
 

Form 5500 

 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

Pension Benefit Guaranty Corporation 

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

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

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

OMB Nos. 1210-0110 
1210-0089 

 

2022 
 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2022 or fiscal plan year beginning                                                                      and ending                                                        

A  This return/report is for:       X  a multiemployer plan        X  a multiple-employer plan (Filers checking this box must attach a list of 
participating employer information in accordance with the form instructions.) 

       X  a single-employer plan        X  a DFE (specify)        _C_ 

B  This return/report is:       X  the first return/report        X  the final return/report 

       X  an amended return/report        X  a short plan year return/report (less than 12 months) 

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

D  Check box if filing under:                                                              X  Form 5558            X  automatic extension            X  the DFVC program 

       X  special extension (enter description) ABCDEFGHI ABCDE 

E  If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . . . . . . . . . . . . . . . . . . . . . . . . .. X  

Part II   Basic Plan Information—enter all requested information 

1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

1b Three-digit plan 
number (PN)  001 

1c Effective date of plan 
YYYY-MM-DD 

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) 

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

 

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, I declare that I 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 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of DFE Date Enter name of individual signing as DFE 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2022)  

v. 220413 

  

 

01/01/2022 12/31/2022

X

MEDICA INSURANCE COMPANY 501

01/01/2021

73-1673656
EAGLE RIDGE ACADEMY

952-746-7760

11111 BREN RD W 
MINNETONKA, MN 55343-9015

11111 BREN RD W 
MINNETONKA, MN 55343-9015

611000

Filed with authorized/valid electronic signature. 06/28/2023 KARI LYON
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITYEFGHI ABCDEFGHI AB, ST 012345678901 

UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012 

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, 6c, and 6d).  

 
a(1)  Total number of active participants at the beginning of the plan year  ...............................................................................  6a(1)  

   
a(2)  Total number of active participants at the end of  the plan year  .......................................................................................  6a(2)  

  
b Retired or separated participants receiving benefits ..............................................................................................................  6b 123456789012 
 
c Other retired or separated participants entitled to future benefits...........................................................................................  6c 123456789012 
  
d Subtotal. Add lines 6a(2), 6b, and 6c. ....................................................................................................................................  6d 123456789012 
  
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ................................................  6e 123456789012 
  
f Total.  Add lines 6d and 6e. ...................................................................................................................................................  6f 123456789012 
  
g Number of participants with account balances as of the end of the plan year (only defined contribution plans  
        complete this item)...............................................................................................................................................................  6g 123456789012 
  
h Number of participants who terminated employment during the plan year with accrued benefits that were  
      less than 100% vested ...........................................................................................................................................................  6h 123456789012 

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........  7  

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:  
          
 

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1)  X  Insurance 
(2)  X Code section 412(e)(3) insurance contracts (2)  X  Code section 412(e)(3) insurance contracts 
(3)  X Trust  (3)  X  Trust  
(4)  X  General assets of the sponsor (4)  X  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)  X  R  (Retirement Plan Information)  (1)  X H  (Financial Information) 
 

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

(2)  X  I   (Financial Information – Small Plan) 

(3)  X     A  (Insurance Information) 

(4)  X  C  (Service Provider Information) 

(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          
Information) - signed by the plan actuary 

(5)  X  D  (DFE/Participating Plan Information) 

(6)  X  G  (Financial Transaction Schedules) 

  

X

 
 

178

178

178

178

178

4A

X X
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Part III 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.) ........................………..….  X    Yes       X    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.) …….....  X Yes    X   No  

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report.  If the plan was not required to file the 2022 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______________________              
                                             



Medica 

PO Box 9310  

Minneapolis, MN 55440        
 

 

 

 

EAGLE RIDGE ACADEMY            
KARI LYON   
11111 BREN ROAD W 

MINNETONKA, MN  55343 
 
6/28/2023 

 

FORM 5500 SCHEDULE A INFORMATION 

 
Dear Valued Customer:  

 

Enclosed is information that you may need for completing your Form 5500 Schedule A, as required by 

the Employee Retirement Income Security Act of 1974 (ERISA).  

 

This information reflects compensation paid to your agent/agency or consultant for the coverage or 

services you have with Medica.  We are reporting base commissions and any other types of 

compensation, including any additional contingency fees (also known as Broker Incentive Program), paid 

in relation to the employer’s plan during the plan year.   

 

Please note that only base commissions are included in the calculation for your premium.  Base 

commissions appear as “Total amount of commissions” (Part I, 3b)” on the Schedule A Information 

Form.   

 

Contingency fees are not directly included in the determination of your premium.  These payments are 

based upon the characteristics of the recipient’s combined block of business with Medica (including both 

fully insured and self-insured business) and then are allocated to plans according to each plan’s 

contribution to the total contingency fee earned by the recipient.  Contingency fees appear as “Fees paid / 

amount” (Part I, 3c)” on the Schedule A.   

 

Medica’s contingency fees are calculated and released on May 1st each year for the prior calendar year.  

An employer may request an updated Form 5500 Schedule A after May 1st if needed.  Example:  If you 

request a Schedule A in January 2018, it will reflect the contingency fees for calendar year 2016.  If you 

request a Schedule A in June 2018, it will reflect the contingency fees for calendar year 2017.   

 

If you have any questions: 

• related to contingency fees, please contact your broker, 

• related to other information on the Form 5500, please contact our Billing Customer Service 

 at 1-800-892-8354. 

 

Sincerely, 

 

Medica Billing Operations 



 

Schedule A (Form 5500) Parts l and lll     
Insurance Information Certified by Carrier      
Department of Labor Pension and Welfare Benefits   
         
 
A Name of Plan:      EAGLE RIDGE ACADEMY            
 Principal Address:   11111 BREN ROAD W 
    MINNETONKA, MN  55343 
 
 

Part l Information Concerning Insurance Contract Coverage, Fee, and Commissions 
 
1. Coverage 
 

(a)   Name of Insurance carrier:   Medica Insurance Company 

 
 
(b)   EIN: 41-1490988    (c)  NAIC code:   12459    (d)  Contract or identification number:    147433 

 
(e) Approximate number of persons covered at the end of policy or contract year:   

         Subscribers:  103*   Members:  178*  
 

* If the policy holder determines that they have a more accurate count, they should use their figure. 
 
Plan or Contract year       (f)  From:  1/1/2022 (g)  To:  12/31/2022 
 

2. Insurance fees and commissions paid to agents, brokers, and other persons 
 

Totals Total amount of commissions  Total fees paid / amount:  $3823.75 
  Paid:  $44,232.37 
 

3. Persons receiving commissions and fees. 
(a)  Name and address of the agents, brokers or other persons to whom commissions or fees were paid: 
 
NORTH RISK PARTNERS LLC 
ADAM M OLSON      
2010 CENTRE POINTE BLVD 
SAINT PAUL, MN  55120 
 
 
 
(b)  Amount of base commissions paid:  $44,232.37 (c)  Fees paid / Amount:  $3823.75 
(e)  Organizational Code:  3 - Insurance Agent  (d)  Fees paid / Purpose:  Broker Incentive Program 

 

   Part lll  Welfare Benefit Contract Information                                                                     .                                                                                                                                                     

 
           8.  Benefit and contract type 

(a) Health 
 

          10.  Non experience-rated contracts: 

 (a) Total premiums or subscription charges paid to carrier:   $1170706.25 
 

    (b) Additional costs incurred by carrier, service, or other 
Organization not reported in Part 1, item 2 above: 
 
         Specify Nature of cost:  

 

 
 


