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).

OMB Nos. 1210-0110
1210-0089

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

2022

This Form is Open to Public

Inspection

Part | | Annual Report Identification Information

For calendar plan year 2022 or fiscal plan year beginning 01/01/2022

and ending

12/31/2022

A This return/report is for: 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 a DFE (specify)

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

D an amended return/report
C Ifthe plan is a collectively-bargained plan, check here
[] Form 5558

D special extension (enter description)

D Check box if filing under: [ ] automatic extension

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

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
ALIAT CIGNA BENEFITS 2020

1b

Three-digit plan
number (PN) » 506

1c

Effective date of plan
01/01/2019

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)
REAL BENEFITS GROUP INC

ALIAT

7300 SW HUNZIKER RD STE 200
PORTLAND, OR 97223-8205

7300 SW HUNZIKER RD STE 200
PORTLAND, OR 97223-8205

2b

Employer Identification
Number (EIN)
45-4568306

2c

Plan Sponsor’s telephone
number
971-371-4677

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.

IEIIEGR'\IIE Filed with authorized/valid electronic signature. 07/27/2023 ROBERT KOHNLE
Signature of plan administrator Date Enter name of individual signing as plan administrator
IEIIEGR’\IIE Filed with authorized/valid electronic signature. 07/27/2023 ROBERT KOHNLE
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 (2022)
V. 220413
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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 ‘ 205
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¢c, and 6d).
a(1) Total number of active participants at the beginning of the PlIan YEar ..............cccoceveievcueveceesecescee e 6a(1)
a(2) Total number of active participants at the end of the PIaN YEAr .............cccooiuiiiiiieiiieieieeeeeeee e 6a(2) 409
b Retired or separated participants reCeiVINg DENEFILS ...............couiuiueueeeeieeeeeceee e eeeeens 6b
C Other retired or separated participants entitled to future Denefits............coccuiiiieiiii e 6c
d  Subtotal. Add lINES BA(2), B, NG BC............eeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeeeeeesee s s eeeseeeeees e e se s sees s eeseeseseeesessessesseseeseeseenereeeeen 6d 409
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........ccccoecveiiiiiieiccne s 6e
' TOtal. AQG INES BA BNA BE. .....oeovreeeeirceeeesceseee et ees et s sttt 6f 409
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEEE TS IIEIM).....vceecececece ettt ettt ettt ettt et et e e e e e e e e e e e s ee s e sassee e e en s s s enas s seanan s nen s s e s s s enn s s enn s s ennans 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1855 thaN 100% VESEA. ... cv.vieeceetis ittt ettt et sttt ee ettt se et et e ees et et s e s et et eesca et s e cs et b st et s s ns et et s s et bt snscbesennssb s s snes 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ........ 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4A 4D 4E
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
2) I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
3) I Trust 3) I Trust
(4) |_| General assets of the sponsor (4) |—| General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) (1) D H (Financial Information)
2) D I (Financial Information — Small Plan)
2) D MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan @) 1 A (Insurance Information)
actuary @) D C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D 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.) wooveoeeeeerenerenis e 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.) ........... |>_—<| Yes D 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_ 138207113




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).

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2022

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
ALIAT CIGNA BENEFITS 2020 plan number (PN) » 506

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

REAL BENEFITS GROUP INC

D Employer Identification Number (EIN)
45-4568306

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 |l and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES

e) Approximate number of Policy or contract year
c) NAIC (d) Contract or (
(b) EIN ( . i persons covered at end of
code identification number policy or contract year (f) From (9) To
59-1031071 67639 3341539 409 01/01/2022 12/31/2022

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

0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Schedule A (Form 5500) 2022
v. 220413
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end..............cccccevevirerererirereererenaas 4
5 Current value of plan’s interest under this contract in separate accounts at year end...............co.coovvvererrrrrenrernnnn. 5

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Paid t0 CAMTIEE .........ov e 6b

C  Premiums due but unpaid at the end Of the Year ... 6¢C

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, €nter @aMOUNT..............ooiiiiiiiii e 6d
Specify nature of costs P
€ Type of contract: (1) D individual policies (2) D group deferred annuity
(3) |:| other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b Balance at the end of the PreVIOUS YEAI ..........co.ovoveceeeeeeeeeeeeeeeeeee e eeess e tee e e eeensaeeenene s iesensesesnensasassenenesens | 7b
C Additions: (1) Contributions deposited during the year... .. | 7c(1)
(2) Dividends @and CreditS............o.ovoveveveveveeeeeeeeeeeeeeee e 7c(2)
(3) Interest credited during the Year............ccccocceeeueveveeceeeeeeeeeeeeeee e 7c(3)
(4) Transferred from separate account............ .| 7c(4)
(5) Other (SPECIfY DEIOW) ........c.cuevveeceeeeeeeeeeceeeeeeeee et 7c(5)
4
(B)TOtAI AAAIIONS....... .ot 7c(6)
d Total of balance and additions (add liNes 7b aNd 7C(B)). .....vovoveveeeeeeeeeeeeeeeee e | 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier............cocoevovveeereeeeeeeeeeeeenen 7e(2)
(3) Transferred to SEParate aCCOUNt ..............cooeveeeeeeeeeereseeereeeeeeeees e 7e(3)
(4) Other (SPECIfY DEIOW).........v.eeveeeeeeeeeeeeeeeeeeeeeeee e 7e(4)
4
(5) TOLAl AEAUCHONS. ...t e et ee st ee st en s ee s e et e s eesen e seeeenen e eean 7e(5)
f Balance at the end of the current year (subtract line 7€(5) from liN€ 7d) ...........ocovrueerereeeeeeeeecerereerreerereenn. | 7f
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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 Health (other than dental or vision) b Dental C [X] Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) ] D HMO contract k D PPO contract | X| Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVET .......ouvieieeririeieceseiees e 9a(1) 4522398
(2) Increase (decrease) in amount due but unpaid...........ccccceuvevveeeerennne. 9a(2) 0
(3) Increase (decrease) in unearned premium reserve...............o.oeeuvene.. 9a(3) 0
(4) EANEA (1) (2) = (B))-veeeeeeeeeeeeee e sesesesesesesesnsesesesesesesesesesasnsnanas | 9a(4) 4522398
b Benefit charges (1) Claims paid 9b(1)
(2) Increase (decrease) in claim reserves 9b(2)
(3) Incurred claims (add (1) and (2)) 9b(3) 0
(4) Claims charged...........ccccoveurnee. 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....cuviviiieiieieeieie ettt e e ee e sb e e sae e ene e e e e s 9c(1)(A)
(B) Administrative service or other fees............ccccoeevveciiiiiciiciecne 9c(1)(B)
(C) Other Specific aCqUISIION COSES............o.vveeveeeeeeeeereeeeeese e 9c(1)(©)
(D) OthEr XPENSES .....eoviveeeeeeieeeeee ettt 9c(1)(D)
(E) TAXES cormeeeeeeeeeeeeeee e eeee e e e e e e s e e eee s e eseeeeeeeeeeeneee 9c(1)(E)
(F) Charges for risks or other contingencies.............ccocceevceirieeenncen. 9c(1)(F)
(G) Other retention charges...........coooiiiiiiiiie e 9c(1)(G)
(H) TOAI FEEENMEON . ...ttt ettt ettt s et s s e s s st se s et e e s s ese e s s ese s s sese e ses e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................ 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)......ccccocueirieiinneannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CaMmer ............coocvioiiiie 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 I, line 2 above, report amount. .......................... 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 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




H H H OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2022
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab )
Employee Bgr?e?frit?gre]cﬂrityaAgbinistration b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspect|on.
For calendar plan year 2022 or fiscal plan year beginning 01/01/2022 and ending  12/31/2022
A Name of plan B Three-digit
ALIAT CIGNA BENEFITS 2020 plan number (PN) 4 506
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
REAL BENEFITS GROUP INC 45-4568306

| Part | | Service Provider Information (see instructions)

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

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

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

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022
v. 220413
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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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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)

CIGNA HEALTH AND LIFE INSURANCE CO

(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-.

(€)

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?

121331
38 49 50
56 62

ADMINISTRATIVE
SERVICES

12832

Yes No D

Yes No D

1280

Yes No D

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

(b)
Service
Code(s)

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

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

(e)

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

(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)

(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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Part | | Service Provider Information (continued)

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

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

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

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

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

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

(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
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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:




Cigna Health and Life Insurance Company
A Cigna company

Hartford, CT 06152 )( . Cigna :

Schedule A Insurance Information
Information Required for Completion of Form 5500 Schedule A by Plan Sponsor or Administrator

A. Plan Name ALIAT _ B. Three-Digit Plan #(PN) Plan WE Provide
C. Plan Sponsor's Name: Plan will Provide D. Company ldentification Number: Plan will Provide
Part| Information Conceming Insurance Contract Coverage, Fees and Commissions (Summary of All Insurance Contracts Included in Part Ill)
1. Coverage Information (a) Name of Insurance Carrier:Cigna Health and Life Insurance Company and affiliates (“Cigna”)
®) EIN (c) NAIC Code |(d) Contract or (e) Approx.no.of persons covered T Policy/Contract Year %
R P Identification Number at end of policy or contract year (f) From (9) To
) 3341539 409 Employees 01/01/2022 —  12/31/2022
2. Insurance fees and commissions information. Enter total fees and commissions paid
(a) Total Amount of commissions paid $0 (b) Tatal Amount of fees paid $0

3. Persons receiving commissions and fees. Fees and commissions paid

(a) Name and address of the agent, broker |(b) Amount of sales and

or other person to who commissions base commissions (c) Amount* (d) Purpose* (e) Organization code
and fees were paid paid

*Refer to footnotes for incentive $$ amounts and

Non Experience - Rated purpose as applicable

$0

Part Il Investment and Annuity Contract Information This section not applicable to this Plan
Outstanding Monies Due > $0

contract number of identification > same as 1d

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 organization(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.

(a) @ Health (Other than dental or vision)  (b) & Dental (c) @ Vision (d) O Life Insurance

8. Benefit and () O TEST;.;?S%D'%M“Y (accident and (f) O Long- Term disability (g) O Supplemental Unemply (h) O Prescription drug
(Contractinformation 16 1 st0p Loss (Large deductible) () O HMO contract (k) O PPO Contract () @ Indemnity contract

(m) O Other (Prepaid Dental)
9. Experience-Rated Contracts This section not applicable for this Plan

(a) Total premiums or subscriptions charges paid to carrier $4,522 398

Premium Due as of 02/19/2023 $0
10. Nonexperience-  ITpy I the carrier, service or other organization incurred any specific costs in connection with the
rated contracts acquisition or retention of the contract or policy, other than reported in Part |, item 2 above, report
amount
Specify nature of costs

PART IV Provision of Information

11. Did the insurance company fail to provide any information necessary to complete Schedule A? O Yes M No
12. If the answer to line 11 is "Yes", specify the information not provided. > Answer "Not Applicable”

Comments

THE INFORMATION REFLECTED IN THIS REPORT IS ACCURATE AND COMPLETE BASED UPON INFORMATION AVAILABLE TO CIGNA COMPANIES
AT THE TIME THIS REPORT IS PREPARED AND IS CERTIFIED AS BEING COMPLETE AND ACCURATE.

NOTE TO POLICYHOLDERS: You may have responsibilities under law to determine whether the information contained in this report could be used to identify
individuals either when combined with other information that yvou have or in any other manner and, if so, to take appropriate protective steps.

"Cigna" is a registered service mark and the "Tree of Life" logo is a service mark of Cigna Intellectual Property, Inc., licensed for use by Cigna Corporation and its
operating subsidiaries. All products and services are provided by such operating subsidiaries and not Cigna Corporation. Such operating subsidiaries include

Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, and HMO or service company subsidiaries of Cigna Health Corporation
and Cigna Dental Health, Inc.
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Cigna Health and Life Insurance Company ol -
A Cigna company it
Hartford, CT 06152 )( Clgna.

Schedule A Insurance Information - Footnotes
Information Required for Completion of Form 5500 Schedule A by Plan Sponsor or Administrator

A. Plan Name ALIAT B. Three-Digit Plan #(PN) Plan wiI} Provide
C. Plan Sponsor's Name: Plan will Provide D. Company Identification Number: Plan will Provide
Part | Information Concerning Insurance Contract Coverage, Fees and Commissions (Summary of All Insurance Contracts Included in Part 1)
1. Coverage Information (a) Name of Insurance Carrier:Cigna Health and Life Insurance Company and affiliates (“Cigna”)
d) Contract or e) Approx.no.of persons covered Policy/Contract Year
53_’.} 035{;$1 () QI;\SIéZQCode e Identification Number : }at end of policy or contract year (f) From (g) To
3341539 409 Employees 01/01/2022 - 12/31/2022

Part |, line 1a: "Name of Insurance Carrier", (b) "EIN", (c) "NAIC Code" - The plan to which this report applies may be funded by contracts issued by more than one
Cigna company each of which is an "insurance carrier.” The issuance of multiple insurance carrier contracts is necessary to cover individuals who participate in the same
plan but reside in different geographic locations. As the Cigna companies whose contracts fund the plan are grouped as a single unit by Cigna for purposes of
underwriting the plan, combining the information with respect to these individual contracts in this report will provide more meaningful insurance information for the
Schedule A. The individual contracts of the Cigna companies are grouped as a unit for purposes of this report. To reference individual contracts please refer to the
Schedule A Appendix pages contained within this reporting package, if applicable.

Part |, line 2a, 2b: The following amounts were paid to your broker(s) / consultant(s) during the contract year:

Commissions: $0 General Agent Fees: $0 Benefit Advisor Fees: $0

Part |, line 3c: Incentive compensation payments based upon persons/members in your plan and/or lump sum amount: $0 (Broker and General Agents combined)
attributable to your plan for the 2022 calendar year. These amounts are funded from Cigna companies general overhead.
Contact your broker/consultant for further details.

In addition to the Commissions/Benefit Advisor Fees reported, Cigna enters into compensation programs under which certain agents and brokers provide our companies
with market intelligence produce and service feedback, and other services that enable us to conduct our business more effectively. Qualification for payments and the
amount of those payments may be based on new business and persistency resuits. Unless otherwise noted, this compensation is not allocated to specific policies, is
funded form our general overhead, and is not required to be reported on Schedule A. Your agent or broker may also have participated at our expense, in events we
sponsor to inform them on our products and services. Contact your agent/broker for specific information about their participation.

The contract holder is not entitled to a retumn of any premium or other payment made to Cigna company unless the Cigna company agrees otherwise in writing. The
Cigna companies may use payments received for any purpose in its sole discretion.

If the contract holder is a Public Entity located in California, you are asked to forward this report to the governing board.

Part 1, line 2a, 2b, 3b and/or 3c: Represents the amount of Commissions/Benefit Advisor Fees paid during the contract year. This amount is reflective of payments made
during the contract year that may be attributable to multiple contract years.

Part 1, line 3b and/or c: May include prior year Commissions/Benefit Advisor Fees not previously reported.

Part 1, line 3b and/or c: There may be adjustments made to Commissions and/or Benefit Advisor Fee payments outside the policy period that are not reflected on this
form.

Line 10a: May reflect amounts paid for surcharges on provider charges or other assessments imposed under applicable state law.

Line 10a: Includes payments by State Continuants of $0administered by Cigna and applicable to your account.

» If applicable and provided with this reporting, the Appendix to Schedule A entities' allocation is based on averaged premium, Commissions/Benefit Advisor Fees and
available lives.

» If applicable and provided with this reporting, the Appendix to Schedule A entities’ allocation for broker/general agent Commission/Benefit Advisor Fee amounts do not
include Platinum/Supplemental bonus payments as they are paid lump sum to brokers/general agents and are included on the Schedule A summary page reporting.

» [f applicable and provided with this reporting, the Appendix to Schedule A entities' reports the number of employees covered rather than employees and dependents.
Subscriber and membership information is available for your contract policy year on the employer portal at www.cignaaccess.com, report titled, Subscriber and
Membership Reporting.

® The premium reported does not reflect the rebates, if any, under the Patient Protection and Affordable Care Act that may have been paid for any prior plan year.

* Premium also includes taxes, fees and assessments imposed under the Patient Protection and Affordable Care Act.
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SERVICE PROVIDER INFORMATION APPLICABLE TO:
Cigna Health and Life Insurance Company (“Cigna”)
ALIAT
7300 SW HUNZIKER DR.
SUITE 200
PORTLAND , OR 97223
Account Number : 3341539
For plan year beginning 01/01/2022 and ending 12/31/2022
Part | Service Provider Information
1. Information on Persons receiving Only Eligible Indirect Compensation:
(a) Check "No"
(b) Not applicable
2. Information on Other Service Providers Receiving Direct or Indirect Compensation:
(a) Cigna Health and Life Insurance Company (“Cigna”)
Contract Identification Number: 58-1031071
NAIC Code: 67369
(b) Service Code(s):
12 Claims Processing 38 Participant communications 50 Direct payments from the Plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation

31 Named fiduciary - (if indicated in ASO Agreement) 62 Float Revenue

(c) Cigna provides claim administration and related Services Pursuant to an Administrative Services Agreement.

(d) Direct compensation paid by the plan: Amount Paid
Medical Fees $12,832

(e) Check "Yes." Cigna received Indirect compensation.
(f) Check "Yes", see appendix for eligible indirect compensation calculation.
(g) See Appendix for indirect compensation calculation.

(h) Check "Yes." See Appendix included with this reporting.

3. For information regarding each source of indirect compensation (a) of $1,000 or more and (b) each source of indirect
compensation for which Cigna provided a formula refer to:

(a) Reference Appendix for information on eligible indirect compensation including formulas
(b) Reference Appendix for information on indirect compensation including formulas

Part Il Service Providers Who Fail or Refuse to Provide Information

4. Do not identify Cigna in this section as information for completion of Schedule C as provided in this documentation.

THE INFORMATION REFLECTED IN THIS REPORT IS ACCURATE AND COMPLETE BASED UPON INFORMATION AVAILABLE TO CIGNA COMPANIES AT THE
TIME THIS REPORT IS PREPARED AND IS CERTIFIED AS BEING COMPLETE AND ACCURATE.

NOTE TO POLICYHOLDERS: If you have elected not to receive identifiable health information, this report complies with your election. Mevertheless, please note that you
may have responsibilities under law to determine whether the information contained in this report could be used to identify individuals either when combined with other
information that you have or in any other manner and, if so, to take appropriate protective steps.

"Cigna" is a registered service mark and the "Tree of Life" logo is a service mark of Cigna Intellectual Property, Inc., licensed for use by Cigna
Corporation and its operating subsidiaries. All products and services are provided by such operating subsidiaries and not Cigna Corporation. Such
operating subsidiaries include Connecticut General Life Insurance Company, Cigna Health and Life Insurance Company, and HMO or service
company subsidiaries of Cigna Health Corporation and Cigna Dental Health, Inc.
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SERVICE PROVIDER INFORMATION APPLICABLE TO:
Cigna Health and Life Insurance Company (“Cigna”)
FOOTNOTE DOCUMENT

ALIAT

7300 SW HUNZIKER DR.
SUITE 200

PORTLAND , OR 97223

Account Number : 3341539
For plan year beginning 01/01/2022 and ending 12/31/2022

Part 1, line 2d: Amount reflects payments at the time this report is prepared. Other direct compensation may be due, but not yet
paid.

Part 1, line 2d: May include prior year commissions not previously reported.

Part 1, line 2d: Direct compensation reported may include compensation for administrative services provided to individuals not
covered under the group health plan administered by Cigna.

= If you have a Cigna administered HRA and/or HSA, the Administrative Service Fees include fees charged by the bank vendor.

Direct compensation amount does not include the following compensation received, if any, by affiliated companies:
= Plan benefit payments, if any, made to eviCore

= Utilization management fees paid to eviCore

= Plan benefit payment made to Evernorth Care Solutions, Inc. or Evernorth Behavioral Health, Inc.

= Plan benefit payments made to Cigna HealthCare of Arizona, Inc.(Cigna Medical Group)

The amount of such compensation, if any, with respect to your plan is available upon request.

Direct compensation amount does not include compensation received by Express Scripts, Inc. for pharmacy benefit management and
related services under direct contracts with you. Express Scripts, Inc. separately reports this information to you for Schedule C
reporting.

Indirect compensation reported does not include any plan participant cost-sharing payments made to the following affiliated
companies:

« eviCore

= Evernorth Care Solutions, Inc.

* Evernorth Behavioral Health, Inc.

» Cigna HealthCare of Arizona, Inc.(Cigna Medical Group)
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APPENDIX FOR SERVICE PROVIDER INFORMATION REGARDING SOURCES OF INDIRECT
COMPENSATION EXCLUDING ELIGIBLE INDIRECT COMPENSATION TO BE REPORTED ON
SCHEDULE C PART |, LINE 3

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Castlight Health, 121 Spear St 3rd floor, San Francisco, CA 94105 EIN - 261989091

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Indirect compensation received by Cigna from this vendor (i) to defray Cigna’s cost for the infrastructure changes required to
facilitate implementation of this vendor's customer transparency and engagement services; (ii) as reimbursement for annually
providing the vendor Cigna derived Center of Excellence (COE) and Cigna Designation (CCD) Information; (iii) as reimbursement
for making available customer access to cost estimate information, and (iv) as reimbursed for access to client paid claim files.

Indirect Compensation Formula/Estimate:
For calendar year 2022, Cigna received indirect

compensation from this vendor of approximately $3.13 per participant. (Determined by dividing total
compensation received by the number of participants as of July 1, 2022 in all plans that utilized this vendor.
(excluding Shared Administration Repricing "SAR")

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Omada Health, Inc., 500 Sansome St., #200, San Francisco, CA 94111 EIN - 45-2355015

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Digital Diabetes Preventive Care Services Provider - Indirect compensation received by Cigna from this provider for services
including:
(i) explaining the Omada services to existing and prospective clients; (ii) encouraging at-risk individuals who may benefit from the
Omada services to utilize Omada's preventive care services, and (iii) facilitating the enrollment of at-risk individuals

in the Omada program.

Indirect Compensation Formula/Estimate:
For calendar year 2022, Cigna received indirect
compensation from this vendor of approximately $.70 per participant. (Determined by dividing total compensation
received by the number of participants as of July 1, 2022 in all plans that utilized this vendor
(excluding Shared Administration Repricing "SAR"))

Effective Date: 01/01/2022 Cancel Date:01/01/9999
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(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Vision Service Plan "VSP", 333 Quality Drive, Rancho Cordova, CA 96670, EIN - 061227840

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
NOTE: The following is not applicable to your plan if your Cigna administered plan did not

include benefits for vision services through VSP.

Vendor for Vision Services - Indirect compensation received by Cigna from this vendor
for Cigna's expenses associated with administering plans with vision benefits.

Indirect Compensation Formula/Estimate:
For calendar year 2022, Cigna received indirect
compensation from this vendor of approximately $1.07 per participant. (Determined by dividing total
compensation received by the number of Vision Service Plan participants in participating plans
insured/administered by Cigna. The amount attributable specifically to your plan depends upon
the amount of plan benefits paid.) (excluding Shared Administration Repricing plans)

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Refer to Sagamore Network Hospital listing below *

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Network hospitals listed below have contracted with Sagamore Health Network (an affiliate of

Cigna) to pay network administration fees.

Indirect Compensation Formula/Estimate:
For calendar year 2022, Cigna received indirect compensation
from these hospitals of approximately $0.08 per participant. (Determined by dividing total indirect
compensation received by the number of participants in all plans, including Shared Administration Repricing
plans insured/administered by Cigna. The amount attributable specifically to your plan depends upon the
amount of plan benefits paid to these hospitals.)

Hospital name
* Bloomington Hospital, P. O. Box 1149, Bloomington, IN 47402, TIN = 351720796
Bloomington Hospital of Orange County, 642 W. Hospital Road, Paoli, IN 47454, TIN = 352090919
Clark Memorial Hospital, 1220 Missouri Avenue, Jeffersonville, IN 47130, TIN = 350944638
Daviess Community Hospital, P. O. Box 32, Washington, IN 47501, TIN = 356001322
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Deaconess Gibson Hospital, 1808 Sherman Drive, Princeton, IN 47670, TIN = 350877575

Good Samaritan Hospital, 520 S. Seventh Street, Vincennes, IN 47591-1098, TIN = 356001532

Goshen General Hospital, P. O. Box 139, Goshen, IN 46527-0139, TIN = 356001540

Greene County General Hospital, RR#1, Box 1000, Linton, IN 47441-9457, TIN = 356001492

Franciscan Health Lafayette, P. O. Box 310, Mishawaka, IN 46546-0310, TIN = 352056396

Franciscan Healthcare Rensselaer (Jasper County Hospital), 1104 E. Grace Street, Rennselaer, IN 47978, TIN = 351404051
Margaret Mary Community Hospital, P. O. Box 226, Batesville, IN 47006-8953, TIN = 356067049

Meadows Hospital, 3600 N. Prow Road, Bloomington, IN 47404, TIN = 351858510

Monroe Hospital, 4011 S. Monroe Medical Park Blvd., Bloomington, IN 47403, TIN = 202069733

Oaklawn Psychiatric Center, P. O. Box 809, Goshen, IN 46527, TIN 351070041

Starke Memorial Hospital (Principal Knox LLC), P. O. Box 339, Knox, IN 46534-0339, TIN = 621763056
Pulaski Memorial Hospital, P. O. Box 279, Winamac, IN 46996, TIN = 351097674

St. Joseph Regional Medical Center -Plymouth, P. O. Box 1935, South Bend, IN 46634, TIN = 351142669
St. Joseph Regional Medical Center -South Bend, P. O. Box 1935, South Bend, IN 46634, TIN = 350868157
St. Mary's Medical Center, 3700 Washington Ave, Evansville, IN 47750, TIN = 350869065

St. Mary's Warrick Hospital, P.O. Box 2408, Indianapolis, IN 46206, TIN = 351343019

White County Memorial Hospital, 720 South 6th St., Monticello, IN 47960, TIN = 351140233

Woodlawn Hospital, 1400 E. 9th St., Rochester, IN 46975, TIN = 351171815

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Bank of America (Lockbox), 540 West Madison Street, Chicago, IL 60661 EIN# 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits associated with bank accounts utilized by Cigna in the administration of claim overpayment recoveries.

Applicable to all self-funded plans administered by Cigna.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $0.00 per participant with the average annual

rate of the earnings credit at .47%.

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Citibank NA, One Penns Way, New Castle, DE 19720 EIN# 58-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
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Earnings credits on daily fund balances associated with bank accounts utilized in the claim administration by Cigna.
Applicable to all self-funded plans utilizing Citibank services.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $0.74 per participant with the average annual
rate of the earnings credit at .90%.

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Citibank NA (Omnibus), One Penns Way, New Castle, DE 19720 EIN # 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits on daily fund balances associated with bank accounts utilized in the claim administration by Cigna.
Applicable to all self-funded plans for Evernorth Behavioral Health, Inc. or Evernorth Care Solutions, Inc.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $0.00 per participant with the average annual
rate of the earnings credit at .90%.

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Citibank NA (CHLIC Core Deposits), One Penns Way, New Castle, DE 19720 EIN # 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits on daily fund balances associated with bank accounts utilized in the claim administration by Cigna.

Applicable to all self-funded plans for Evernorth Behavioral Health, Inc. or Evernorth Care Solutions, Inc.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $0.21 per participant with the average annual

rate of the earnings credit at .90%.

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna
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(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Deutsche Bank, 60 Wall St., New York, NY 10005-2836 EIN# 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits associated with bank accounts utilized by Cigna in the administration of disbursing claim refunds.

Applicable to all self-funded plans administered by Cigna.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $0.00 per participant with the average annual
rate of the earnings credit at 0.50%.

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
JPMorgan Chase, 3 Chase Metro Tech Center, 5th Floor, Brooklyn, NY 11245 EIN# 59-1031071

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Earnings credits on daily fund balances associated with bank accounts utilized in claim administration by Cigna.

Applicable to all self-funded plans utilizing JPMorgan Chase services.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $.73 per participant with the average annual

rate of the earnings credit at .72%.

Effective Date: 01/01/2022 Cancel Date:01/01/9999

(a) Service provider name:
Cigna

(b) Service codes:

12 Claims Processing 38 Participant communications 50 Direct payments from the plan
13 Contract Administrator 49 Other Services 56 Non-monetary compensation
31 Named fiduciary - (if indicated in ASO agreement) 62 Float Revenue

(c) Amount of indirect compensation:
$0 (see formula/estimate provided below)

(d) Name and EIN (address) of source of indirect compensation:
Cigna Healthy Rewards Vendors
Amplifon Hearing Healthcare Fifth Street Towers 150 South 5th St., Suite 2300 Minneapolis, MN 55402 EIN# 85-0437037
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Fitbit 199 Fremont Street San Francisco, CA 94105 EIN# 20-8920744

(e) Description of indirect compensation, including any formula used to determine eligibility or amount:
Volume based marketing fees paid by vendors participating in the Cigna Healthy Rewards program which offers plan participants

discounts on various services. Applicable to your plan if your plan participants have a Cigna ID card and access to
myCigna.com or other authorized portals.

Eligible Indirect Compensation Formula/Estimate:
For calendar year 2022, $0.01 PMPY (this formula is based upon total

compensation received from Healthy Reward Vendors across Cigna companies' entire insured and self-insured book of business.)

Effective Date: 01/01/2022 Cancel Date:01/01/9999
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Cigna Companies
01-01-2022 THRU 12-31-2022

CLIENT ID CLIENT NAME

104
108
109
115
117
118
126
127
129
131
136
137
140
145
146
154
156
161
166
170
171
172
176
186
187
192
193
194
199
205
207
208
209
211
215
217
218
219
220
221
222
226
227
228
229
231
232
233
234
236

Aliat

At Large Inc.

Executech Lease Group

Merlo Corporation

Northwest Yearly Meeting of Friends Church
Fort West

City Graphics and Imaging

Carr Butterfield, LLC

Environmental Business Solutions, Inc
Escuela Viva, LLC

J.T. Smith Companies

Harry A Merlo Foundation

ChickTech

Hall Boulevard Learning Tree

Slinde Nelson

Jones Sports Company LLC

Peak Motion Physical Therapy
Oakridge Estates Development Corporation
Burrell Bros. Electric

Beaverton Area Chamber of Commerce
In4All

Spirit Media

Crosslake Technologies

With Love Oregon, Inc

Tri Lion

Rose Law Firm

Thenell Law Group

CB Two Construction

Oregon Association for the Education of Young Children

Vanguard Scientific Systems
Green Ridge Solar

Dino Kids Dentistry

503 Collective Inc
FloraWorks USA

Kimsa Total Wealth

AK Ingenuity, LLC
WealthVest Marketing, Inc.
Solgen Power

Edge Development

Stesha Industries LLC
Gravitate

FYZICAL Therapy & Balance Centers
Luna Properties, LLC
Mughal IP PC

Wheyward Spirit

Herford's Tree Care, Inc
The Lemon Ad Stand
Global Avaiation Inc

Media Bros

Flair Plastic Products, Inc

TID
454568306
464784363
272504186
931214838
930480595
462509524
931216175
208159358
931278716
201566393
931237624
943086742
463780208
331027578
263926809
433932829
455202509
971773662
931274616
930423398
930900111
931024203
274088704
462869595
825122722
460669419
454378288
260253516
201024637
842510684
811850083
831167614
472581874
843982916
821243780
842961968
270329611
364880434
931315835
810906453
842992875
471469488
371659287
471111028
830901677
465336077
562363226
931229441
844411597
930990191



