EXPENSES. ......veeeeeeeeeeeseeeeees e e 9c(1)(D)
(E) TAXES c.eeeeeeeeeeeeeeeesee et eeee st n st en et en e en st en et enneeaas 9c(1)(E)
(F) Charges for risks or other contingenCies.............cccovevevvereeenrnnnn. 9c(1)(F)
(G) Other rEteNtioN CRAIGES .......veveeereereeereeseeeeeresreeereressseeesesreseeses 9c(1)(G)
(G TSIt I (=3 (=1 01 (1o PSR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.)......ccccveeennn. 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ...ttt ettt e et et et e e et et et e e et e s eae s e e teae et et e ee et essea e s e et eae et ese s et et ete e s eeeeneeeas 9d(2)
(B) ORI FESEIVES. ...ttt ettt e et e e e et et et e e et e s et e e e et e e et es e en et easeeese et eae et et e enetensete e eseaeenenens 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........ccccoveieiriniiinnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid tO CATIEN ..........oiuuiiiiie et 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..............ccccccveennne 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. »




SCHEDULE C Service Provider Information OM8 No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2019
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Bgr?e?fzt?gre‘cﬁrityaAgg‘linistration b File as an attachment to Form 5500. This Form is Op_en to Public
Pension Benefit Guaranty Corporation Inspect|on )
For calendar plan year 2019 or fiscal plan year beginning ~ 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number (PN) 4 333
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

VOYA RETIREMENT INS AND ANNUITY CO

71-0294708
(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) 2019

v. 190130
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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) 2019

Page3-| 1

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)

TRANSAMERICA LIFE INSURANCE COMPANY

39-0989781

(b) (c) (d) (e) () (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 -O-. 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-.
153752 RECORDKEEPER 8060 0
62 64 67 Yes No D Yes No D Yes D No
(a) Enter name and EIN or address (see instructions)
BENEFITS ADMINISTRATORS, LLC
61-1291181
(b) ©) (d) e o0 _ @ UM
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 -O-. 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 500 0
Yes NO|:| Yes NoD YesD No
() Enter name and EIN or address (see instructions)
MESIROW FINANCIAL, INC.
36-3194849
(b) (c) (d) (e) ®) 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
person known to be
a party-in-interest

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

27

INVESTMENT
ADVISORY-PLAN

349

Yes D No

Yes D No D

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

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

(o) © (d) NG O @ NoN

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 -O-. 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-.
YesD NO|:| YesD NoD YesD NoD
(a) Enter name and EIN or address (see instructions)

(b) ©) (d) e o0 _ @ UM
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 -O-. 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-.
YesD NO|:| YesD NoD YesD NoD
() Enter name and EIN or address (see instructions)

(b) (c) (d) (e) ®) 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
person known to be
a party-in-interest

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

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

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D




Schedule C (Form 5500) 2019 Paged4 -| 1

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 (¢) 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 (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

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

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

(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

(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

(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
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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

Retirement Income Security Act of 1974 (ERISA).

Department of Labor » File as an attachment to Form 5500.

Employee Benefits Security Administration

DFE/Participating Plan Information

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

OMB No. 1210-0110

2019

This Form is Open to Public

Inspection.
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
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 DFES)

a Name of MTIA, CCT, PSA, or 103-12 [IE:  AMERICAN FUNDS BALANCED RET OPT

b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781-232 code 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE: AMERICAN FUNDS NEW PERSPECTIVE RET
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- R - [=] ) ) ) 0
C EIN-PN  39-0989781-259 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: DFA U.S. TARGETED VALUE PORTFOLIO R
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-527 P L . ! 0
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: FEDERATED MDT SMALL CAP GROWTH RET
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- R - [=] ) ) ) 0
C EIN-PN 39-0989781-765 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  INVESCO DIVERSIFIED DIVIDEND RET OP
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 39-0989781-579 L . ' 0
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: LOOMIS SAYLES INVESTMENT GRADE BOND
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 0
C EIN-PN 39-0989781-086 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: MFS MASSACHUSETTS INVESTORS GROWTH
b Name of sponsor of entity listed in (a): TRANSAMERICA LIFE INSURANCE COMPANY
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or 0
C EIN-PN 39-0989781-666 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) 2019

v. 190130
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Name of MTIA, CCT, PSA, or 103-12 IE:  PIONEER SELECT MID CAP GROWTH RET O

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-741

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

Name of MTIA, CCT, PSA, or 103-12 |[E:  STATE STREET EMERGING MARKETS INDEX

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-117

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

Name of MTIA, CCT, PSA, or 103-12 IE:  STATE STREET INTERNATIONAL INDEX RE

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-035

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

Name of MTIA, CCT, PSA, or 103-12 IE:  STATE STREET RUSSELL LARGE CAP GROW

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-122

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

Name of MTIA, CCT, PSA, or 103-12 IE:  STATE STREET RUSSELL LARGE CAP VALU

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-120

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

Name of MTIA, CCT, PSA, or 103-12 |IE:  STATE STREET RUSSELL SMALL CAP GROW

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-121

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

Name of MTIA, CCT, PSA, or 103-12 IE: STATE STREET RUSSELL SMALL CAP INDE

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-033

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

Name of MTIA, CCT, PSA, or 103-12 IE:  STATE STREET RUSSELL SMALL CAP VALU

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-046

d Entity =S € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:  STATE STREET S&P MID CAP INDEX RET

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-036

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

Name of MTIA, CCT, PSA, or 103-12 I[E:  STATE STREET U.S. BOND INDEX RET OP

Name of sponsor of entity listed in (a): ~ TRANSAMERICA LIFE INSURANCE COMPANY

EIN-PN  39-0989781-037

d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 |E:

TA VANGUARD LIFESTRATEGY CONSERVATI

TRANSAMERICA LIFE INSURANCE COMPANY

Name of sponsor of entity listed in (a):

d Entity

EIN-PN  39-0989781-501
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 IE:  TA VANGUARD LIFESTRATEGY GROWTH RET

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN 39-0989781-502
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 IE:  TA VANGUARD LIFESTRATEGY INCOME RET

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN  39-0989781-503
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 IE:  TA VANGUARD LIFESTRATEGY MODERATE G

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN 39-0989781-504
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 IE:  TA VANGUARD REAL ESTATE INDEX RET O

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN 39-0989781-099
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 IE: TEMPLETON GLOBAL BOND RET OPT

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN 39-0989781-313
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 IE: TRANSAMERICA PARTNERS STOCK INDEX R

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN  39-0989781-587
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 IE:  VICTORY SYCAMORE ESTABLISHED VALUE

Name of sponsor of entity listed in (a):

TRANSAMERICA LIFE INSURANCE COMPANY

d Entity

EIN-PN  39-0989781-613
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):

d Entity

EIN-PN
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):

d Entity

EIN-PN
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 DFESs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b 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

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

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




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2019

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending  12/31/2019
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 | |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), 1c(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 ...........ccceeiiiiiiiic e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONHDULIONS...........veeeeeieieeeieeeeeeeeeeessese st es s neeeeeens 1b(1) 20166 20000
(2) Participant CONtBULONS .............c.cveeveeerereeeeeeeeeeseeseeesee s aees 1b(2) 2672 0
(B) ONEI...eiceiceceeeeeee et 1b(3)
C General investments:
1) Interest—bearing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL). .t e e e e
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEFEITEA ...t 1c(3)(A)
(B) AlLOINET c.eeeeeeeee et 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIETEITEA ...ttt lc(4)(A)
(B) COMITION. ...ttt ene e 1c(4)(B)
(5) Partnership/joint VENtUre INLEIESES ...........ccevevvveeieeeeeeeeseseeeseeseseeesens 1c(5)
(6) Real estate (other than employer real Property)........ccccceeeeecvveeeeeeenininnes 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) ParticCipant l0anS............ccevvvevevrveeeeeiseeeeresssenees 1c(8) 32410 29620
(9) Value of interest in common/collective trusts 1c(9)
(10) Value of interest in pooled separate aCCOUNES ..........cocovevvreverercerennnss 1c(10) 2662441 3078258
(11) Value of interest in master trust investment accounts ........................... 1c(11)
(12) Value of interest in 103-12 investment entities..............c..cccoveveeverereeans 1c(12)
(13) \f/uegzg)of interest in registered investment companies (e.g., mutual 1c(13)
(14) \C/ngJt?a&C;fé;]'n'a'; held in insurance company general account (unallocated |1 o580 ;
(15) OtNET ..ottt 1c(15)

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

Schedule H (Form 5500) 2019
v. 190130
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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 ...........cccccoeecuvieieeeennninnns le
f Total assets (add all amounts in lines 1a through 1€) .........cccccocveveveeeennnne. 1f 2788269 3127878
Liabilities
0 Benefit Claims PayabIe..........ccoeuririiiiieeieeeiseieieeee et eseseeeeeeen 1g
N Operating PAYADIES ........c.cvovvveeeeeeeeeeee e 1h 12121 88
| ACQUISItION INDEDEANESS .......c.o.vvveeeeceeeee et 1i
] Other ADIIIES .........veveieeiseesieiseiieieieee st 1j 0 0
K Total liabilities (add all amounts in lines 1g throughlj) .......c.ccccocovvevevererennnn. 1k 12121 88
Net Assets
| Net assets (subtract line 1k from liN@ 1) .........cccoeveveveveeceirieeeeeeeeeeeenesenenas | 1l | 2776148 3127790

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 (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) Employers............cccccevvevennae. 2a(1)(A) 36772

(B)  PartiCIDANES. .......veeeceeeeeeeeeseeteeesesssessessesetesesesesesesenssasessssesasesenenensees 2a(1)(B) 237610

(C) Others (iNCIUAING TOIOVEIS) .........covveveeereieeeieieseseeeeeeieee e enees 2a(1)(C)
(2) NONCASh CONLIDULIONS ... 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 274382

b Earnings on investments:

(1) Interest:

(A) Intergst—bearing cash (including money market accounts and 2b(1)(A)

certificates of dEPOSIL).......eeeiiiiiiiiiiiiieee e

(B) U.S. GOVEINMENt SECUMHIES ...v.eeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeenenene s 2b(1)(B)

(C) Corporate debt INSIIUMENLS.............ceeveverererereseeeeeeieeeeseeesenenennes 2b(1)(C)

(D) Loans (other than to PArtiCiPANtS)...........ceevevvvvereeeereerersrerereneneeens 2b(1)(D)

(E)  PartiCiPant 08NS .......c..oveeeeeeereeeieeeoeeeseeseeeeeseseeseeseeeeses s 2b(1)(E) 1455

(F) ONET ...t 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F).......ccccevveveveereverennnns 2b(1)(G) 1455
(2) Dividends: (A) Preferred StOCK...........ooieeeeeeeeeeeeeeee oo 2b(2)(A)

(B)  COMMON STOCK.....eeeeeeeeeeeeeeeeeee oot 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 ...ttt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.. 2b(4)(A)

(B) Aggregate carrying amount (see instructions)................... 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)  ONET oot 2b(5)(B)

(R 165 PDYA) A (B) et s 26()(C) 0
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(a) Amount (b) Total

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

(7) Net investment gain (loss) from pooled separate accounts............ | 2b(7) 564628

(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 (e.g., Mutual funds).........ccceeiieiiiiiiiiiiie e
C OtheriNCOME ... ..o 2c
d Total income. Add all income amounts in column (b) and enter total....................., 2d 840465
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 479789

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

(B) OMNET .ot e e en e een e 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)........c.cceevevveieerevereeennd 2e(4) 479789
f Corrective distributions (S€e INStIUCIONS) .........c.oeveeeeeeeeeeeereeeeeeeeeeeeeeee ] 2f
g Certain deemed distributions of participant loans (see instructions)................ 2g
N INEEIESt EXPENSE ... 2h
i Administrative expenses: (1) Professional fees.............cccovevrrresserenenennnnd 2i(1) 9034

(2) CONract AdMINISIAIOr FEES. ... ...v.eveveeeeeereeeeeeeseereeeeeeeeeeseeeeeees e eseessesreneed 2i(2)

(3) Investment advisory and Mmanagement fEeS. .............owowveeeeeerereereseennd 2i(3)

L R0 13T ST 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4).........c..cco.co...... 2i(5) 9034
i Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 488823

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from liN@ 2d ........vweveveevveeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeee 2k 351642
| Transfers of assets:

(1) TO HhIS PIAN. ... ettt es et 21(1)

(2) FTOM thiS PIAN. ...ttt ettt en e en st 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):
@) [ ] unmodified @) [ ] 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 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) |:| 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 |Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 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.).................... 4a X

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKE.) ettt ettt ettt ee et eeee et ee et erer et e ee et n et en e ab X
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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.) ......ccccccveeviiiiiiineeeeniinns 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
Lol gL=Tet L= 1) RSO 4d X
€  Was this plan covered by a fidelity BONA? ..........cc.civiiiiieiice ettt 4e | X 312800
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISNONESLY? ... ..ttt e et e e e e e ettt e e e e e e s abab et e e e e esnbb e e e e e e e e enbnreeeaas Af 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?.........cccceeevcveeeniieeeieeeenieeeenns 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?.................. 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.) .......oouiuiiiiie et e e e s re e e e e 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.) .......ooiuiiiiie ittt e e e e e e s e e e e e 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? .........oiiiiiiiiiiiiiciieieeee et 4k X
I Has the plan failed to provide any benefit when due under the plan?.............ccociiiiiiiiincinic e, 4
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) oeeitee ettt ettt nnes 4m 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..........ccovcviieniiieenniiiienineenns 4an X
5a  Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes BI 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¢C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D 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 OME No. 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2019
Internal Revenue Service Employee 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

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number
(PN) 4 333
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

. . 1 0
instructions

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 71-0294708

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
= L P PP PP PR PPRPTRP
Part 11 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)? .......vvvverrrrrernn 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 waived)

b  Enter the amount contributed by the employer to the plan for this plan year 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 @ Negative amMOUNL) ...........eiiiiiiii e 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 deadling?.............ccccovvvvvevevecinrernnnan. D Yes D No D N/A

8 Ifachange 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 v
administrator agree With the ChaNGE? .........ciii e D es

[] No [] nA

Part Ill 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 |:| Increase |:| Decrease |:| Both |:| 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 @ Doesthe ESOP hold @ny Prefermed STOCK? ..........ooviwiieieeeee s sees e eesee st ee s s eee e s st st s s ee e eneseo 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” I0AN.) ... ..uuiiiiieiiiiir e e e e e e e e e e e e s raeeeeeeeananes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?............ccocceveeeveeereeeeveeeeeeeeeene D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2019

v. 190130
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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 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 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 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):
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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 YA ..ottt ettt e et et et et ee e e e e et e e et et et et e s see e ee et eeeeeeeeee e e s s eeeeeeeeeees 14a
b The plan year immediately preceding the CUITENt PIan YEar..............ccceeeoveveveeeeeeee e ee e 14b
C  The second PreCeding PIAN YA ..........ccuuii ittt ettt 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............ccccovcvveinnee. 15a

b The corresponding number for the second preceding PIAN YA ...............ccceieeevererereeeeereeereeeeeerreneresenennen 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 ..........ccccoiiiiiiiiiiiiiiiieeeeeenns 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 ...ttt e s et e e e e s s e e e e e e s s anibbreeaessannnnreaaaaas

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. ... s r e e e et s s st e e s s s s s e e s e e e e anes |:|

| 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 to be iNCluded @s @n ALACKIMENT ..ot et e et e et et e e h et e s et e e e e e b e et e e s an e e se e e e n e e e s e e e nre e e n e e e e nnee s |:|

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 |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration |:| Modified duration D Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b  Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation
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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 statements of net assets available for benefits as of December 31, 2019 and 2018,
and the related statements of changes in net assets available for benefits for the year ended
December 31, 2019, 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
audits 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 Voya Retirement Insurance and Annuity
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 years ended December 31, 2019 and 2018,
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. Accordingly, we do not express an opinion on these financial statements.

Other Matter

The supplemental Schedule of Assets Held for Investment Purposes at Year End as of or for the year
ended December 31, 2019, 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.

16650 15 Mile Rd., Fraser, MI 48026 www.jfclausenpc.com



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

The form and content of the information included in the 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.

Jason F. Clausen, P.C.

Fraser, MI
September 15, 2020

16650 15 Mile Rd., Fraser, MI 48026 www.jfclausenpc.com



HR PLUS 401(k) SAVINGS PLAN

STATEMENT OF NET ASSETS AVAILABLE FOR BENEFITS

DECEMBER 31, 2019 AND 2018

ASSETS
Receivables:
Employer contributions
Employee contributions

Total receivables
Investments (At Fair Value)
Participant loans
Pooled separate accounts
Stable value fund
Total investments

TOTAL ASSETS

LIABILITIES
Operating payables

TOTAL LIABILITIES

NET ASSETS AVAILABLE FOR BENEFITS

2019 2018
$ 20,000 $ 20,166
- 2,672
20,000 22,838
29,620 32,410
3,065,484 2,662,441
12,774 70,580
3,107,878 2,765,431
3,127,878 2,788,269
88 12,121
88 12,121
$ 3,127,790 $ 2,776,148

See independent auditor's report and notes to the financial statements

2



HR PLUS 401(k) SAVINGS PLAN

STATEMENT OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS

FOR THE YEARS ENDED DECEMBER 31, 2019

ADDITIONS
Employer contributions
Participant contributions

Total contributions
Investment income:
Participant loans
Net investment gain from:
Pooled separate accounts
Total investment income
TOTAL ADDITIONS
DEDUCTIONS
Benefits paid to participants
Administrative expenses
TOTAL DEDUCTIONS
INCREASE IN NET ASSETS

Transfer to this plan
Transfer from this plan

NET ASSETS AVAILABLE FOR BENEFITS

Beginning of year

End of year

$ 36,772
237,610

274,382

1,455

564,628

566,083

840,465

479,789
9,034

488,823

351,642

2,776,148

$ 3,127,790

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
FOR THE YEARS ENDED DECEMBER 31, 2019 AND 2018

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 sighed
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.

Corrective Distributions
As of December 31, 2019, and 2018, the Plan accrued corrective distributions payable to
participants of $0 and $12,121, respectively, to comply with ERISA.

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

Participants who terminate their employment and are less than 100% vested in their
employer account will forfeit the non-vested portion. Forfeitures are retained in the Plan and
may be used to offset future expenses and employer contributions. As of December 31,
2019, and 2018, the balance in the forfeiture account totaled $12,774 and $12,878,
respectively. During the year ended December 31, 2019, $0 was used to pay plan
expenses.

See independent auditor's report and financial statements
4



HR PLUS 401(k) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
FOR THE YEARS ENDED DECEMBER 31, 2019 AND 2018

NOTE 1 - DESCRIPTION OF THE PLAN (CONTINUED)

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 fixed account 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, upon advance notice, direct the plan fiduciary to withdraw any contract account to pay
plan benefits as allowed for or required under the Plan. Withdraws are paid as directed by
the participant, as applicable, in a single sum or mutually agreeable option within 30 days of
receipt of Advance Notice.

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. 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. Interest income on loans is recognized ratably as loan
payments are received through payroll deductions. 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. On a periodic basis, the Plan sponsor
evaluates notes receivable from participants and, if necessary, establishes an allowance for
doubtful accounts. As of December 31, 2019, the Plan sponsor estimates the allowance for
doubtful accounts to be $0.

See independent auditor's report and financial statements
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HR PLUS 401(k) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
FOR THE YEARS ENDED DECEMBER 31, 2019 AND 2018

NOTE 2 - SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (CONTINUED)

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 registered investment
companies and include a fixed account 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.

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 sponsor
instructed the Plan’s independent auditors not to perform any auditing procedures with
respect to information certified by Voya Retirement Insurance and Annuity Company as of
December 31, 2019 and Transamerica Life Insurance Company as of December 31, 2018,
the trustee of the Plan, and furnished to the plan sponsor. The plan sponsor has obtained
certifications from the trustee that investment asset balances summarized below, and
investment asset transactions, gains, and losses for the period January 1, 2019 through
December 31, 2019 are complete and accurate.

2019 2018
Statements of Net Assets Available for Benefits:
Interest in Voya Pooled Separate Accounts $ 3,078,258 $ -
Interest in Transamerica Pooled Separate Accounts - 2,662,441
Interest in Transamerica Stable Value Fund - 70,580

Certified investment balances and information as of December 31, 2019, are included in the
supplementary schedule.

NOTE 4 - INVESTMENT CONTRACT WITH INSURANCE COMPANY

In 2019, the plan entered into an investment contract with Voya Retirement Insurance and
Annuity Company (VRIAC). VRIAC maintains the contributions in pooled separate accounts
that offer various investment options. The pooled separate accounts are 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 VRIAC. 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.

See independent auditor's report and financial statements
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HR PLUS 401(k) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
FOR THE YEARS ENDED DECEMBER 31, 2019 AND 2018

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.

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, 2019.

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

See independent auditor's report and financial statements
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HR PLUS 401(k) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
FOR THE YEARS ENDED DECEMBER 31, 2019 AND 2018

NOTE 5 - FAIR VALUE MEASUREMENTS (CONTINUED)

of certain financial instruments could result in a different fair value measurement at the
reporting date.

The following tables set forth by level, within the fair value hierarchy, the Plan’s assets at
fair value as of December 31, 2019 and 2018, respectively:

December 31, 2019

Level 1 Level 2 Level 3 Total
Pooled separate accounts $ 3,078,258 $ -0- $ -0- $ 3,078,258
Total assets at fair value $ 3,078,258 $ -0- $ -0- $ 3,078,258

December 31, 2018

Level 1 Level 2 Level 3 Total
Pooled separate accounts $ 2,662,441 $ -0- % -0- $ 2,662,441
Stable value fund 70,580 -0- -0- 70,580
Total assets at fair value ¢ 2,733,021 $ -0- $ -0- $ 2,733,021

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,
2019, 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 2016.

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.

See independent auditor's report and financial statements
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HR PLUS 401(k) SAVINGS PLAN
NOTES TO THE FINANCIAL STATEMENTS
FOR THE YEARS ENDED DECEMBER 31, 2019 AND 2018

NOTE 8 — PARTY-IN-INTEREST

Certain Plan investments are invested in accounts held and managed by VRIAC. VRIAC is
the trustee as defined by the Plan and, therefore, these transactions qualify as party-in-
interest transactions. No fees were paid by the Plan directly during 2019.

NOTE 9 - FIDELITY BOND

As of December 31, 2019, the plan was covered by a fidelity bond in the amount of
$312,800.

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.

Accounting principles generally accepted in the United States of America require that
financial statements recognize the effects of events subsequent to the balance sheet date
that provide additional evidence about conditions that did or did not exist at the date of the
balance sheet.

After the date of the balance sheet, the outbreak of the COVID-19 pandemic and related
economic repercussions have created uncertainty for many industries. This increased
uncertainty has resulted in increased market volatility during 2020. The timing and financial
effects of these uncertainties on the assets of the Plan cannot be reasonably estimated.

See independent auditor's report and financial statements
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HR PLUS 401(k) SAVINGS PLAN

SCHEDULE H, LINE 41 - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

DECEMBER 31, 2019
EIN: 26-2015657 PN: 333

a. b. C d. e.
Issuer Description Cost Current Value
American Funds AMCAP Fund R6 - $ 10,294
American Funds Am Balanced R6 - 248,917
American Funds Wash Mtual R6 - 2,470
Carillon Eagle Sm Cap Grw R6 - 1,211
PIMCO Income Fund Ins - 26,195
Vanguard 500 Index Fund Ins - 8,622
Vanguard Mid-Cap Index Fund Adm - 5,847
Vanguard Small-Cap Index Fund Adm - 1,218
* Voya Index Solution 2020 P Z - 441,041
* Voya Index Solution 2025 P Z - 307,578
* Voya Index Solution 2030 P Z - 391,067
* Voya Index Solution 2035 P Z - 1,091,883
* Voya Index Solution 2040 P Z - 162,206
* Voya Index Solution 2045 P Z - 92,749
* Voya Index Solution 2050 P Z - 9,315
* Voya Index Solution 2055 P Z - 1,810
* Voya Index Solution 2060 P Z - 89
* Voya Index Solution Inc P Z - 262,972
Total pooled separate accounts $ 3,065,484
* Voya Gv Mny Mkt F A (HId Acct) 12,774
Participant loans 4.25% - 6.00% -0- 29,620

*

Total investments

$ 3,107,878

Indicates party-in-interest

See independent auditor's report and financial statements
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Multiple-Employer Plan Participating Employer Information
for 2018 IRS Form 5500

HR Plus 401(k) Savings Plan

EIN 26-2015657; PN 333

Name of Participating Employer

HR Plus, LLC

Caribou Services, Inc.

Horizons HRS, LTD

Pinpoint Holdings, Inc.

Professional Pastoral

Rapid Rooter Plumbing of West Michigan
Steve DeYoung's Big Top Market

EIN
26-2015657
38-3579603
26-2299587
35-1951603
31-1130153
38-3579605
38-2540172

Percent of
Total Contributions
15.70%
11.20%
25.26%
2.36%

4.99%
10.10%
30.38%

100.00%




Form 5500

Department of the Treasury
Internal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1874 (ERISA) and
sections 8057(b) and 6058(a) of the internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

OMB Nos. 1210-0110
1210-0089

2019

This Form is Open to Public
Inspection

Partl } Annual Report ldentification information

For calendar plan year 2019 or fiscal plan year beginning

,01/01/2019 and ending

12/31/2019

A This return/report is for:

B This return/report is:

C If the plan is a collectively-bargained plan, check here

D Check box if filing under:

D 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. )

D a single-employer plan
D the first return/report

[ ] 2 DFE (specify)
D the final return/report
D an amended return/report

] Form 5558

D special extension (enter description)

D automatic extansion

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

D the DFVC program

[ Part i l Basic Plan Information—enter all requested information

1a Name of plan
HR PLUS 401 (K)

SAVINGS PLAN

1b Three-digit plan

number (PN) » 333

1C 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 code (if foreign, see instructions)

HR PLUS, LLC

47866 VAN DYKE AVENUE

SHELBY TOWNSHIP

MI 48317

2b Employer Identification
Number (EIN)
26-2015657

2C Plan Sponsor’s telephone
number
586-697-5729

2d Business code (see
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.

ﬁleibé %\q‘\ o) § A\ 3 \ ‘;(d{h Darlene Trent
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employeriplan sponsor Date Enter name of individual signing as employer or plan spoensor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2019)
v. 190130



Form 5500 (2019) Page 2

3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’'s EIN
3¢ Administrator’s telephone
number
4 Ifthe 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 ‘ 157
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar .................cc.cocoueverieioceieeeceeeeeeeeee e 6a(1) 148
a(2) Total number of active participants at the end of the PIaN YEAr .............ccooiiiriiiiiiiciee e 6a(2) 154
b Retired or separated participants reCeiving DENELS. .................coeuieueiiveeieeeeecee oo e 6b 12
C Other retired or separated participants entitled to future benefits ... 6¢C 0
0 Subtotal. Ad NES BA(2), 61, ANG BC..........eeeeeoeeeee oo e ee e oot e e e e e e e et ee e 6d 166
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............c.ccccoiii 6e 0
f o Total. A IINES BT AN BE. ...ttt 6f 166
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS THEIM) ...ttt ettt e ettt e e e et e et e et et ettt 6g 80
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESTEU ...ttt e ettt e e e s eee et et s s estee et eeeeese st s sees e esest s seen e eseenesssn s sessenesesnneses 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2B 2F 2G 2J 2K 2T 3D 3H
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) lg| Insurance 1) EI 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) |:| I (Financial Information — Small Plan)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money 4 )
Purchase Plan Actuarial Information) - signed by the plan @) lgl —~ A (Insurance Information)
actuary (4) @ C (Service Provider Information)
@3 [] sB (single-Employer Defined Benefit Plan Actuarial (5) & D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)



Form 5500 (2019) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) 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 2019 Form M-1 annual report. If the plan was not required to file the 2019 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

2019

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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number PN) D 333

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

HR PLUS,
Part |

LLC 26-2015657

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Transamerica Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 807506-000 0 01/01/2019 12/31/2019

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

1,552 1,800

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 Mailn Street, Ste 700
Lexington KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 1,800 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Serv
Producer Patricia L Bailey

720 E Wisconsin Ave, Attn IPS
Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
776 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130



Schedule A (Form 5500) 2019

Page 2 —

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

Producer David N Sokol

720 E Wisconsin Ave, Attn IPS
Milwaukee

WI 53202
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
776 0 3
(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 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 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 codo




Schedule A (Form 5500) 2019

Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, 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 (2) |:| immediate participation guarantee
3) D guaranteed investment 4) lg| other PStable Value Option
b Balance at the end of the PreVIOUS YEAT.............c.c.vvveruiuiuerieieeieeeeeeeeee ettt ettt s e e ven s s | 7b 37,760
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1) 4,528
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUriNg the YEar ............c.cccovoveruevereeieeeeeieeeeee e 7¢(3) 202
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4) 582
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5) 131
Ploan Prin 124; Loan Int 7
(BYTOAI AUAIIONS...... ..o e e ee e e ee e e e ee e e s se e e e e e ee e e e e e s e st s e se s ereeeeseeseneeeon 7¢c(6) 5,443
d Total of balance and additions (add liNE€S 7b aNd 7C(B)). ......cveveveueeeieeeeeeeceeeeeeeeee e ees e | 7d 43,203
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 34,705
(2) Administration charge made by carrier 7e(2) 89
(3) Transferred to separate account .| 7e(3) 0
(4) OthEr (SPECITY DEIOW) ... 7e(4) 8,409
PAdm Fee 13; Serv Fee 5; Forf 8391
(5) TOAI ABAUCHONS ...ttt oo e e eeee et en s ee e ee e s e et eeeseeneseeeee s es s eeeeeeeeeeesenene, 7¢(5) 43,203
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 0




Schedule A (Form 5500) 2019 Page 4

Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

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

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

2019

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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number PN) D 333

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

HR PLUS,
Part |

LLC 26-2015657

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 807508-000 0 01/01/2019 12/31/2019

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

320 425

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 Mailn Street, Ste 700
Lexington KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 425 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs
Producer Patricia Bailey

720 E Wisconsin Ave, Attn IPS
Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
160 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs

Producer David N Sokol

720 E Wisconsin Ave, Attn IPS
Milwaukee

WI 53202
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
160 0 3
(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 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 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 codo




Schedule A (Form 5500) 2019

Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, 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 (2) |:| immediate participation guarantee
3) D guaranteed investment 4) lg| other PStable Value Option
b Balance at the end of the PreVIOUS YEAT.............c.c.vvveruiuiuerieieeieeeeeeeeee ettt ettt s e e ven s s | 7b 26,140
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1) 6,215
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUriNg the YEar ............c.cccovoveruevereeieeeeeieeeeee e 7¢(3) 146
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4) 3,663
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5) 533
PForf 80; Loan Prin 391; Loan Int 62
(BYTOAI AUAIIONS...... ..o e e ee e e ee e e e ee e e s se e e e e e ee e e e e e s e st s e se s ereeeeseeseneeeon 7¢c(6) 10,557
d Total of balance and additions (add liNE€S 7b aNd 7C(B)). ......cveveveueeeieeeeeeeceeeeeeeeee e ees e | 7d 36,697
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 31,470
(2) Administration charge made by carrier 7e(2) 153
(3) Transferred to separate account .| 7e(3) 59
(4) OthEr (SPECITY DEIOW) ... 7e(4) 5,014
PServ Fee 4; Forf 4587; Loan Iss 423
(5) TOAI ABAUCHONS ...ttt oo e e eeee et en s ee e ee e s e et eeeseeneseeeee s es s eeeeeeeeeeesenene, 7¢(5) 36,696
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 1




Schedule A (Form 5500) 2019 Page 4

Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

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

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

2019

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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number PN) D 333

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

HR PLUS,
Part |

LLC 26-2015657

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 807507-000 0 01/01/2019 12/31/2019

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

2,318 2,798

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 Mailn Street, Suite 700
LEXINGTON KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 2,798 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs
Producer Patricia Bailty

720 E Wisconsin Ave, Attn IPS
Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
1,159 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs

Producer David Sokol

720 E Wisconsin Ave, Attn IPS
Milwaukee

WI 53202
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1,159 0 3
(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 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 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 codo




Schedule A (Form 5500) 2019 Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, 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 (2) |:| immediate participation guarantee
3) D guaranteed investment 4) lg| other PStable Value Option
b Balance at the end of the PreVIOUS YEAT.............c.c.vvveruiuiuerieieeieeeeeeeeee ettt ettt s e e ven s s | 7b 6,680
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1) 718
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUriNg the YEar ............c.cccovoveruevereeieeeeeieeeeee e 7¢(3) 36
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4) 178
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5) 0
4
(B)TOLAI AATIONS ... oottt ekttt 7¢(6) 932
d Total of balance and additions (add iNes 7b @nd 7C(B)). ............ccoeueuererereriieieeeeeeeeeeiete ettt | 7d 7,612
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 7,503
(2) Administration charge made by carrier 7e(2) 12
(3) Transferred to separate account .| 7e(3) 95
(4) OthEr (SPECITY DEIOW) ... 7e(4) 2
PAdmin Fee 1; Serv Fee 1
(5) TOLAI EAUCHONS ...t et e 7¢(5) 7,612
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 0




Schedule A (Form 5500) 2019 Page 4

Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
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 | 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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Voya Retirement Insurance and Annuity Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
71-0294708 86509 81D130 89 01/01/2019 12/31/2019

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

(a) Total amount of commissions paid (b) Total amount of fees paid
3,652 4,727

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 W Maln Street, Suite 700

Lexington KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 4,727 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Serv
Attn IPS Compensation
720 E Wisconsin Ave

Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
3,652 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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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 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 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 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 codo




Schedule A (Form 5500) 2019 Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5 3,078,258
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end Of the PreVIOUS YEaT ... ...i ittt ettt ettt ettt sttt ettt st | 7b
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1)
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year ..............cccvevevevcueveveeeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4)
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5)
4
(B)TOLAI AATIONS ... oottt ekttt 7¢(6) 0
d Total of balance and additions (add iNes 7b @nd 7C(B)). ............ccoeueuererereriieieeeeeeeeeeiete ettt | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) OthEr (SPECITY DEIOW) ... 7e(4)
4
(5) TOAI ABAUCHONS ...ttt oo e e eeee et en s ee e ee e s e et eeeseeneseeeee s es s eeeeeeeeeeesenene, 7¢(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 0




Schedule A (Form 5500) 2019 Page 4

Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ |:| Yes |§| 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 201 9
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: -
Employee Bomeits ggczrityaAz;qinistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InSpeCtlon'

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
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 |:| 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

Voya Retirement Ins and Annuity Co 71-0294708

(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) 2019
v. 190130
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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) 2019

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

(b)

(c)

(d)

(e)

(f)

(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
15 67 (f). If none, enter -0-.
37
52 RECORDKEEPER
62 Yes No D Yes @ No D Yes D No @
64 8,060 0
(a) Enter name and EIN or address (see instructions)
BENEFITS ADMINISTRATORS, LLC 61-1291181

(b)
Service
Code(s)

15
37
64

(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?

RECORDKEEPER

500

Yes @ No D

Yes @ No D

Yes D No @

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

MESIROW FINANCIAL,

INC.

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
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

INVESTMENT
ADVISORY -
PLAN

349

Yes D No

Yes D No D

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

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

(b)
Service
Code(s)

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

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

(e)

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

(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 D No D

Yes D 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 D 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)

(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 D No D

Yes D No D
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| Partl |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
nter name an address) of source of indirect compensation €) Describe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti D ibe the indirect tion, includi

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

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

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part i | 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 (b) Nature of | (C€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(@) 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

(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

(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
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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: e Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2019

This Form is Open to Public

Inspection.
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401 (K) SAVINGS PLAN olan number (PN) N 333

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

HR PLUS, LLC

26-2015657

D Employer Identification Number (EIN)

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:American Funds Balanced Ret Opt

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 35-0989781 232 code P 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 [E:American Funds New Perspective Ret
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company
C EIN-PN 39-0989781 259 d Entity e Dollar value of interest in MTIA, CCT,_PSA, or

code 103-12 IE at end of year (see instructions) 0

a Name of MTIA, CCT, PSA, or 103-12 IE: DFA U.S. Targeted Value Portfolio R
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity €@ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 527 code 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 |[E: Federated MDT Small Cap Growth Ret
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 765 code F 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 [E: Invesco Diversified Dividend Ret Op
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 579 code T 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:Loomis Sayles Investment Grade Bond
b Name of sponsor of entity listed in (a) Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 086 code F 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:MFS Massachusetts Investors Growth
b Name of sponsor of entity listed in (a)Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0983781 666 code P 103-12 IE at end of year (see instructions) 0

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

Schedule D (Form 5500) 2019
v. 190130
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Name of MTIA, CCT, PSA, or 103-12 IE: Pioneer Select Mid Cap Growth Ret O

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

741

d Entity
code

P

€@ 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: State Street Emerging Markets Index

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

117

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 IE:State Street International Index Re

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

035

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:State Street Russell Large Cap Grow

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

122

d Entity
code

P

€ 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:State Street Russell Large Cap Valu

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

120

d Entity
code

P

€ 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: State Street Russell Small Cap Grow

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

121

d Entity
code

P

€ 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:State Street Russell Small Cap Inde

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

033

d Entity
code

P

€ 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:State Street Russell Small Cap Valu

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

046

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 IE:State Street S&P Mid Cap Index Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

036

d Entity
code

P

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 IE:State Street U.S.

Bond Index Ret Op

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

037

d Entity
code

P

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Conservati

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity
code

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

EIN-PN 39-0989781 501 103-12 IE at end of year (see instructions)

P

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Growth Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 502 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Income Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 503 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Moderate G

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity
code

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

EIN-PN 39-0985781 504 103-12 IE at end of year (see instructions)

P

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard Real Estate Index Ret O

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 099 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: Templeton Global Bond Ret Opt

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 313 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: Transamerica Partners Stock Index R

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity
code

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

EIN-PN 39-0989781 587 103-12 IE at end of year (see instructions)

P

Name of MTIA, CCT, PSA, or 103-12 [E:Victory Sycamore Established Value

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

en 39-0sestss g1 |9 S o | © Coluedneostn T 0T PoR o
Name of MTIA, CCT, PSA, or 103-12 |E:
Name of sponsor of entity listed in (a):
EIN-PN d Entity e Dollar value of interest in MTIA_, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):

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

EIN-PN

code 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)

Plan name

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

Plan name

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

Plan name

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

Plan name

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




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2019

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401 (K) SAVINGS PLAN p|an 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 |

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 1e. See instructions.

Assets

(a) Beginning of Year

(b) End of Year

a Total noninterest-bearing cash

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions

(2) Participant contributions

(3) Other......cooviiiiiiiieieecee,

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit).......ccccveeeeeeriiiiieeen.

(2) U.S. Government securities

(3) Corporate debt instruments (other than employer securities):

(A) Preferred
(B) All other

(4) Corporate stocks (other than employer securities):

(A) Preferred
(B) Common

(5) Partnership/joint venture interests

(6) Real estate (other than employer
(7) Loans (other than to participants)
(8) Participant loans

(9) Value of interest in common/collective trusts
(10) Value of interest in pooled separate accounts
(11) Value of interest in master trust investment accounts

(12) Value of interest in 103-12 investment entities
(13) Value of interest in registered investment companies (e.g., mutual

(14) Value of funds held in insurance company general account (unallocated

contracts)....
(15) Other

1a

1b(1)

20,

166 20,000

1b(2)

2,

672

1b(3)

1c(1)

1¢(2)

1¢(3)(A)

1¢(3)(B)

1c(4)(A)

1c(4)(B)

1¢c(5)

1¢(6)

real property)

1¢(7)

1¢(8) 32,

410 29,620

1¢(9)

1¢(10) 2,662,

441 3,078,258

1¢c(11)

1¢(12)

1c(13)

1c(14) 70,

580

1c(15)

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

Schedule H (Form 5500) 2019
v. 190130



Schedule H (Form 5500) 2019

Page 2

1d

= Q

(S

Employer-related investments: (a) Beginning of Year (b) End of Year

(1) Employer securities 1d(1)

(2) EMPIOYET [l PrOPEMY «.....vveveveveeeverererecereeeeeeeeteeeses e eneeeeeeaeeeses s eeeenenes 1d(2)

Buildings and other property used in plan operation .............cccccceeviiiiiennaenn. 1e

Total assets (add all amounts in lines 1a through 1€) ..........ccccocveveveveeuenne.. 1f 2,788,269 3,127,878
Liabilities

Benefit claims Payable. ...........cccoooovivoeieeeceeeeeeee e 19

Operating PAYaDIES .........cccovovieeeeeeeeeeeeeeeee et 1h 12,121 88

AcCqUISIION INAEDIEANESS .........voveveeeeeeeeeee e 1i

Other HADIHIES .......cvevevre ettt e ea et en s 1j 0

Total liabilities (add all amounts in lines 1g through1j) ..........cccooeveveveverennn.. 1k 12,121 88
Net Assets

Net assets (subtract line 1k from line 1) .........cccooiiiiiiiiiiie e | 11 ‘ 2,776,148 3,127,790

Part Il |Income and Expense Statement

2

a

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 (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMpIOYers............c.cccoveveenee. 2a(1)(A) 36,772

(B)  PartiCIDANS.........oecevoeceeeeeeeeeeeeeee et en e en e 2a(1)(B) 237,610

(C) Others (INCIUAING TOIOVETS) ..........vevveeeeeeeeeeeeeee e 2a(1)(C)
(2) NONCASh CONHBULIONS .........vvveeee et 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 274,382
Earnings on investments:
(1) Interest:

(A) Intergst-bearing cash (including money market accounts and 2b(1)(A)

certificates of deposit)..........cooeiiiiiiiiiiii

(B) U.S. GOVEINMENt SECUMHES .........ceveeeeeeeeseeeseeeseeeeeeeeseneseee s 2b(1)(B)

(C) Corporate debt INSIUMENLS.............covveveeeeeeeeeeeeeeeeeeeee e 2b(1)(C)

(D) Loans (other than to participants)...............cccevreeeeeeserereeseessin 2b(1)(D)

(E)  PartiCipant I0aNS ...........c.cveuiveeeieeeeeeeeeseeeeeeeeeeeee e ssee s eeeeneneses 2b(1)(E) 1,455

(F)  OHNEI oo 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)..........cccovevreereeenenn. 2b(1)(G) 1,455
(2) Dividends: (A) Preferred StOCK. ............cccoiverereeeseeeeeeeesseeeseesensenenen 2b(2)(A)

(B)  COMMON SLOCK...........veoveereeeseeeeseeeeseeeeeeseseee e ee e 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) RENMES ..ottt en e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A)

(B) Aggregate carrying amount (see instructions) ...................... 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)  OMNEI ..ottt es e 2b(5)(B)

() 0 1165 Zb(EYA) B (B)-e s 26(5)C) 0
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(a) Amount (b) Total

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

(7) Net investment gain (loss) from pooled separate accounts ........... | 2b(7) 564,628

(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§tment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds)..........cooiiiiiiiiiiiiie e
€ OtheriNCOME .. .eiiiii e 2c
d Total income. Add all income amounts in column (b) and enter total...................., 2d 840,465
Expenses

€@ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers..............| 2e(1) 479,789

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

(B) ONEI oo 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through (3).........c.coeerveeereenn] 2¢(4) 479,789
f Corrective distributions (€€ INSrUCHONS) ...........eeveveveeceieee e 2f
g Certain deemed distributions of participant loans (see instructions) ................ 2g
Nl INEIESE EXPENSE ...ttt ee o] 2h
i Administrative expenses: (1) Professional fees.............ccccoeeeeveveveerenennnn. 2i(1) 9,034

(2) Contract administrator fEES..........ooceiiiiiiiaie s 2i(2)

(3) Investment advisory and management fees..........c.occceeiiiiiniiiineniicennen, 2i(3)

(8) OUNET ..ot e 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccc......... 2i(5) 9,034
j Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 488,823

Net Income and Reconciliation

Kk Net income (loss). Subtract line 2j from liN€ 2d .............vcvovveveeeeeeeeeeeeeeeeeoeeoeoeeeeeeeeeeenes 2k 351,642
| Transfers of assets:

(1) TO NS PIAN ...ttt et eee 21(1)

(2) FTOM thiS PIAN......eeeeeeeeeee et e 21(2)

Part lll | 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) [ ] Unmodified (2)[ ] 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)? lgl Yes |:| 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) |:| 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, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |IEs also do not complete lines 4j and 4. 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.).................... 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEO.) oot e e ee e eeee e e en et 4b X
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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.) ......c.ccceeveveiiiiiiineececins 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 lll if “Yes” is
Lo T=Ye = e 1 TOU OO 4d X
e  Was this plan covered by a fidelity DONA? ............coooiiiiiiiiiii et 4e | X 312,800
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF dISNONESTY? ...ttt e e e ettt e e e e et e e e e e e e s nnnaeeeaeaanes 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?...........cccceveeveniieeiiiin i 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 reqUIreMENES.) .........ueiiiii i 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 reQUINEMENTS.) .........ooveiriiiieie ettt 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .........cooiiiiiiiiiiiiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccccoeiiiiiiiiiiie e 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
By Oy 1O B PSR UPPPR 4am| 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.........ccccovieiiiieiiiiieniiees 4n X
5a Has a resolution 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)

5c¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D 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 201 9
Internal Revenue Service Employee 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

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019

A Name of plan B Three-digit

HR PLUS 401 (K) SAVINGS PLAN plan number

(PN) 4 333

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
instructions

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 71-0294708
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
= LRSS
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)? ......cceeevevrerreneen. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver 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 waived)

b Enter the amount contributed by the employer to the plan for this plan year................cccccocereveveveeveveeeccens 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 @ negative @amount) ..o 6¢c

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

7  Will the minimum funding amount reported on line 6¢ be met by the funding deadline?..............cccccooooveveveurvverenenne. 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 Y
administrator agree with the Change? ..ot e D es

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

[] No [] ~na

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 @ Does the ESOP hold any Preferred SIOCK? ...........covowiwoueieeeeeeeeeeeeeeeeeee e e ee e ee e ee e ee et ee et et e e e s s s eseneeeteaeeeen e ees e enaeas 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? I:I Yes I:I No

(See instructions for definition of “Dack-t0-baCK” I08N.) ..........cciiiiiuiiii e e e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.............ccccoveveveveveceeeceeeeeeeeeeeceeas I:I Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2019

v. 190130
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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 |:| 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 |:| 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 |:| 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 |:| 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 |:| 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

e Contribution rate information (If more than one rate applies, check this box |:| 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:l] 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:

@ THE CUITENE YEAT........eeeeceeeeeeee et ee e e e e e s ee e en et ee e s een s s e s eneneee e e es e aennene e 14a
b The plan year immediately preceding the CUrrent Plan YEar...............ccoveveueueeeeeeeeeeeeeeeee e 14b
C  The second PreCeding PIAN YEAT .........c.uiii ittt ettt et b e 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.............cccocceeeninen. 15a

b The corresponding number for the second preceding plan year 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 16a

b

If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such Withdrawn €mMPIOYETS .........uuiiiie et e e e e e e e s st eaesaasnre e aeaaanaas

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 attaChmMENL. ... oo i et e e ettt e e e e e e e re e e an e e n e e e n e e eneenananns D

| 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 to be included as an attachment

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:

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

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

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a
b

Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? |:|Yes |:| No
If line 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

I:I No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation




Form 5500

Department of the Treasury
Internal Revenue Service

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057 (b) and 6058(a) of the Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

OMB Nos. 1210-0110
1210-0089

2019

This Form is Open to Public
Inspection

Part |

Annual Report Identification Information

For calendar plan year 2019 or fiscal plan year beginning

01/01/2019 and ending

12/31/2019

A This return/report is for:

B This return/report is:

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

D Check box if filing under:

D 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.)

D a single-employer plan
D the first return/report

[ ] a DFE (specify)
D the final return/report
D an amended return/report

[X Form 5558

|:| special extension (enter description)

D automatic extension

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

D the DFVC program

Part Il

Basic Plan Information—enter all requested information

1a Name of plan
HR PLUS 401 (K)

SAVINGS PLAN

1b Three-digit plan
number (PN) »

333

1c 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 code (if foreign, see instructions)

HR PLUS, LLC

47866 VAN DYKE AVENUE

SHELBY TOWNSHIP

MI 48317

2b Employer Identification
Number (EIN)
26-2015657

2c Plan Sponsor’s telephone
number
586-697-5729

2d Business code (see
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 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 signing as DFE

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

Form 5500 (2019)
v. 190130
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator’'s EIN
3¢ Administrator’s telephone
number
4 Ifthe 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 ‘ 157
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEar .................cc.cocoueverieioceieeeceeeeeeeeee e 6a(1) 148
a(2) Total number of active participants at the end of the PIaN YEAr .............ccooiiiriiiiiiiciee e 6a(2) 154
b Retired or separated participants reCeiving DENELS. .................coeuieueiiveeieeeeecee oo e 6b 12
C Other retired or separated participants entitled to future benefits ... 6¢C 0
0 Subtotal. Ad NES BA(2), 61, ANG BC..........eeeeeoeeeee oo e ee e oot e e e e e e e et ee e 6d 166
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ............c.ccccoiii 6e 0
f o Total. A IINES BT AN BE. ...ttt 6f 166
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS THEIM) ...ttt ettt e ettt e e e et e et e et et ettt 6g 80
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESTEU ...ttt e ettt e e e s eee et et s s estee et eeeeese st s sees e esest s seen e eseenesssn s sessenesesnneses 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2B 2F 2G 2J 2K 2T 3D 3H
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) lg| Insurance 1) EI 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) |:| I (Financial Information — Small Plan)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money 4 )
Purchase Plan Actuarial Information) - signed by the plan @) lgl —~ A (Insurance Information)
actuary (4) @ C (Service Provider Information)
@3 [] sB (single-Employer Defined Benefit Plan Actuarial (5) & D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)



Form 5500 (2019) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) 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 2019 Form M-1 annual report. If the plan was not required to file the 2019 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

2019

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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number PN) D 333

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

HR PLUS,
Part |

LLC 26-2015657

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Transamerica Life Insurance Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 807506-000 0 01/01/2019 12/31/2019

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

1,552 1,800

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 Mailn Street, Ste 700
Lexington KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 1,800 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Serv
Producer Patricia L Bailey

720 E Wisconsin Ave, Attn IPS
Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
776 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130



Schedule A (Form 5500) 2019

Page 2 —

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

Producer David N Sokol

720 E Wisconsin Ave, Attn IPS
Milwaukee

WI 53202
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
776 0 3
(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 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 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 codo




Schedule A (Form 5500) 2019

Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, 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 (2) |:| immediate participation guarantee
3) D guaranteed investment 4) lg| other PStable Value Option
b Balance at the end of the PreVIOUS YEAT.............c.c.vvveruiuiuerieieeieeeeeeeeee ettt ettt s e e ven s s | 7b 37,760
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1) 4,528
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUriNg the YEar ............c.cccovoveruevereeieeeeeieeeeee e 7¢(3) 202
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4) 582
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5) 131
Ploan Prin 124; Loan Int 7
(BYTOAI AUAIIONS...... ..o e e ee e e ee e e e ee e e s se e e e e e ee e e e e e s e st s e se s ereeeeseeseneeeon 7¢c(6) 5,443
d Total of balance and additions (add liNE€S 7b aNd 7C(B)). ......cveveveueeeieeeeeeeceeeeeeeeee e ees e | 7d 43,203
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 34,705
(2) Administration charge made by carrier 7e(2) 89
(3) Transferred to separate account .| 7e(3) 0
(4) OthEr (SPECITY DEIOW) ... 7e(4) 8,409
PAdm Fee 13; Serv Fee 5; Forf 8391
(5) TOAI ABAUCHONS ...ttt oo e e eeee et en s ee e ee e s e et eeeseeneseeeee s es s eeeeeeeeeeesenene, 7¢(5) 43,203
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 0




Schedule A (Form 5500) 2019 Page 4

Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

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

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

2019

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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number PN) D 333

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

HR PLUS,
Part |

LLC 26-2015657

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 807508-000 0 01/01/2019 12/31/2019

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

320 425

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 Mailn Street, Ste 700
Lexington KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 425 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs
Producer Patricia Bailey

720 E Wisconsin Ave, Attn IPS
Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
160 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs

Producer David N Sokol

720 E Wisconsin Ave, Attn IPS
Milwaukee

WI 53202
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
160 0 3
(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 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 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 codo




Schedule A (Form 5500) 2019

Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, 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 (2) |:| immediate participation guarantee
3) D guaranteed investment 4) lg| other PStable Value Option
b Balance at the end of the PreVIOUS YEAT.............c.c.vvveruiuiuerieieeieeeeeeeeee ettt ettt s e e ven s s | 7b 26,140
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1) 6,215
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUriNg the YEar ............c.cccovoveruevereeieeeeeieeeeee e 7¢(3) 146
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4) 3,663
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5) 533
PForf 80; Loan Prin 391; Loan Int 62
(BYTOAI AUAIIONS...... ..o e e ee e e ee e e e ee e e s se e e e e e ee e e e e e s e st s e se s ereeeeseeseneeeon 7¢c(6) 10,557
d Total of balance and additions (add liNE€S 7b aNd 7C(B)). ......cveveveueeeieeeeeeeceeeeeeeeee e ees e | 7d 36,697
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 31,470
(2) Administration charge made by carrier 7e(2) 153
(3) Transferred to separate account .| 7e(3) 59
(4) OthEr (SPECITY DEIOW) ... 7e(4) 5,014
PServ Fee 4; Forf 4587; Loan Iss 423
(5) TOAI ABAUCHONS ...ttt oo e e eeee et en s ee e ee e s e et eeeseeneseeeee s es s eeeeeeeeeeesenene, 7¢(5) 36,696
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 1




Schedule A (Form 5500) 2019 Page 4

Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

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

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

2019

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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401(K) SAVINGS PLAN plan number PN) D 333

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

HR PLUS,
Part |

LLC 26-2015657

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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TRANSAMERICA LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
39-0989781 86231 807507-000 0 01/01/2019 12/31/2019

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

2,318 2,798

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 Mailn Street, Suite 700
LEXINGTON KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 2,798 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs
Producer Patricia Bailty

720 E Wisconsin Ave, Attn IPS
Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
1,159 0 3

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Svcs

Producer David Sokol

720 E Wisconsin Ave, Attn IPS
Milwaukee

WI 53202
Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
1,159 0 3
(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 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 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 codo




Schedule A (Form 5500) 2019 Page 3

Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f If contract purchased, in whole or in part, 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 (2) |:| immediate participation guarantee
3) D guaranteed investment 4) lg| other PStable Value Option
b Balance at the end of the PreVIOUS YEAT.............c.c.vvveruiuiuerieieeieeeeeeeeee ettt ettt s e e ven s s | 7b 6,680
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1) 718
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2) 0
(3) Interest credited dUriNg the YEar ............c.cccovoveruevereeieeeeeieeeeee e 7¢(3) 36
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4) 178
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5) 0
4
(B)TOLAI AATIONS ... oottt ekttt 7¢(6) 932
d Total of balance and additions (add iNes 7b @nd 7C(B)). ............ccoeueuererereriieieeeeeeeeeeiete ettt | 7d 7,612
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 7,503
(2) Administration charge made by carrier 7e(2) 12
(3) Transferred to separate account .| 7e(3) 95
(4) OthEr (SPECITY DEIOW) ... 7e(4) 2
PAdmin Fee 1; Serv Fee 1
(5) TOLAI EAUCHONS ...t et e 7¢(5) 7,612
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 0
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Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

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

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




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2019
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 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
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 | 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 lll can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Voya Retirement Insurance and Annuity Company

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
71-0294708 86509 81D130 89 01/01/2019 12/31/2019

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

(a) Total amount of commissions paid (b) Total amount of fees paid
3,652 4,727

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 W Maln Street, Suite 700

Lexington KY 40507
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
0 4,727 5

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
Northwestern Mutual Investment Serv
Attn IPS Compensation
720 E Wisconsin Ave

Milwaukee WI 53202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
0
3,652 0 3
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2019

v. 190130
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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 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 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 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 codo
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Partll | 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.................c.c.c.cccccooevevereueuenencnn.. 4 0
5 Current value of plan’s interest under this contract in separate accounts at year €nd..................ccccvevevevereeeereneuenenennnns 5 3,078,258
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET. .......o.eivee ettt et e ettt nn e e 6b
C  Premiums due but unpaid at the end Of the YEaI...........cuiiiiiiiii e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €nter aMOUNL. ...........ccuiiiiiiiii e e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) |:| immediate participation guarantee
(3) D guaranteed investment (4) |:| other P
b Balance at the end Of the PreVIOUS YEaT ... ...i ittt ettt ettt ettt sttt ettt st | 7b
C  Additions: (1) Contributions deposited during the year.............c.cccoeveveeen.n, 7c(1)
(2) DIVIENds aNd CrEAILS ............cvoveeeeeeeereeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year ..............cccvevevevcueveveeeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate @CCOUNL...............ccveverereeuereeeeeesereeeseeeseeeneeend 7c(4)
(5) Other (SPECITY DEIOW) ...ttt e 7¢(5)
4
(B)TOLAI AATIONS ... oottt ekttt 7¢(6) 0
d Total of balance and additions (add iNes 7b @nd 7C(B)). ............ccoeueuererereriieieeeeeeeeeeiete ettt | 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account .| 7e(3)
(4) OthEr (SPECITY DEIOW) ... 7e(4)
4
(5) TOAI ABAUCHONS ...ttt oo e e eeee et en s ee e ee e s e et eeeseeneseeeee s es s eeeeeeeeeeesenene, 7¢(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ................cccooeeuiuereeeeeeeeerieeeeeeeenna | 7f 0
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Part lll | 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 (o] |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h |:| Prescription drug
i D Stop loss (large deductible) i |:| HMO contract k |:| PPO contract | D Indemnity contract

m |:| Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNt TECEIVEM.........ccueieiieieiiii ettt e 9a(1)
(2) Increase (decrease) in amount due but unpaid..................cccoeeeeereenne. 9a(2)
(3) Increase (decrease) in unearned premium reserve ............cccuueeenveeenns 9a(3)
(G =T e W DI ) I ) ) OO l 9a(4)
b Benefit charges (1) Claims paid ..........cccceervriririieeriieiceeieeee e 9b(1)
(2) Increase (decrease) in Claim reSErVES .........cccooveeeeveeeeeeeeeeeeeee e 9b(2)
(3) Incurred claims (add (1) @nd (2)) ...c.cevevveereeeeeeeece e ... 9b(3)
(4) ClAIMS CRAIGEA ..o veeieeecee ettt et ee ettt e e et a et e e ee e e s e eeete s e seae et easeaeseesetesneeananeseneas 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ......cvieeveeeeeeeeee et et 9¢c(1)(A)
(B) Administrative service or other fees............cccevverieiiieiieseiee e 9¢(1)(B)
(C) Other specific acquisition costs .... .., 9c(1)(C)
(D) Other EXPENSES. ....cveeiiieeiiieiiestieeieeeie et e seeeseee e enseeenseeesseeenseenns 9¢(1)(D)
(E) TAXES cooveeeeeeeeeeeeeeeee e 9c(1)(E)
(F) Charges for risks or other contingencies.................ccoccoovovvevveeee.n. 9c¢(1)(F)
(G) Other retention charges ............ccooiieieiiiie i 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).....ccocveeenne. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClAIM FESEIVES ..ottt e ettt e e eeee et et e e e ee e ee e e e tenseaeneeeneeean e 9d(2)
(B) OENEI TESEIVES. ...t vttt ettt es ettt te et et e e st eseeseeseeaeesebeseemteseeseesees e be s es s eneesenseesassenseseese sseeseneenean 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)............cccceeevvevennne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CarTier ............oouiiiiiiie e 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................ccccceeee. 10b

Specify nature of costs.

Part IV Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ |:| Yes |§| 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 201 9
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab: -
Employee Bomeits ggczrityaAz;qinistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InSpeCtlon'

For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
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 |:| 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

Voya Retirement Ins and Annuity Co 71-0294708

(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) 2019
v. 190130
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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
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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)

TRANSAMERICA LIFE INSURANCE COMPANY

39-0989781

(b)

(c)

(d)

(e)

(f)

(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
15 67 (f). If none, enter -0-.
37
52 RECORDKEEPER
62 Yes No D Yes @ No D Yes D No @
64 8,060 0
(a) Enter name and EIN or address (see instructions)
BENEFITS ADMINISTRATORS, LLC 61-1291181

(b)
Service
Code(s)

15
37
64

(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?

RECORDKEEPER

500

Yes @ No D

Yes @ No D

Yes D No @

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

MESIROW FINANCIAL,

INC.

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
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

INVESTMENT
ADVISORY -
PLAN

349

Yes D No

Yes D No D

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

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

(b)
Service
Code(s)

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

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

(e)

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

(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 D No D

Yes D 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 D 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)

(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 D No D

Yes D No D
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| Partl |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
nter name an address) of source of indirect compensation €) Describe the indirect compensation, including any
d) Ent d EIN (add f f indirect ti D ibe the indirect tion, includi

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

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

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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Page 6 - |

| Part i | 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 (b) Nature of | (C€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(@) 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

(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

(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
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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: e Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2019

This Form is Open to Public

Inspection.
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401 (K) SAVINGS PLAN olan number (PN) N 333

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

HR PLUS, LLC

26-2015657

D Employer Identification Number (EIN)

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:American Funds Balanced Ret Opt

b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 35-0989781 232 code P 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 [E:American Funds New Perspective Ret
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company
C EIN-PN 39-0989781 259 d Entity e Dollar value of interest in MTIA, CCT,_PSA, or

code 103-12 IE at end of year (see instructions) 0

a Name of MTIA, CCT, PSA, or 103-12 IE: DFA U.S. Targeted Value Portfolio R
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity €@ Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 527 code 103-12 IE at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 |[E: Federated MDT Small Cap Growth Ret
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 765 code F 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 [E: Invesco Diversified Dividend Ret Op
b Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 579 code T 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:Loomis Sayles Investment Grade Bond
b Name of sponsor of entity listed in (a) Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0989781 086 code F 103-12 |E at end of year (see instructions) 0
a Name of MTIA, CCT, PSA, or 103-12 IE:MFS Massachusetts Investors Growth
b Name of sponsor of entity listed in (a)Transamerica Life Insurance Company

d Entity e Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 39-0983781 666 code P 103-12 IE at end of year (see instructions) 0

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

Schedule D (Form 5500) 2019
v. 190130
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Name of MTIA, CCT, PSA, or 103-12 IE: Pioneer Select Mid Cap Growth Ret O

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

741

d Entity
code

P

€@ 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: State Street Emerging Markets Index

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

117

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 IE:State Street International Index Re

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

035

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:State Street Russell Large Cap Grow

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

122

d Entity
code

P

€ 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:State Street Russell Large Cap Valu

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

120

d Entity
code

P

€ 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: State Street Russell Small Cap Grow

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

121

d Entity
code

P

€ 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:State Street Russell Small Cap Inde

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

033

d Entity
code

P

€ 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:State Street Russell Small Cap Valu

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

046

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 IE:State Street S&P Mid Cap Index Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

036

d Entity
code

P

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 IE:State Street U.S.

Bond Index Ret Op

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

EIN-PN 39-0989781

037

d Entity
code

P

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Conservati

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity
code

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

EIN-PN 39-0989781 501 103-12 IE at end of year (see instructions)

P

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Growth Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 502 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Income Ret

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 503 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard LifeStrategy Moderate G

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity
code

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

EIN-PN 39-0985781 504 103-12 IE at end of year (see instructions)

P

Name of MTIA, CCT, PSA, or 103-12 IE: TA Vanguard Real Estate Index Ret O

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 099 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: Templeton Global Bond Ret Opt

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

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

EIN-PN 39-0989781 313 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: Transamerica Partners Stock Index R

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

d Entity
code

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

EIN-PN 39-0989781 587 103-12 IE at end of year (see instructions)

P

Name of MTIA, CCT, PSA, or 103-12 [E:Victory Sycamore Established Value

Name of sponsor of entity listed in (a): Transamerica Life Insurance Company

en 39-0sestss g1 |9 S o | © Coluedneostn T 0T PoR o
Name of MTIA, CCT, PSA, or 103-12 |E:
Name of sponsor of entity listed in (a):
EIN-PN d Entity e Dollar value of interest in MTIA_, CCT,_PSA, or
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:
Name of sponsor of entity listed in (a):

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

EIN-PN

code 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)

Plan name

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

Plan name

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

Plan name

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

Plan name

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




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2019

» File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019
A Name of plan B Three-digit
HR PLUS 401 (K) SAVINGS PLAN p|an 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 |

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 1e. See instructions.

Assets

(a) Beginning of Year

(b) End of Year

a Total noninterest-bearing cash

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions

(2) Participant contributions

(3) Other......cooviiiiiiiieieecee,

C General investments:

(1) Interest-bearing cash (include money market accounts & certificates
of deposit).......ccccveeeeeeriiiiieeen.

(2) U.S. Government securities

(3) Corporate debt instruments (other than employer securities):

(A) Preferred
(B) All other

(4) Corporate stocks (other than employer securities):

(A) Preferred
(B) Common

(5) Partnership/joint venture interests

(6) Real estate (other than employer
(7) Loans (other than to participants)
(8) Participant loans

(9) Value of interest in common/collective trusts
(10) Value of interest in pooled separate accounts
(11) Value of interest in master trust investment accounts

(12) Value of interest in 103-12 investment entities
(13) Value of interest in registered investment companies (e.g., mutual

(14) Value of funds held in insurance company general account (unallocated

contracts)....
(15) Other

1a

1b(1)

20,

166 20,000

1b(2)

2,

672

1b(3)

1c(1)

1¢(2)

1¢(3)(A)

1¢(3)(B)

1c(4)(A)

1c(4)(B)

1¢c(5)

1¢(6)

real property)

1¢(7)

1¢(8) 32,

410 29,620

1¢(9)

1¢(10) 2,662,

441 3,078,258

1¢c(11)

1¢(12)

1c(13)

1c(14) 70,

580

1c(15)

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

Schedule H (Form 5500) 2019
v. 190130



Schedule H (Form 5500) 2019

Page 2

1d

= Q

(S

Employer-related investments: (a) Beginning of Year (b) End of Year

(1) Employer securities 1d(1)

(2) EMPIOYET [l PrOPEMY «.....vveveveveeeverererecereeeeeeeeteeeses e eneeeeeeaeeeses s eeeenenes 1d(2)

Buildings and other property used in plan operation .............cccccceeviiiiiennaenn. 1e

Total assets (add all amounts in lines 1a through 1€) ..........ccccocveveveveeuenne.. 1f 2,788,269 3,127,878
Liabilities

Benefit claims Payable. ...........cccoooovivoeieeeceeeeeeee e 19

Operating PAYaDIES .........cccovovieeeeeeeeeeeeeeeee et 1h 12,121 88

AcCqUISIION INAEDIEANESS .........voveveeeeeeeeeee e 1i

Other HADIHIES .......cvevevre ettt e ea et en s 1j 0

Total liabilities (add all amounts in lines 1g through1j) ..........cccooeveveveverennn.. 1k 12,121 88
Net Assets

Net assets (subtract line 1k from line 1) .........cccooiiiiiiiiiiie e | 11 ‘ 2,776,148 3,127,790

Part Il |Income and Expense Statement

2

a

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 (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMpIOYers............c.cccoveveenee. 2a(1)(A) 36,772

(B)  PartiCIDANS.........oecevoeceeeeeeeeeeeeeee et en e en e 2a(1)(B) 237,610

(C) Others (INCIUAING TOIOVETS) ..........vevveeeeeeeeeeeeeee e 2a(1)(C)
(2) NONCASh CONHBULIONS .........vvveeee et 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 274,382
Earnings on investments:
(1) Interest:

(A) Intergst-bearing cash (including money market accounts and 2b(1)(A)

certificates of deposit)..........cooeiiiiiiiiiiii

(B) U.S. GOVEINMENt SECUMHES .........ceveeeeeeeeseeeseeeseeeeeeeeseneseee s 2b(1)(B)

(C) Corporate debt INSIUMENLS.............covveveeeeeeeeeeeeeeeeeeeee e 2b(1)(C)

(D) Loans (other than to participants)...............cccevreeeeeeserereeseessin 2b(1)(D)

(E)  PartiCipant I0aNS ...........c.cveuiveeeieeeeeeeeeseeeeeeeeeeeee e ssee s eeeeneneses 2b(1)(E) 1,455

(F)  OHNEI oo 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F)..........cccovevreereeenenn. 2b(1)(G) 1,455
(2) Dividends: (A) Preferred StOCK. ............cccoiverereeeseeeeeeeesseeeseesensenenen 2b(2)(A)

(B)  COMMON SLOCK...........veoveereeeseeeeseeeeseeeeeeseseee e ee e 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) RENMES ..ottt en e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A)

(B) Aggregate carrying amount (see instructions) ...................... 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)  OMNEI ..ottt es e 2b(5)(B)

() 0 1165 Zb(EYA) B (B)-e s 26(5)C) 0
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(a) Amount (b) Total

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

(7) Net investment gain (loss) from pooled separate accounts ........... | 2b(7) 564,628

(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§tment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds)..........cooiiiiiiiiiiiiie e
€ OtheriNCOME .. .eiiiii e 2c
d Total income. Add all income amounts in column (b) and enter total...................., 2d 840,465
Expenses

€@ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers..............| 2e(1) 479,789

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

(B) ONEI oo 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through (3).........c.coeerveeereenn] 2¢(4) 479,789
f Corrective distributions (€€ INSrUCHONS) ...........eeveveveeceieee e 2f
g Certain deemed distributions of participant loans (see instructions) ................ 2g
Nl INEIESE EXPENSE ...ttt ee o] 2h
i Administrative expenses: (1) Professional fees.............ccccoeeeeveveveerenennnn. 2i(1) 9,034

(2) Contract administrator fEES..........ooceiiiiiiiaie s 2i(2)

(3) Investment advisory and management fees..........c.occceeiiiiiniiiineniicennen, 2i(3)

(8) OUNET ..ot e 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccc......... 2i(5) 9,034
j Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 488,823

Net Income and Reconciliation

Kk Net income (loss). Subtract line 2j from liN€ 2d .............vcvovveveeeeeeeeeeeeeeeeeoeeoeoeeeeeeeeeeenes 2k 351,642
| Transfers of assets:

(1) TO NS PIAN ...ttt et eee 21(1)

(2) FTOM thiS PIAN......eeeeeeeeeee et e 21(2)

Part lll | 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) [ ] Unmodified (2)[ ] 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)? lgl Yes |:| 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) |:| 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, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |IEs also do not complete lines 4j and 4. 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.).................... 4a X

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEO.) oot e e ee e eeee e e en et 4b X
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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.) ......c.ccceeveveiiiiiiineececins 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 lll if “Yes” is
Lo T=Ye = e 1 TOU OO 4d X
e  Was this plan covered by a fidelity DONA? ............coooiiiiiiiiiii et 4e | X 312,800
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF dISNONESTY? ...ttt e e e ettt e e e e et e e e e e e e s nnnaeeeaeaanes 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?...........cccceveeveniieeiiiin i 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 reqUIreMENES.) .........ueiiiii i 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 reQUINEMENTS.) .........ooveiriiiieie ettt 4 X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .........cooiiiiiiiiiiiiie et 4k X
| Has the plan failed to provide any benefit when due under the plan?............ccccccoeiiiiiiiiiiie e 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
By Oy 1O B PSR UPPPR 4am| 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.........ccccovieiiiieiiiiieniiees 4n X
5a Has a resolution 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)

5c¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... D Yes D 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 201 9
Internal Revenue Service Employee 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

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2019 or fiscal plan year beginning 01/01/2019 and ending 12/31/2019

A Name of plan B Three-digit

HR PLUS 401 (K) SAVINGS PLAN plan number

(PN) 4 333

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
instructions

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 71-0294708
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
= LRSS
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)? ......cceeevevrerreneen. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver 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 waived)

b Enter the amount contributed by the employer to the plan for this plan year................cccccocereveveveeveveeeccens 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 @ negative @amount) ..o 6¢c

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

7  Will the minimum funding amount reported on line 6¢ be met by the funding deadline?..............cccccooooveveveurvverenenne. 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 Y
administrator agree with the Change? ..ot e D es

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

[] No [] ~na

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 @ Does the ESOP hold any Preferred SIOCK? ...........covowiwoueieeeeeeeeeeeeeeeeeee e e ee e ee e ee e ee et ee et et e e e s s s eseneeeteaeeeen e ees e enaeas 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? I:I Yes I:I No

(See instructions for definition of “Dack-t0-baCK” I08N.) ..........cciiiiiuiiii e e e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?.............ccccoveveveveveceeeceeeeeeeeeeeceeas I:I Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2019

v. 190130
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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 |:| 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 |:| 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 |:| 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 |:| 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 |:| 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

e Contribution rate information (If more than one rate applies, check this box |:| 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:l] 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:

@ THE CUITENE YEAT........eeeeceeeeeeee et ee e e e e e s ee e en et ee e s een s s e s eneneee e e es e aennene e 14a
b The plan year immediately preceding the CUrrent Plan YEar...............ccoveveueueeeeeeeeeeeeeeeee e 14b
C  The second PreCeding PIAN YEAT .........c.uiii ittt ettt et b e 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.............cccocceeeninen. 15a

b The corresponding number for the second preceding plan year 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 16a

b

If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such Withdrawn €mMPIOYETS .........uuiiiie et e e e e e e e s st eaesaasnre e aeaaanaas

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 attaChmMENL. ... oo i et e e ettt e e e e e e e re e e an e e n e e e n e e eneenananns D

| 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 to be included as an attachment

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:

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

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

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a
b

Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? |:|Yes |:| No
If line 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

[

I:I No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.

D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

D No. Other. Provide explanation




HR PLUS 401(k) SAVINGS PLAN

SCHEDULE H, LINE 41 - SCHEDULE OF ASSETS (HELD AT END OF YEAR)

DECEMBER 31, 2019
EIN: 26-2015657 PN: 333

a. b. C d. e.
Issuer Description Cost Current Value
American Funds AMCAP Fund R6 - $ 10,294
American Funds Am Balanced R6 - 248,917
American Funds Wash Mtual R6 - 2,470
Carillon Eagle Sm Cap Grw R6 - 1,211
PIMCO Income Fund Ins - 26,195
Vanguard 500 Index Fund Ins - 8,622
Vanguard Mid-Cap Index Fund Adm - 5,847
Vanguard Small-Cap Index Fund Adm - 1,218
* Voya Index Solution 2020 P Z - 441,041
* Voya Index Solution 2025 P Z - 307,578
* Voya Index Solution 2030 P Z - 391,067
* Voya Index Solution 2035 P Z - 1,091,883
* Voya Index Solution 2040 P Z - 162,206
* Voya Index Solution 2045 P Z - 92,749
* Voya Index Solution 2050 P Z - 9,315
* Voya Index Solution 2055 P Z - 1,810
* Voya Index Solution 2060 P Z - 89
* Voya Index Solution Inc P Z - 262,972
Total pooled separate accounts $ 3,065,484
* Voya Gv Mny Mkt F A (HId Acct) 12,774
Participant loans 4.25% - 6.00% -0- 29,620

*

Total investments

$ 3,107,878

Indicates party-in-interest

See independent auditor's report and financial statements
10



