
 

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 

 

2023 
 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2023 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 provide 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 (2023)  
v. 230707 

  

 

01/01/2023 12/31/2023

X

X

T-MHA PENSION PLAN 002

09/13/2002

95-3509040
TRANSITIONS - MENTAL HEALTH ASSOCIATION

805-540-6525

P.O. BOX 15408 
SAN LUIS OBISPO, CA 93406

621330

Filed with authorized/valid electronic signature. 10/14/2024 JEANIE HANSON
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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(1) 
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans 
complete this item) .............................................................................................................................................................  

6g(1)  

g(2)  
Number of participants with account balances as of the end of the plan year (only defined contribution plans  
complete this item) .............................................................................................................................................................  6g(2) 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) – Number Attached ______ 

(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) 

(4)  X  DCG  (Individual Plan Information) – Number Attached ______ (6)  X  G  (Financial Transaction Schedules) 

(5)  X  MEP  (Multiple-Employer Retirement Plan Information)  

 

TRANSITIONS - MENTAL HEALTH ASSOCIATION 
 
P.O. BOX 15408 
SAN LUIS OBISPO, CA 93406

95-3509040

805-540-6525

281

177

243

0

127

370

0

370

0

2L 2M

X X

X X

X X

X

X

X

274

246

2
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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 2023 Form M-1 annual report.  If the plan was not required to file the 2023 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  

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

 

OMB No. 1210-0110 

 

2023 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan  

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 

plan number (PN)          001 

 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 

012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 

 
(a)  Name of insurance carrier 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN 
(c)  NAIC 

code 
(d)  Contract or 

 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 

123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 

(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 

(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023 
v. 230707 

 

01/01/2023 12/31/2023

T-MHA PENSION PLAN 002

TRANSITIONS - MENTAL HEALTH ASSOCIATION 95-3509040

VARIABLE LIFE ANNUITY INSURANCE CO

74-1625348 70238 52069 12 01/01/2023 12/31/2023
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 ................................................  4 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ...................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier .......................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ...................................................................................................  6c -123456789012345 

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

retention of the contract or policy, enter amount. ..................................................................................................  
6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year ................................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ................................  7c(1) -123456789012345  

(2) Dividends and credits ...............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year ..............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ..........................................................  7c(4) -123456789012345  

(5) Other (specify below) ...............................................................................  7c(5) -123456789012345  

 

 

 

  

  

  

(6)Total additions ...................................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .......................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier .....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account ...............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ................................................................................  7e(4) -123456789012345  

 

 

 

  

  

  
      (5) Total deductions ................................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............................................................  7f 123456789012345 

15603

113660

X

X

19271

331

191

522

19793

4190

4190

15603
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received .................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ....................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...................................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ................................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ...................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged .............................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ................................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees ..............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ............................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ............................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies .......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ................................................................  9c(1)(G) -123456789012345  

             (H) Total retention ........................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) ..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves .............................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..............................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier .....................................................................................  10a 123456789012345 

 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 

-

123456789012345 

Specify nature of costs.   

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

0

0

0

X



 

 
  

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  

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

 

OMB No. 1210-0110 

 

2023 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan  

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

ABCDEFGHI ABCDEFGHI ABCDEFGHI  

B    Three-digit 

plan number (PN)          001 

 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

FGHI ABCDEFGHI  

D  Employer Identification Number (EIN) 

012345678 

Part I 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 II and III can be reported on a single Schedule A. 

1  Coverage Information: 

 
(a)  Name of insurance carrier 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

 

(b)  EIN 
(c)  NAIC 

code 
(d)  Contract or 

 identification number 

(e)  Approximate number of 
persons covered at end of 

policy or contract year 

Policy or contract year 

(f)  From (g)  To 

012345678 ABCDE ABCDE0123456789 1234567 YYYY-MM-DD YYYY-MM-DD 

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 

123456789012345 123456789012345 

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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 

(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid 

(e) Organization code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 

 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023 
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

CITY56789 ABCDEFGHI AB, ST 021345678901 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1 

1
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Part II 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 ................................................  4 123456789012345 

5  Current value of plan’s interest under this contract in separate accounts at year end ...................................................  5 123456789012345 

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier .......................................................................................................................................  6b -123456789012345 

c Premiums due but unpaid at the end of the year ...................................................................................................  6c -123456789012345 

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

retention of the contract or policy, enter amount. ..................................................................................................  
6d -123456789012345 

        Specify nature of costs    
 

 

  

e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity  

 (3)  X   other (specify)     
 

 

  

 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X X 

7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

a Type of contract: (1)  X  deposit administration (2)  X  immediate participation guarantee  

 (3)  X  guaranteed investment (4)  X  other  
 

 

 

b Balance at the end of the previous year ................................................................................................................  7b 123456789012345 

c Additions:  (1) Contributions deposited during the year ................................  7c(1) -123456789012345  

(2) Dividends and credits ...............................................................................  7c(2) -123456789012345  

(3) Interest credited during the year ..............................................................  7c(3) -123456789012345  

(4) Transferred from separate account ..........................................................  7c(4) -123456789012345  

(5) Other (specify below) ...............................................................................  7c(5) -123456789012345  

 

 

 

  

  

  

(6)Total additions ...................................................................................................................................................  7c(6) 123456789012345 

 d  Total of balance and additions (add lines 7b and 7c(6)).  .......................................................................................  7d 123456789012345 

 e  Deductions:   

      (1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345  

      (2) Administration charge made by carrier .....................................................  7e(2) -123456789012345  

      (3) Transferred to separate account ...............................................................  7e(3) -123456789012345  

      (4) Other (specify below) ................................................................................  7e(4) -123456789012345  

 

 

 

  

  

  
      (5) Total deductions ................................................................................................................................................  7e(5) 123456789012345 

 f Balance at the end of the current year (subtract line 7e(5) from line 7d) ..............................................................  7f 123456789012345 

72243

X

X

91176

8931

8931

100107

27864

27864

72243
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Part III 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  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

 e  X  Temporary disability (accident and sickness) f  X  Long-term disability g X  Supplemental unemployment h X  Prescription drug 

 i  X  Stop loss (large deductible) j  X  HMO contract k X  PPO contract  l X  Indemnity contract 

 m X  Other (specify)  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

9  Experience-rated contracts:  

a   Premiums: (1) Amount received .................................................................  9a(1) -123456789012345  

      (2) Increase (decrease) in amount due but unpaid ....................................  9a(2) -123456789012345  

      (3) Increase (decrease) in unearned premium reserve .............................  9a(3) -123456789012345  

(4) Earned ((1) + (2) - (3)) ...................................................................................................................................................  9a(4) 123456789012345 

 b Benefit charges (1) Claims paid ................................................................  9b(1) -123456789012345  

      (2) Increase (decrease) in claim reserves .................................................  9b(2) -123456789012345  

      (3) Incurred claims (add (1) and (2)) ...................................................................................................................  9b(3) 123456789012345 

      (4) Claims charged .............................................................................................................................................  9b(4) 123456789012345 

 c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345  

             (A) Commissions ................................................................................  9c(1)(A) -123456789012345  

             (B) Administrative service or other fees ..............................................  9c(1)(B) -123456789012345  

             (C) Other specific acquisition costs ....................................................  9c(1)(C) -123456789012345  

             (D) Other expenses ............................................................................  9c(1)(D) -123456789012345  

             (E) Taxes ............................................................................................  9c(1)(E) -123456789012345  

             (F) Charges for risks or other contingencies .......................................  9c(1)(F) -123456789012345  

             (G) Other retention charges ................................................................  9c(1)(G) -123456789012345  

             (H) Total retention ........................................................................................................................................  9c(1)(H) 123456789012345 

     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) ..................  9c(2) 123456789012345 

 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ...............  9d(1) 123456789012345 

     (2) Claim reserves .............................................................................................................................................  9d(2) 123456789012345 

   (3) Other reserves ..............................................................................................................................................  9d(3) 123456789012345 

 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) ..............................  9e 123456789012345 

10 Nonexperience-rated contracts:  

 a Total premiums or subscription charges paid to carrier .....................................................................................  10a 123456789012345 

 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 

-

123456789012345 

Specify nature of costs.   

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

 

Part IV Provision of Information  

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDE 

 

0

0

0

X



 

SCHEDULE C 

(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider 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 

 

2023 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 

ABCDEFGHI  

 

 

B  Three-digit 

plan number (PN)          001 

 

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

ABCDEFGHI  

 
 

D   Employer Identification Number (EIN) 

012345678 

 

Part I 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).. . . . . . . . . . . . . . .     X Yes   X 

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) 2023 
v. 230707 

01/01/2023 12/31/2023

T-MHA PENSION PLAN 002

TRANSITIONS - MENTAL HEALTH ASSOCIATION 95-3509040

X



Schedule C (Form 5500) 2023 Page 2- 1  x                                                                                         

 

 
 

(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 

 

1
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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? 

(g) 
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? 

 ABCDEFGHI 

ABCDEFGHI 

ABCD 

123456789012

345 

 

Yes  X    No  X Yes  X    No  X 

123456789012345 

 Yes  X    No  X 

 

(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? 

(g) 
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? 

 ABCDEFGHI 

ABCDEFGHI 

ABCD 

123456789012

345 

 

Yes  X    No  X Yes  X    No  X 

123456789012345 

 Yes  X    No  X 

 

(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? 

(g) 
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? 

 ABCDEFGHI 

ABCDEFGHI 

ABCD 

123456789012

345 Yes  X    No  X Yes  X    No  X 

 

Yes  X    No  X 

1

MATRIX SETTLEMENT AND CLEARING

75-3182674

717 17TH STREET, SUITE 1300 
DENVER, CO 80202

19 CUSTODIAN 5125
X

CALIFORNIA PENSION ADMIN

95-2792979

1 ORCHARD ROAD STE 220 
LAKE FOREST, CA 92630

64 THIRD PARTY 
ADMIN

3911
X
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Part I 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 

(see instructions) 
 

(c) Enter amount of indirect 

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 

(see instructions) 

(c) Enter amount of indirect 

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 

(see instructions) 

(c) Enter amount of indirect 

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. 

  

  

1
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Part II 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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 

12 13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 
(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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 

12 13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 
(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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 

13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 
(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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 

13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 
(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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 

13 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 
(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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

1
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a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:  123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  
 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:   123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  
 
a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  
 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  
 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 

c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890 
 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  
 

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)  

(complete as many entries as needed) 

1



SCHEDULE D 

(Form 5500) 

 

Department of the Treasury 
Internal Revenue Service 

 
Department of Labor 

Employee Benefits Security Administration 
 
 

 

DFE/Participating Plan Information 
 

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

 File as an attachment to Form 5500.  

 

 

OMB No. 1210-0110 

 

2023 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

B    Three-digit 

plan number (PN)          001 

 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

D    Employer Identification Number (EIN) 

012345678 

Part I 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: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or    

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or     

103-12 IE at end of year (see instructions) -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500.  

 
Schedule D (Form 5500) 2023  
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a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

ABCDEFGHI 

c  EIN-PN  123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

1



Schedule D (Form 5500) 2023 Page 3 -  1 x 

6  

Part II Information on Participating Plans (to be completed by DFEs, other than DCGs)  
(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.) 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c EIN-PN 

123456789-123 

   

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  

plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI 

c  EIN-PN 

123456789-123 

 

1



 

SCHEDULE H 

(Form 5500) 
Department of the Treasury 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Financial Information 
 

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

Internal Revenue Code (the Code). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2023 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

B Three-digit 

plan number (PN)          001 

 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

D    Employer Identification Number (EIN) 

012345678 

Part I   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 1e. See instructions. 

Assets  (a) Beginning of Year (b) End of Year 

a  Total noninterest-bearing cash .........................................................................  1a -123456789012345 -123456789012345 

b  Receivables (less allowance for doubtful accounts):    

(1)  Employer contributions ............................................................................  1b(1) -123456789012345 -123456789012345 

(2)  Participant contributions ..........................................................................  1b(2) -123456789012345 -123456789012345 

(3)  Other .......................................................................................................  1b(3) -123456789012345 -123456789012345 

c  General investments:    

(1)  Interest-bearing cash (include money market accounts & certificates  
of deposit) ..............................................................................................  1c(1) -123456789012345 -123456789012345 

(2)  U.S. Government securities ....................................................................  1c(2) -123456789012345 -123456789012345 

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

(A)  Preferred ...........................................................................................  1c(3)(A) -123456789012345 -123456789012345 

(B)  All other.............................................................................................  1c(3)(B) -123456789012345 -123456789012345 

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

(A)  Preferred ...........................................................................................  1c(4)(A) -123456789012345 -123456789012345 

(B)  Common ...........................................................................................  1c(4)(B) -123456789012345 -123456789012345 

(5) Partnership/joint venture interests ...........................................................  1c(5) -123456789012345 -123456789012345 

(6) Real estate (other than employer real property) ......................................  1c(6) -123456789012345 -123456789012345 

(7) Loans (other than to participants) ............................................................  1c(7) -123456789012345 -123456789012345 

(8) Participant loans ......................................................................................  1c(8) -123456789012345 -123456789012345 

(9) Value of interest in common/collective trusts ..........................................  1c(9) -123456789012345 -123456789012345 

(10) Value of interest in pooled separate accounts .........................................  1c(10) -123456789012345 -123456789012345 

(11) Value of interest in master trust investment accounts .............................  1c(11) -123456789012345 -123456789012345 

(12) Value of interest in 103-12 investment entities ........................................  1c(12) -123456789012345 -123456789012345 

(13) Value of interest in registered investment companies (e.g., mutual  
        funds) .....................................................................................  

1c(13) -123456789012345 -123456789012345 

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

1c(14) -123456789012345 -123456789012345 

(15) Other ........................................................................................................  1c(15) -123456789012345 -123456789012345 

 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2023 
v. 230707 

 

 

 

   

01/01/2023 12/31/2023

T-MHA PENSION PLAN 002

TRANSITIONS - MENTAL HEALTH ASSOCIATION 95-3509040

146 0

116 0

-577 0

171634 178659

70404 82220

182321 185903

6235341 7820291

19271 15603
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1d Employer-related investments:  (a) Beginning of Year (b) End of Year 

(1)  Employer securities .................................................................................  1d(1) -123456789012345 -123456789012345 

(2)  Employer real property ............................................................................  1d(2) -123456789012345 -123456789012345 

1e Buildings and other property used in plan operation .....................................  1e -123456789012345 -123456789012345 

1f Total assets (add all amounts in lines 1a through 1e) ...................................  1f -123456789012345 -123456789012345 

Liabilities    

1g Benefit claims payable ...................................................................................  1g -123456789012345 -123456789012345 

1h Operating payables ........................................................................................  1h -123456789012345 -123456789012345 

1i Acquisition indebtedness ...............................................................................  1i -123456789012345 -123456789012345 

1j Other liabilities ...............................................................................................  1j -123456789012345 -123456789012345 

1k Total liabilities (add all amounts in lines 1g through1j) ..................................  1k -123456789012345 -123456789012345 

Net Assets    

1l Net assets (subtract line 1k from line 1f)........................................................  1l -123456789012345 -123456789012345 
 

 Part II   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 ...............................  2a(1)(A) -123456789012345 

 

(B) Participants ......................................................................................  2a(1)(B) -123456789012345 

(C) Others (including rollovers) ..............................................................  2a(1)(C) -123456789012345 

(2) Noncash contributions .............................................................................  2a(2) -123456789012345 

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ..............  2a(3)  -123456789012345 

 b Earnings on investments:  

  (1) Interest:  

(A) Interest-bearing cash (including money market accounts and 
certificates of deposit) ......................................................................  

2b(1)(A) -123456789012345  

(B)  U.S. Government securities .............................................................  2b(1)(B) -123456789012345  

(C)  Corporate debt instruments .............................................................  2b(1)(C) -123456789012345 

(D)  Loans (other than to participants) ....................................................  2b(1)(D) -123456789012345 

(E)  Participant loans ..............................................................................  2b(1)(E) -123456789012345 

(F)  Other ................................................................................................  2b(1)(F) -123456789012345 

(G)  Total interest. Add lines 2b(1)(A) through (F) ..................................  2b(1)(G)  -123456789012345 

(2) Dividends: (A) Preferred stock .................................................................  2b(2)(A) -123456789012345 

 

(B) Common stock .................................................................................  2b(2)(B) -123456789012345 

(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) 

 

-123456789012345 

(3) Rents .......................................................................................................  2b(3) -123456789012345 

(4) Net gain (loss) on sale of assets:  (A) Aggregate proceeds ....................  2b(4)(A) -123456789012345  

(B)  Aggregate carrying amount (see instructions) .................................  2b(4)(B) -123456789012345  

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ...............  2b(4)(C)  -123456789012345 

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate .....................  2b(5)(A)   

(B) Other ................................................................................................  2b(5)(B)   

(C) Total unrealized appreciation of assets.  
Add lines 2b(5)(A) and (B) ...............................................................  

2b(5)(C)   

    

6678656 8282676

0 0

6678656 8282676

341248

504533

24488

870269

6614

5763

324

12701

216495

216495

0

0
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  (a) Amount (b) Total 

(6) Net investment gain (loss) from common/collective trusts .......................  2b(6)  123456789012345 

(7) Net investment gain (loss) from pooled separate accounts .....................  2b(7)  -123456789012345-

123456789012345 
(8) Net investment gain (loss) from master trust investment accounts..........  2b(8)  -123456789012345-

123456789012345 
(9) Net investment gain (loss) from 103-12 investment entities ....................  2b(9)  -123456789012345-

123456789012345 
(10) Net investment gain (loss) from registered investment  

companies (e.g., mutual funds) ...............................................................  
2b(10) 

 

-123456789012345-

123456789012345 

  c Other income .................................................................................................  2c   -123456789012345 

  d Total income. Add all income amounts in column (b) and enter total ..................  2d    
Expenses    

  e Benefit payment and payments to provide benefits:    

(1) Directly to participants or beneficiaries, including direct rollovers ...........  2e(1) -123456789012345 

 

 

(2) To insurance carriers for the provision of benefits ...................................  2e(2) -123456789012345 

(3) Other ........................................................................................................  2e(3) -123456789012345 

(4) Total benefit payments. Add lines 2e(1) through (3) ...............................  2e(4) 

 

 

  f Corrective distributions (see instructions) ......................................................  2f  

  g Certain deemed distributions of participant loans (see instructions) .............  2g  
  h Interest expense ............................................................................................  2h  
  i Administrative expenses:    

(1) Salaries and allowances ...........................................................................  2i(1)  

(2) Contract administrator fees ......................................................................  2i(2) -123456789012345 

(3) Recordkeeping fees .................................................................................  2i(3)  

(4) IQPA audit fees ........................................................................................  2i(4)  

(5)  Investment advisory and investment management fees .........................  2i(5)  

(6)  Bank or trust company trustee/custodial fees .........................................  2i(6)  

(7) Actuarial fees ...........................................................................................  2i(7)  

(8) Legal fees ................................................................................................  2i(8)  

(9) Valuation/appraisal fees ..........................................................................  2i(9)  

(10) Other trustee fees and expenses ...........................................................  2i(10)  

(11) Other expenses ......................................................................................  2i(11)  

(12) Total administrative expenses. Add lines 2i(1) through (11) ..................  2i(12)   

  j Total expenses. Add all expense amounts in column (b) and enter total .....  2j  -123456789012345 

Net Income and Reconciliation    

  k Net income (loss). Subtract line 2j from line 2d ..........................................................  2k   

  l Transfers of assets:  

 

 

(1) To this plan ..............................................................................................  2l(1) -123456789012345 

(2) From this plan ..........................................................................................  2l(2) -123456789012345 

  

31827

903623

2034915

421578

421578

281

9036

430895

1604020

3911

5125
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Part III   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) X  Unmodified         (2) X  Qualified          (3) X  Disclaimer          (4) X  Adverse 

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was 

performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither. 

(1) X DOL Regulation 2520.103-8  (2) X DOL Regulation 2520.103-12(d)  (3) X neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d). 

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

 (1) Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD (2) EIN: 123456789 

d The opinion of an independent qualified public accountant is not attached as part of Schedule H because: 

 (1) X This form is filed for a CCT, PSA, DCG or MTIA.      (2) X 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 GIAs 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. DCGs do not complete lines 4e, 4f, 4k, 4l, and 5, and DCGs generally  
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions). 

 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     
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 I if “Yes” is 

checked.) ...........................................................................................................................................  

    

4b    

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 II if “Yes” is checked.)  ...................................  

    

4c   -123456789012345 

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 III if “Yes” is  

checked.) ...........................................................................................................................................  

    

4d   -123456789012345 

e Was this plan covered by a fidelity bond? .........................................................................................  4e   -123456789012345 

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 

by fraud or dishonesty?  ....................................................................................................................  

    

4f   -123456789012345 

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? ..............................................  

    

4g   -123456789012345 

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   -123456789012345 

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, 

and see instructions for format requirements.) ..................................................................................  

    

4i    

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.) .........................................................................................  

 
  

 

4j    

k Were all the plan assets either distributed to participants or beneficiaries, transferred to another 

plan, or brought under the control of the PBGC? ..............................................................................  

   

 4k   

l Has the plan failed to provide any benefit when due under the plan? ..............................................  4l   -123456789012345 

m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 

2520.101-3.) ......................................................................................................................................  

   

 4m   

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. ..................................  

   

 4n   

5a    Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ X  Yes     X No   

 If “Yes,” enter the amount of any plan assets that reverted to the employer this year ____________________________________. 

  

X

X X

CALIBER AUDIT & ATTEST LLP 26-2350873

X

X

X

X 500000

X

X

X

X

X

X

X

X

X

X
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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) 

 123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHII 

ABCDEFHI 

123456789 123 

5c Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and 

instructions.)  ………………………………………………………………………………………………………….. X  Yes     X No     X Not determined 

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

 

1



SCHEDULE R 

(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Retirement Plan Information 
 

This schedule is required to be filed under sections 104 and 4065 of the 
Employee Retirement Income Security Act of 1974 (ERISA) and section 

6058(a) of the Internal Revenue Code (the Code). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2023 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2023 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI  

B    Three-digit 

plan number 

(PN)          001 

 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI  

D    Employer Identification Number (EIN) 

012345678 

Part I   Distributions 

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

instructions……………………………………………………………………………………………………………...... 
1 

-123456789012345 

Part II 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.) 

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

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

7    Will the minimum funding amount reported on line 6c be met by the funding deadline? .........................................    X   Yes    X   No  X   N/A  

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other 

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan 
administrator agree with the change? ....................................................................................................................  

     

X   Yes   X   No X   N/A  

Part III   Amendments 

9 If this 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. ...........................................................................................  

    

X  Increase X Decrease X  Both X  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?..............  X  Yes  X   No  

11 a Does the ESOP hold any preferred stock? ....................................................................................................................................  X  Yes X   No 

 b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan?  

 (See instructions for definition of “back-to-back” loan.) ..................................................................................................................  
X  Yes X   No 

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ........................................................  X  Yes X   No 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.  Schedule R (Form 5500) 2023 
v. 230707 

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

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

two payors who paid the greatest dollar amounts of benefits): 

EIN(s):  _______________________________   ________________________________  

 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 

year ......................................................................................................................................................................    
3 

12345678 

4    Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .......................    X   Yes    X   No  X   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 _________ 

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

deficiency not waived) .....................................................................................................................................  
6a -123456789012345 

      b    Enter the amount contributed by the employer to the plan for this plan year ...................................................  6b -123456789012345 

      c    Subtract the amount in line 6b from the amount in line 6a. Enter the result  

      (enter a minus sign to the left of a negative amount) .......................................................................................  6c -123456789012345 

01/01/2023 12/31/2023

T-MHA PENSION PLAN
002

TRANSITIONS - MENTAL HEALTH ASSOCIATION 95-3509040

0
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Part V Additional Information for Multiemployer Defined Benefit Pension Plans 

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of 

the top-ten highest contributors (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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   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 X      

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 X 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: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 
 

1
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14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the 

plan year, whose contributing employer is no longer making contributions to the plan for: 

 a The current plan year. Check the box to indicate the counting method used to determine the number of 

inactive participants:  X  last contributing employer  X  alternative  X  reasonable approximation (see 

instructions for required attachment) .......................................................................................................................   

 
123456789012345 

14a 

 

 b The plan year immediately preceding the current plan year. X  Check the box if the number reported is a 

change from what was previously reported (see instructions for required attachment) ..........................................   
14b 

123456789012345 

 c The second preceding plan year. X  Check the box if the number reported is a change from what was 

previously reported (see instructions for required attachment)................................................................................   
14c 

123456789012345 

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 .............................   15a 123456789012345 

 b The corresponding number for the second preceding plan year .......................................................................   15b 123456789012345 

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 123456789012345 

 b If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 

assessed against such withdrawn employers ...................................................................................................   
16b 

123456789012345 

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..................................................................................................................................................... X 
 

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..................................................................................................................................................... X 

19 If the total number of participants is 1,000 or more, complete lines (a) and (b): 
 

 a Enter the percentage of plan assets held as:  

 Public Equity: _____%   Private Equity: _____%    Investment-Grade Debt and Interest Rate Hedging Assets: _____%      
 High-Yield Debt: _____%   Real Assets: _____%    Cash or Cash Equivalents: _____%    Other: _____% 

 b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:   

X  0-5 years     X  5-10 years     X  10-15 years    X  15 years or more  
 

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?   Yes    No 

 b 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. 

_ 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. 

_ 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. 

_ No. Other. Provide explanation.__________________________________________________________________________________________ 

 

 

Part VII IRS Compliance Questions 

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under 

the permissive aggregation rules?   Yes    No 

21b If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for 

employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2). 

_ Design-based safe harbor method 

_ “Prior year” ADP test 

_ “Current year” ADP test  

_ N/A 

22 If the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter ___/___/_____ 

(MM/DD/YYYY) and the Opinion Letter serial number__________. 

 

X

X

06 30 2020
Q703122A
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2023 2022
ASSETS

Investments at fair value (See Note 4) 8,200,456$      6,608,567$      

Notes receivable from participants 82,220             70,404             

Total assets 8,282,676        6,678,971        

LIABILITIES

Total liabilities -                   -                   

NET ASSETS AVAILABLE FOR BENEFITS 8,282,676$      6,678,971$      

See Notes to Financial Statements.

T-MHA Pension Plan

Statements of Net Assets Available for Benefits
December 31, 2023 and 2022
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Additions to net assets attributed to:

Investment income:
Net appreciation in fair value of investments 935,774$           
Dividend and interest income 223,109             

Total investment income 1,158,883          

Interest income on notes receivable from participants 5,763                 

Contributions:
Participant 503,791             
Participant rollover 24,488               
Employer matching 341,394             

Total contributions 869,673             

Total additions 2,034,319          

Deductions from net assets attributed to: 

Benefits paid to participants 421,578             
Administrative expenses 9,036                 

Total deductions 430,614             

Net increase 1,603,705          

Net assets available for benefits:
Beginning of year 6,678,971          

End of year 8,282,676$        

See Notes to Financial Statements.

Year Ended December 31, 2023

T-MHA Pension Plan

Statement of Changes in Net Assets Available for Benefits

  
 



T-MHA Pension Plan 
 

Notes to Financial Statements 
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Note 1. Plan Description 

The following description of the T-MHA Pension 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 is a defined contribution plan under Section 403(b) of the Internal Revenue Code 
(IRC) covering all employees of the non-profit organization, Transitions – Mental Health 
Association (the Organization) except for employees who normally work less than twenty 
hours per week. Employees become eligible to participate in the Plan immediately upon 
employment commencement. The Plan is subject to the provisions of the Employee 
Retirement Income Security Act of 1974 (ERISA). 

Plan administration: 

The Organization is the Plan sponsor and Plan administrator.  The Plan administrator is 
responsible for carrying out the duties imposed under ERISA, including oversight of the 
Plan, appropriateness of investment offerings, and monitoring investment performance. 

The Organization contracts with Matrix Trust Company (Matrix), Security Benefit Life 
Insurance Company (SBL) and Variable Annuity Life Insurance Company (VALIC) to act 
as a custodian of the participant directed assets of the Plan (which includes insurance 
contract options). The Organization contracts with California Pension Administrators & 
Consultants, Inc. to act as the recordkeeper and third party adminisitator to process and 
maintain records of participant data. 

Contributions: 

Each year, participants may contribute up to the maximum amount allowed by IRC 
limitations on a post or pre-tax basis, as defined in the Plan. Participants who have attained 
age 50 before the end of the Plan year are eligible to make catch-up contributions. 
Participants may also contribute amounts representing distributions from other qualified 
defined benefit or defined contribution plans (rollover). Participants direct the investment of 
their contributions into various investment options offered by the Plan. The Plan includes 
an auto-enrollment provision whereby all newly eligible employees are automatically 
enrolled in the Plan, after 30 days of employment, unless they affirmatively elect not to 
participate in the Plan or make an affirmative election to enroll. Automatically enrolled 
participants have their deferral rate set at 5% of eligible compensation and their 
contributions invested in a designated balanced fund until changed by the participant. 

The Organization makes a discretionary matching contribution on behalf of each eligible 
employee. The matching contribution for the year ended December 31, 2023 was equal to 
100% of the employee’s elective deferrals that do not exceed 5% of the employee’s eligible 
compensation. The matching contributions are calculated and funded each pay period. 

Contributions are subject to certain Internal Revenue Service (IRS) limitations. 
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Participant accounts: 

Each participant's account is credited with the participant’s contributions, Organization 
discretionary matching contributions, and Plan earnings. Participant accounts are charged 
with an allocation of administrative expenses that are paid by the Plan. Allocations are 
based on participant earnings, account balances, or specific participant transactions, as 
defined. All amounts in participant accounts are participant directed. The benefit to which a 
participant is entitled is the benefit that can be provided from the participant’s vested 
account. 

Vesting: 

Participants are immediately vested in their elective contributions, and in discretionary 
employer matching contributions, plus actual earnings thereon. 

Notes receivable from participants: 

Participants may borrow from their fund accounts a minimum of $1,000 up to a maximum 
equal to the lesser of $50,000 or 50% of their vested account balance. The loans are secured 
by the balance in the participant’s account. The loan interest rate, determined quarterly, is 
set at the prime rate plus 2%, as defined. Principal and interest is paid ratably through semi-
monthly payroll deductions. 

Benefit payments and withdrawals: 

On termination of service due to death, disability, or retirement, a participant may elect to 
receive either a lump sum or fixed number of equal payments in an amount equal to the 
value of the participant's vested interest in his or her account. If the terminated participant’s 
vested and non-forfeitable balance is less than $5,000 (may be increased to $7,000 for 
distributions made after December 31, 2023), the participant’s balance may be distributed 
in the form of a lump sum, or as a cash distribution if the balance is under $1,000, or as a 
direct rollover to a default IRA if the balance is under $5,000 (may be increased to $7,000 
for distributions made after December 31, 2023), unless otherwise specified by the 
participant. A participant may withdraw the elective deferral account balance of their 
account for reasons of hardship. 

Forfeited and suspense accounts: 

Forfeitures or suspense result from adjustments, if any. At December 31, 2023 and 2022, 
there was no forfeiture or suspense balance. There were no forfeitures used during the year 
ended December 31, 2023. 
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Note 2. Significant Accounting Policies 

Basis of accounting: 

The financial statements of the Plan are prepared on the accrual basis of accounting. 

Use of estimates: 

The preparation of financial statements in accordance with accounting principles generally 
accepted in the United States of America requires management to make estimates and 
assumptions that affect the reported amounts of assets and liabilities and changes therein, 
and disclosure of contingent assets and liabilities.  Actual results could differ from those 
estimates. 

Investment valuation and income recognition: 

Investments are reported at fair value. Fair value is the price that would be received to sell 
an asset or paid to transfer a liability in an orderly transaction between market participants 
at the measurement date.  The Plan sponsor’s management determines the Plan’s valuation 
policies utilizing information provided by the custodian, investment advisors, and insurance 
company. See Note 4 for discussion of fair value measurements. 

Purchases and sales of securities are recorded on a trade-date basis.  Interest income is 
recorded on the accrual basis.  Dividends are recorded on the ex-dividend date.  Net 
appreciation includes the Plan’s gains and losses on investments bought and sold as well as 
held during the year. 

Notes receivable from participants: 

Notes receivable from participants are measured at their unpaid principal balance plus any 
accrued but unpaid interest. Interest income is recorded on the accrual basis. Related fees 
are recorded as administrative expenses and are expensed when they are incurred. No 
allowance for credit losses has been recorded as of December 31, 2023 and 2022. If a 
participant ceases to make loan repayments and the Plan administrator deems the 
participant loan to be in default, the participant loan balance is reduced, and a benefit 
payment is recorded. 

Excess contributions payable: 

Amounts payable to participants for contributions in excess of amounts allowed by the IRS 
are recorded as a liability with a corresponding reduction to contributions. 

Payment of benefits: 

Benefits are recorded when paid. 
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Administrative expenses: 

Certain expenses of maintaining the Plan are paid by the Plan, unless otherwise paid by the 
Organization. Expenses that are paid by the Organization are excluded from these financial 
statements. Fees related to the administration of notes receivable from participants and 
benefit payments are charged directly to the participant’s account and are included in 
administrative expenses. Investment related expenses are included in net appreciation of 
fair value of investments. 

Note 3. Certified Investments and Notes Receivable 

The following information included in the accompanying financial statements and 
supplemental schedules was obtained from data that has been prepared and certified to as 
complete and accurate by Matrix Trust Company (Matrix), Security Benefit Life Insurance 
Company (SBL) and Variable Annuity Life Insurance Company (VALIC) as of December 
31, 2023 and 2022: 

2023 2022

Investments, at fair value:
Mutual funds (and money market) (Matrix) 7,998,951$        6,406,975$        
Pooled separate accounts (VALIC and SBL) 185,735             175,374             
Fixed accounts (VALIC and SBL) 15,770               26,218               

8,200,456$        6,608,567$        

Notes receivable from participants (Matrix) 82,220$             70,404$             

 

The following information included in the accompanying financial statements was obtained 
from data that has been prepared and certified to as complete and accurate by Matrix Trust 
Company, Security Benefit Life Insurance Company and Variable Annuity Life Insurance 
Company for the year ended December 31, 2023: 

Investment income 1,158,883$        

Interest income on notes receivable from participants 5,763$               
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Note 4.    Investments and Fair Value Measurements 

The Fair Value Measurements topic of the Financial Accounting Standards Board (FASB) 
Accounting Standards Codification (ASC) 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 are described as follows: 

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: 
• quoted prices for similar assets or liabilities in active markets; 
• quoted prices for identical or similar assets or liabilities in inactive 

markets; 
• inputs other than quoted prices that are observable for the asset or liability; 
• inputs that are derived principally from or corroborated by observable 

market data by correlation or by 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 maximize the use of relevant 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 to the methodologies used at December 31, 2023 and 
2022. 

Pooled separate accounts: Sub-account values are measured at the NAV per share of 
the underlying fund held in the sub-account on a daily basis. This represents fair value 
as a practical expedient. The redemption notice period is determined by each contract, 
and the redemption frequency is daily. The redemption notice period is applicable only 
to the Plan level transactions. 
Mutual funds (and money market funds): Valued at the daily closing price as reported 
by the fund. Mutual funds held by the Plan are open-ended mutual funds that are 
registered with the Securities and Exchange Commission. These funds are required to 
publish their daily net asset value (NAV) and to transact at that price. The mutual funds 
held by the Plan are deemed to be actively traded. 
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Fixed accounts (non-fully-benefit responsive): Valued at fair value by the insurance 
companies, who are contractually obligated to repay the principal plus a specified rate 
of interest, provided that all contributions remain in the account until the end of the 
contract period. Fair value represents contributions made under the contract, plus 
earnings, less participant withdrawals and administrative fees. The fixed accounts do 
not represent fully-benefit responsive contracts. 

The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at 
fair value as of December 31, 2023: 

Level 1 Level 3 Total

Mutual funds (and money market)  $    7,998,951  $                -    $       7,998,951 

Fixed accounts                    -               15,770                15,770 
 $    7,998,951  $         15,770           8,014,721 

Pooled separate accounts
measured at net asset value as a practical expedient for fair value              185,735 

Total investments at fair value  $       8,200,456 

 
The following table sets forth by level, within the fair value hierarchy, the Plan’s assets at 
fair value as of December 31, 2022: 

Level 1 Level 3 Total

Mutual funds (and money market)  $    6,406,975  $                -    $       6,406,975 

Fixed accounts                    -               26,218                26,218 
 $    6,406,975  $         26,218           6,433,193 

Pooled separate accounts
measured at net asset value as a practical expedient for fair value              175,374 

Total investments at fair value  $       6,608,567 

 



T-MHA Pension Plan 
 

Notes to Financial Statements 
 

  - 14 - 

The following table sets forth a summary of changes in the fair value of the Plan’s Level 3 
assets for the year ended December 31, 2023: 

Fixed 
accounts

Balance as of December 31, 2022 26,218$         
Benefits paid to participants (11,728)          
Interest credited 1,280             

Balance as of December 31, 2023 15,770$         

 
The valuation technique for the Level 3 investments are based on contributions made under 
the contracts, plus earnings, less participant withdrawals and administrative fees, which is 
the estimated fair value determined by the respective insurance companies. These are 
considered unobservable inputs related to the discounted cash flow valuation technique. The 
balance is not significant to overall plan assets. 

Note 5. Related Party and Party-in-Interest Transactions 

California Pension Administrators & Consultants, Inc. is the recordkeeper and third party 
administrator, as defined by the Plan. Matrix Trust Company (Matrix), Security Benefit 
Life Insurance Company (SBL) and Variable Annuity Life Insurance Company (VALIC) 
are the custodians of the Plan assets, as defined by the Plan. Therefore, transactions with 
these entities qualify as party-in-interest transactions, which are exempt from the prohibited 
transaction rules. 

Notes receivable from Plan participants and related interest income are also considered 
party-in-interest transactions. 

Note 6. Plan Termination 

Although it has not expressed any intent to do so, the Organization 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, participants would become 100% 
vested in their employer contributions. 
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Note 7. Tax Status 

The IRS has determined and informed the Organization by a letter dated March 31, 2017, 
that the prototype Plan is designed in accordance with section 403(b) and other applicable 
sections of the IRC. The terms of the Plan have been prepared to conform with sample 
language provided by the IRS in Revenue Procedure 2007-71 [or the draft Listing of 
Required Modifications issued April 4, 2009]. The Plan is required to operate in conformity 
with the Code to maintain the tax-exempt status for plan participants under section 403(b). 
Although the Plan has been amended since receiving the determination letter, the Plan 
administrator believes that the Plan is currently designed, and being operated, in 
compliance with the applicable requirements of the IRC and, therefore, believe that the Plan 
is qualified. 

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 
asset) if the Plan has taken an uncertain position that more likely than not would not be 
sustained upon examination by the applicable taxing authorities. The Plan administrator has 
analyzed the tax positions taken by the Plan as of December 31, 2023, and is not aware of 
any 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. 

Note 8. 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 values of investment securities will occur in the near term and that such changes 
could materially affect the participants’ account balances and the amounts reported in the 
statement of net assets available for benefits. 
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Note 9. Reconciliation of the Plan Financial Statements to the Form 5500 

Certain amounts included on Schedule H Part I and II on the Annual Return/Report of 
Employee Benefits Plan (Form 5500) have been grouped differently for purposes of 
presentation in the financial statements.

There were no reconciling items between net assets available for benefits per the financial 
statements to the Form 5500 at December 31, 2023. 

The following is a reconciliation of net assets available for benefits per the financial 
statements to the Form 5500 at December 31, 2022. 

Net assets available for benefits per the financial statements  $       6,678,971 
Employer contribution receivable accrued on the Form 5500 in 2022 146                    
Employee contribution receivable accrued on the Form 5500 in 2022 116                    
Corrective distributions accrued on the Form 5500 in 2022 (577)                  

Net assets available for benefits per the Form 5500  $       6,678,656 

 

The following is a reconciliation of changes in net assets available for benefits per the 
financial statements to the Form 5500 for the year ended December 31, 2023. 

Net increase in net assets available for benefits
per the financial statements

Employer contribution receivable accrued on the Form 5500 in 2022 (146)                  
Employee contribution receivable accrued on the Form 5500 in 2022 (116)                  
Corrective distributions accrued on the Form 5500 in 2022 577                    

Net increase in net assets available for benefits per the Form 5500 1,604,020$        

1,603,705$        

 

Note 10.  Subsequent Events 

The Plan has evaluated subsequent events through October 14, 2024, the date the financial 
statements were available to be issued. 
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    (e)
(b)  (c) (d) Current

(a) Identity of Issue or Borrower Description of Investment Cost     Value

* VALIC Core Bond Fund Pooled separate account ** 1,755$           
* VALIC Emerging Economies Pooled separate account ** 1,262             
* VALIC Global Real Estate Fund Pooled separate account ** 1,066             
* VALIC Growth Fund Pooled separate account ** 10,047           
* VALIC GS Vit Gov Money Mkt Fd Inst Pooled separate account ** 488                
* VALIC High Yield Bond Fund Pooled separate account ** 1,947             
* VALIC International Value Fund Pooled separate account ** 11,255           
* VALIC Intl Opportunities Pooled separate account ** 76                  
* VALIC Intl Socially Responsible Fund Pooled separate account ** 1,878             
* VALIC Large Capital Growth Pooled separate account ** 7,335             
* VALIC Loan Collateral Fund Pooled separate account ** 2,818             
* VALIC Loan Escrow Fund Pooled separate account ** 189                
* VALIC Mid Cap Index Fund Pooled separate account ** 2,181             
* VALIC Mid Cap Strategic Gwth Pooled separate account ** 3,810             
* VALIC Mid Cap Value Fund Pooled separate account ** 4,169             
* VALIC Science & Technology Fund Pooled separate account ** 22,793           
* VALIC Small Cap Growth Fund Pooled separate account ** 3,297             
* VALIC Small Cap Value Fund Pooled separate account ** 4,412             
* VALIC Stock Index Fund Pooled separate account ** 13,536           
* VALIC Systematic Core Fund Pooled separate account ** 4                    
* VALIC Systematic Growth Fund Pooled separate account ** 8,144             
* VALIC Systematic Value Pooled separate account ** 9,395             
* VALIC Vanguard Wellington Fund Pooled separate account ** 1,802             
* VALIC Fixed Account Plus Fixed account ** 15,603           
* SBL Guggenheim VIF Styleplus Large Core Pooled separate account ** 24,408           
* SBL Guggenheim VIF Large Cap Value Pooled separate account ** 544                
* SBL Guggenheim VIF Managed Asset Allocation Pooled separate account ** 13,361           
* SBL Guggenheim VIF Smid Cap Value Pooled separate account ** 33,763           
* SBL Fixed Account Fixed account ** 167                

*  Party-in-interest
** Column (d) is blank as all investments are participant directed

T-MHA Pension Plan

December 31, 2023

Supplemental Information

Schedule of Assets (Held at End of Year)
Schedule H, Line 4i Form 5500 

EIN 95-3509040 Plan #002
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    (e)
(b)  (c) (d) Current

(a) Identity of Issue or Borrower Description of Investment Cost     Value

* Matrix American Funds 2015 Trgt Date Retire R6 Mutual fund ** 157,084$       
* Matrix American Funds 2020 Trgt Date Retire R6 Mutual fund ** 600,333         
* Matrix American Funds 2025 Trgt Date Retire R6 Mutual fund ** 1,668,964      
* Matrix American Funds 2030 Trgt Date Retire R6 Mutual fund ** 60,367           
* Matrix American Funds 2035 Trgt Date Retire R6 Mutual fund ** 1,208,528      
* Matrix American Funds 2040 Trgt Date Retire R6 Mutual fund ** 101,756         
* Matrix American Funds 2045 Trgt Date Retire R6 Mutual fund ** 1,245,848      
* Matrix American Funds 2050 Trgt Date Retire R6 Mutual fund ** 85,829           
* Matrix American Funds 2055 Trgt Date Retire R6 Mutual fund ** 869,537         
* Matrix American Funds 2060 Trgt Date Retire R6 Mutual fund ** 44,868           
* Matrix American Funds 2065 Trgt Date Retire R6 Mutual fund ** 40,752           
* Matrix DFA Emerging Markets Core Equity I Mutual fund ** 30,502           
* Matrix DFA International Core Equity I Mutual fund ** 170,867         
* Matrix Putnam Large Cap Value Fd C1 R6 Mutual fund ** 257,917         
* Matrix Vanguard 500 Index Admiral Mutual fund ** 592,242         
* Matrix Vanguard Growth Index Admiral Mutual fund ** 230,513         
* Matrix Vanguard Mid Cap Index Admiral Mutual fund ** 143,869         
* Matrix Vanguard Small Cap Index Adm Mutual fund ** 202,401         
* Matrix Vanguard Total Bond Market Index Adm Mutual fund ** 84,782           
* Matrix Vanguard Total Intl Bd Idx Admiral Mutual fund ** 23,333           
* Matrix Vanguard Cash Rsrvs Fed Money Mkt Fnd Adm Class Money market ** 178,659         
* Participant loans Interest rates 5.25%-10.50%  - 0 - 82,220           

8,282,676$    
*  Party-in-interest
** Column (d) is blank as all investments are participant directed

December 31, 2023

Supplemental Information
T-MHA Pension Plan

Schedule H, Line 4i Form 5500 
Schedule of Assets (Held at End of Year) - Continued

EIN 95-3509040 Plan #002

 



Form 5500

Department of the Treasury
Intwnal Revenue Sefvice

Department of Labor
Employee Benefits Security

Adminlslratton

Pension Bensfil Guaranty Corporation

Part I

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.

0MB Nos. 1210.0110
1210-0089

2023

This Form Is Open to Public
Inspection

Annual Report identification Information
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 anctendlng 12/31/2023

A This return/report Is for: D a ^'t'^P'^r P'^

B This return/report is:

^ asingle-employerplan

[] the first return/report

an amended return/report

a mulliple-employer plan (Filers checking this box must provide participating
employer Information In accordance with the form instructions.)

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

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

C If the plan is a collectivety-bargained plan, check here. ................................................. ....> []

D Check box If filing under: ^j Form 5558 [] automatic extension [] the DFVC program

[] special extension (enter description)

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

Part II Basic Plan Inform ati on—enter all requested information
la Name of plan

T-MHA PENSION PLAN

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)

Transitions - Mental Health Association

P.O. Box 15408

San Luis Obispo CA 93406

1b Three-djglt plan
number (PN) > 002

1 C Effective date of plan
09/13/2002

2b Employer Identification
Number (EIN)
95-3509040

2c Plan Sponsor's telephone
number
805-540-6525

2d Business code (see
instructions)
621330

Caution: A penalty for the lateor incomplBto filing of this return/reportwlll be assessed unless reasonable cause Is established.

Under penalties of perjury and other penalties set forth in the instructions, I declare that t have examined this return/report, Including accompanying schedules,
statements and att^ffchments, 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 4^ ^L^//7 IS/l^/^^

1

Dafe /

JEANIE HANSON

(^ of plan administrator Enter name of individual signing as plan administrator

SIGN
HERE

%u^ ^M.iQrx_ 16/1 i/^ JEANIE HANSON

re of employer/plan sponsor Dc/te ^ 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 (2023)

v.2300728
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3a Plan administrator's name and address [J Same as Plan Sponsor

TRANSITIONS ~ MENTAL HEALTH ASSOCIATION

P.O. BOX 15408

SAN LUIS OBISPO CA 93406

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

a Sponsor's name

C Plan Name

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

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

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

b Retired or separated participants receiving benefits

C Other retired or separated participants entitled to future benefits

d Subtotal. Add lines 6a{2), €b,and 6c.

6 Deceased participants whose beneficiaries are receiving or are entitled to receive benefits.

f Total. Add lines 6ct and 6e.

Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
complete this item).

Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this item).

Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested.

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

3b Administrator's EIN
95-3509040

3c Administrator's telephone
number

805-540-6525

4b EIN

4d PN

5 281

6a(1)|
6a^l
6b
6c
6d
6e

6f

6gd)|

6g(2»|
6h
y

177

243

0
127

370

0
370

246

274

0

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

2L 2M

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)

(D
(2)
(3)
(4)

K

x

Insurance

Code section 412(e)(3) insurance contracts

Trust

General assets of the sponsor

9b Plan benefK arrangement (chsck aii that apply)

(1)
(2)
(3)
(4»

K

X

Insurance

Code section 412(e)(3) Insurance contracts

Trust

General assets of the sponsor

10 Check all appitoable boxes !n 10a and 10b to indicate which schedules are

a Pension Schedules

(1) }x| R (Retirement Plan Information)

attached, and, where indicated, enter the number attached. (See instructions)

b General Schedules

(2) [_] MB (MuitEemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuaria! Information) - signed by the plan
actuary

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

(4) [] DCG (Individual Plan Information) ~ Number Atlached

(5) [_] MEP (Multipie-Employer Retirement Plan Information)

(1) |X| H (Financial Information)

(2) [] I (Financial Information - Small Plan)

(3) |x| A (Insurance Information) - Number Attached 2

(4) Q C (Sen/ice Provider Information)

(5) |X[ D (DFE/Parlidpatlng Plan Information)

(6) [] G (Financial Transaction Schedules)
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Part III | Form M-1 Compliance Information (to be completed by welfare benefit plans)
11 a If the plan provides welfare benefits, wasjhe plan subject to the Form M-1 flNng requirements during the plan year? (See instructions and 29 CFR

2520.101-2.)....................................... D Yes Q No

If "Yes" is checked, compfeteiinesHband 11c.

11 bis the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.)........... DYes D No

He Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report, ff the plan was not required to file the 2023 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 Sefvtee

Department of Labor
Emptoyee Benefits Secufity A(t(ninlstratk>n

Penston Benefit Guaranty Cofporalkm

Insurance Information

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

^ File as an attachment to Form 5500.

> Insurance companies are required to provide the Information
pursuant to ERISA section 103(a)(2).

0MB No. 1210-0110

2023

This Form Is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023

A Name of plan
T-MHA PENSION PLAN

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

Transitions - Mental Health Association

Part)

and ending 12/31/2023

B Three-dfgit

p!an number (PN) ^ 002

D Employer Identification Number (EIN)

95-3509040

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 11 and lil can be reported on a singie Scheduie A.

1 Coverage Information:

(a) Name of insurance carrier

Variable Life Annuity Insurance Co

(b) EIN

74-1625348

(c) NAIC
code

70238

(d) Contractor
tdentificalion number

52069

(e) Approximate number of
persons covered at end of

policy or contract year

12

Policy or contract year

(f) From

01/01/2023

(9) To

12/31/2023

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
descendipg order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

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

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c)Amoyn^ (d) Purpose (e) Organization code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions pajd

(c) Amount (d) Purpose (e) Organization code^

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v.230728
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(a) Name and address of the agent, broRer, or other person to whom commissions or fees were paid

(b) Amount of safes and base
commissions paid

Fees and other cprnmisssonspaki

(c) Amount (d) Purpose

(e)
Organization

code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

(e»
Organization

code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

(a) Name and address of the agent, broker, pr other person to ^^ pakl

(b) Amount of sates and base
commissions paid

Feesi and other cpmmlssjonspatd

(c) Amount (d) Purpose

(e)
Organization

code



Schedule A (Form 5500) 2023 Page 3

Part II 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 interestyrtder this contract in the general account at year end,

5 Current value of plan's interest under this contract in separate accounts at year end.

4
5

15,603
113,660

Contracts With Allocaled Funds:

a State the basis of premium rates

b Premiums paid to carrier

C Premiums due but unpaid at the end of the year,

d If the carrier, service, or other organization incurred any specific costs In connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs ^

6b
6c

6d

e Type of contract: (1) [] individual policies

(3) [] other (specify) ^

(2) ^ group deferred annuity

f tf 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) (<] deposit administration (2) Q immediate participation guarantee

(3) | | guaranteed investment (4) | j other ^

b Balance at the end of the ^e^usyear.,.,,,,....,..^^^^^^^^ 19,271
Additions: (1) Contributions deposited during the year,

(2) Dividends and credits.

(3) Interest credited during the year.

(4) Transferred from separate account.

(5) Other (specify below)

7c(1)
7c(2)
7c(3)
7c(4)
7c(5)

331
191

(6)Totaf adcfitkms.

Total of balance and additions (add lines 7b and 7c(6)).

Deductions:

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

(2) Administration charge made by carrier.

(3) Transferred to separate account.

(4) Other (specify below),

7c(6) 522

7e(1)
Je{2L
Je{3L
7e(4)

7d 19,793

4/190

(5) Total deductions............................................................................................................................... 7e(5) 4/190
f Balance at the end q^^^^ line 7e(5) from !ine 7d) ,,,.......>..............................^.............^^ 7f 15/603
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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 organ!zat!ons(s),
the infonnafion 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 conlract type (check all applicable boxes)

a [] Health (other than denta! or vision) b [] Dental cQ Vision d [] Life insurance

e [] Temporary disability (accident and sickness) f Q Long-term disability g [] Supplemental unemployment h [] Prescription drug

i [] Stop Soss (large deductible) J [] HMO contract k [] PPO contract I [] Indemnity contract

m [] Other (specify) >

9 Experience-rated contracts:

a Premiums: (1) Amount received

(2) Increase (decrease) In amount due but unpaid,

(3) Increase (decrease) in unearned premium reserve.

_9a{1L

WL
9a(3)

9b(1)
Qb(2^

9b(3)
9b(4)

9c(1)(A)

(4) Earned ((1) + (2) - (3))..............................................^...................................................................................| _9a(4)

Benefit charges (1) Claims paid.

(2) Increase (decrease) in claim reserves

(3) Incurred claims (add (1) and (2)).
(4) Claims charged,

Remainder of premium: (1) Retentton charges (on an accrual basis) -

(A) Commissions

(B) Administrative service or other fees

(C) Other specific acquisition costs.

(D) Other expenses

(E) Taxes,

(F) Charges for risks or other contingencies.

(G) Other retention charges.

(H) Total retention.

9c(1)(B)
9c{1){C)
9c(1»(D)
9c(1)(E»
9c(W)
9C(1HG)

(2) Dividends or retroactive rate refunds. (These amounts were | j paid in cash, or | | credited.)

Status of poficyhoider reserves at end of year: (1) Amount held to provide benefits after retirement.

(2) Claim reserves

(3) Other resen/es

Dividends pr refroactive rate refunds due. (Dp not include amount entered in line 9c(2).).

9c(1)(H)
9c(2)
9d(1»
9d(2»
9d(3)

9e
10 Nonexperience-rated contracts:

a Total premiums or subscription charges paid to carrier

b If the earner, 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 1, !ine 2 above, report amount.

Specify nature of costs.

IQa

10b

Part IV I Provision of Information

11 Did the insurancecompanY fail to provide any information necessary to complete Schedule A?............. __ LJ Yes No

12 if the answer to line 11 is "Yes," specify the informatton not provided. ^



SCHEDULE A
(Form 5500)

Department of the Treasurf
Intema! Revenue Ser/ice

Department or Lsbof
Empioyee Benefits Security Atfminlstratton

Penston Benefit Guaranly Cofporatton

Insurance Information

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

^ File as an attachment to Form 5500.

^ Insurance companies are required to provide the Information
pursuant to ERISA section 103(a)(2).

0MB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 andending 12/31/2023
A Name of plan

T-MHA PENSION PLAN

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

Transitions ~ Mental Health Association

Part!

B Three-digit

plan number (PN) ^ 002

D Employer Identification Number (EIN)

95-3509040

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 I! and lit can be reported on a single Schedule A.

1 Coverage Information;

(a) Name of insurance carrier

Security Benefit Life Insurance Co.

(b) EIN

48-0409770

(c) NAiC
code

68675

(d) Contractor
identification number

Various

(e) Approximate number of
persons covered at end of

policy or contract year

3

Policy or contract year

(f) From

01/01/2023

(9) To

12/31/2023

2 Insurance fee and commission information. Enter the tolal 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 commissjons paid (b) Total amount of fees pa!d

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 olher person to whom commissions or fees were paM

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

[c)Amqunt (d) Purpose (e) Organization code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c)Amount (d) Pyrposs (e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v.230728
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

M.

(c) Amount

Name and address of the agent,

Fees and other commissions paid

(d) Purpose

I

broker, or other person to whom cpmmJssJpns or fees were paid

(e)
Organization

code

(b) Amount of sales and base
commissions paid

Fee5and ptbefcpn'i.^iss.foHS.P.a|d.

(c) Amount (d) Purpose

(6)
Organization

code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

(e)
Organization

code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions pakl

(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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

(6)
Organization

code
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Part II 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^y[renl yalue of plan's interest under this contract in the genera! account at year end.

5 Current value of plan's interest under this contract In separate accounts at year end.

4
5 72,243

Contracts With Allocated Funds:

a State the basis of premium rates ^

b Premiums paid to carrier

C Premiums due but unpaid at the end of the year.

d If the carrier, service. or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, enter amount.

Specify nature of costs ^

6b
6c

6d

6 Type of contract: (1) [] individual policies

(3) Q other (specify) ^

(2) p(| group deferred annuity

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here ^

7 Conlracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)

a Type of contract: (1) ^] deposit administration (2) Q immediate participation guarantee

(3) Q guaranteed Investment (4) [] other ^

b Balance at the end of the previous year. 7b 91,176
C Additions: (1) Contributions deposited during the year.

(2) Dividends and credits.

(3) Interest credited during the year.

(4) Transferred from separate account

(5) Other (specify below)

7c(1)
7c(2)
T^L
7c(4)
7c(5)

8/931

(6)Total additions.

Total of balance and additions (add lines 7b and 7c(6)).

Deductions;

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

(2) Administration charge made by carrier.

(3) Transferred to separate account,

(4) Other (specify below).

7c(6) 8,931
7d 100,107

7e(1)
7e^_
7e(3)
7e(4)

27/864

(5) Total deductions...........................................................................................................................,....^ 7e(5) 27,864
f Bafance at the end of the current year (subtract line 7e(5) from line 7d)............................................................ i 7f 72,243
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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 organ)zations(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] | Denial

e j | Temporary disability (accident and sickness) f | [ Long-term disability

I [] Stop loss (large deductible) j [] HMO contract

m | j Other (specify) ^

C) I Vision d I ! Life Insurance

g Q Supplemental unemployment h [J Prescription drug

k Q PPO contract I [J Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) Amount received

(2) Increase (decrease) in amount due but unpaid

(3) Increase (decrease) in unearned premium reserve.

9a(1)
9a(2)
9a(3)

(4) Earned ((1) + (2) - (3))....................................................................................................................................| 9a(4)

Benefit charges (1) Claims paid.

(2) Increase (decrease) in claim reserves

(3) Incurred claims (add (1) and (2)).
(4) Claims charged,

Remainder of premium: (1) Retentton charges (on an accrual basis) "

(A) Commissions
(B) Administrative service or other fees

(C) Other specific acquisition costs.

(D) Other expenses

(E)Taxes,

(F) Charges for risks or other conlingencies.

(G) Other retention charges.

(H) Total retention.

9b(1)
9b(2)

9b(3)
9b{4)

9c(1)(A)
9c(1)(B)
_9c(1)(C)
9c(1)(D)
9c(1)(IE)
9c(1)(F)
9c(1)(G)

(2) Dividends or retroactive rate refunds. (These amounts were j [ paid In cash, or | | credited.)

Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.

(2) Claim reserves

(3) Other reserves

Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c{2}.).

9c(-t)(H)

9c(2)
Odd)
9d(2)
9d(3)

9e
10 Nonexperience-rated contracts:

a Total premiums or subscription charges paid to carrier

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.

Specify nature of costs.

10a

10b

Part IV I Provision of information

11 Did the Insurance company fal! to provide any information necessary to complete Schedule A? [-| Yes [x| No

12 If the answer to line 11 is "Yes," specify the information not provided. ^



SCHEDULE C
(Form 5500)

Department of the Treasury
Inlemsl Revenue Service

Department of Labor
Employee Benefits Security Admimstratfon

PsrtSion Benefit Guaranty Corporatron

Service Provider 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.

0MB No. 1210-0110

2023

This Form is Open to Public
Inspection.

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan

T-MHA PENSION PLAN

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

Transitions - Mental Health Association

B Three-digit

plan number (PN) V 002

D Employer Identification Number (EIN)

95-3509040

Part I | Service Provider Information (see instructions)

You must compfete this Part, in accordance with the tnstructions, 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 Oniy Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because Ihey received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and condilions)................Q Yes [xj No

b If you answered line 1a "Yes," enter the name and EfN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Compiete 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 disdosures on eligible indirect compensalion

(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) 2023
v. 230728
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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 ?nd 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 E!N 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 Director Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1 a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(J.e,, money or anything else of value) in connection with services rendered to the plan or (heir position with the plan during the plan year. (See Instructions).

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

Matrix Settlement and Clearing

717 17th Street, Suite 1300
75-3182674

Denver co 80202

_(b)
Service
Code(s)

19

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

Custodian

(d)
Enter direct

compensation paid
by the plan. If none,

enter -0-.

5/125

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

Yes Q No

(f)
Did indirect compensation

include eligible indirect
coinpensation, for which the
plan received the required

disclosures?

Yes Q No Q

(9).
Enter tota! 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 [] No Q

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

California Pension Admin
1 Orchard Road Sfce 220

95-2792979

Lake Forest CA 92630

(b)
Service
Code(s)

64

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

Third Party
A dm in

(d»
Enter direct

compensation paid
by the plan. if none,

enter -0-.

3,911

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

Yes Q No

(f»
Did indirect compensation

[nciude eligible indirect
compensation, for which the
plan received the required

disclosures?

Yes Q No Q

(g)
Enter total indirect

compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to elemenl

(0. If none, enter -0-.

(h»
Did the service

provider give you a
formula instead of

an amount or
estimated amount?

Yes Q No Q

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

(b)
Service
Code(s)

(c)
Relationship to

empioyer, employee
organization, or

person known to be
a party-En-interest

(d)
Enter direct

compensation paid
by the pfan. If none,

enter-0-.

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

Yes [] No []

(f)
Did Indirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

Yes Q No Q

(g».
Enter total indirect

compensation received by
service provider excluding

eligible indirect
compensalion for which you
answered "Yes" to element

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

(h)
Did the service

provider give you a
formuia instead of

an amount or
estimated amount?

Yes Q No Q
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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 indirectiy, $5,000 or more in total compensation
(i.e., money or anything efse 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-fn-lnterest

.(d)
Enter direct

compensation paid
by the plan. If none,

enter -0-.

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or ptan

sponsor)

(f»
Did indirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

(g»
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 Q No [] Yes Q No Q Yes Q No Q

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

(b»
Service
Code(s)

(c)
Reiationship to

employer, employee
organization, or

person known to be
a party-in-Enterest

(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?

(g).
Enter total indirect

compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

(f). ifnone,enler-0-.

(h»
Did the service

provider give you a
formula instead of

an amount or
estimated amount?

Yes [] No [] Yes [] No Q Yes Q No []

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

.(b)
Service
Code(s)

.(c*.
Retationshfp to

employer, employee
organization, or

person known to be
a party-fn-interest

(d)
Enter direct

compensation pa!d
by the plan. If none,

enter -0-.

(e)
Did service provider

receive indirect
compensation? (sources
other than plan or plan

sponsor)

Yes Q No Q

.(f)
Did indirect compensation

include eligible indirect
compensation, for which the
plan received the required

disclosures?

Yes [] No []

(9).
Enter total indirect

compensaiion received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" lo element

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

(h»
Did the service

provider give you a
formula instead of

an amount or
estimated amount?

Yes Q No Q
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Part I [ 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 sen/ice provider is a fiduciary

or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the foliowing
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom Ihe 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

(d) Enter name and E)N (address) of source of indirect compensation

(a) Enter service provider name as it appears on line 2

(d) Enter name and EIN (address) of source of indirect compensation

(a) Enter service provider name as it appears on line 2

(d) Enter name and EIN (address) of source of indirect compensation

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

(e) Describe the indirect compensalion, including any
formula used to determine the service provider's eligibiiity

for or the amount of the indirect compensation.

(b) Service Codes
(see instructions)

(c) Enter amount 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.

(b) Service Codes
(see instructions)

(c) Enter amount 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 II i Service Providers Who Fait 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)

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

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

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

b) Nature of
Service
Code(s)

b) Nature of
Service
Code(s)

b) Nature of
Service
Code(s)

b) Nature of
Service
Code(s)

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

(a) Enter name and ESN 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

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

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

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

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

;b) Nature of
Service
Code(s)

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

a
c
d

Termination Information on Accountants
(complete as many entries as needed)

Name:

Posslion:

Address:

and Enrolled Actuaries (see instructions)

b EIN:

6 Telephone:

Explanation:

a Name:

C Position:

d Address:

b EIN:

e Teiephone:

Explanation:

a Name:

c PosElion:

d Address:

b EIN:

e Telephone:

Explanation:

a Name:

C Position:

d Address:

b EIN:

e Telephone:

Explanation:

a Name:

C Position:

d Address:

b EIN:

e Telephone:

Explanation:



SCHEDULE D
(Form 5500)

Department oE Ehe Treasury
Intemal Revenua Sefvice

Department of Labor
Emptoyee Benefits Security Adminlstratton

DFE/Participating Plan Information

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

^ Fife as an attachment to Form 5500.

0MB No. 1210.0110

2023

This Form Is Open to Public
Inspection.

For catendar plan year 2023 pr fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan

T-MHA PENSION PLAN
B Three-diglt

plan number (PN) ^ 002

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

Transitions - Mental Health Association

D Employer Identification Number (EIN)

95-3509040

Part Information on interests in MTIAs, CCTs, PSAs, and 103-12 lEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report al! interests in DFEs)

a Name of MTIA, OCT, PSA, or 103-12 IE:Security Benefit Separate accounts

b Nameofsponsorofentityllsted in(a);Security Benefit

C EIN-PN 48-0409770 014 d Entity
code

e Dollar value of interest in MTIA, CCT, PSA, or
103-12 IEatjipd of year (see instructions) 72/243

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

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

C EIN-PN 74-1625348 012 d Entity
code

e Dollar value of interest in MTiA, CCT. PSA, or
103-12 IE at end of year (see instructions) 129/264

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

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

C E!N-PN d Entity
code

e Dollar value of interest in MTfA, CCT, PSA. or
103-12 IE atend of year (see instructions)

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

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

C EiN-PN d Entity
code

e Dollar value of Interest In MTfA, CCT, PSA, or
JQ3-12 IE at end of year (see instructions)

a Name of MT!A, CCT. PSA, or 103-12 IE:

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

C EIN-PN
d Entity

code
e Dollar vaiue of interest in MTIA, OCT, PSA, or

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

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

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

C EIN-PN d Entity
code

e Dollar value of interest In MTIA, CCT, PSA. or
103-12 IE at end of year (see Instructions)

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

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

C EIN-PN d Entity
code

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500} 2023
v.230728



a

b

c

a

b

c

a

b

c

a

b

c

a

b

c

a

b

c

a

b

c

a

b

c

a

b

c

a

b

c

Schedule D (Form 5500) 2023

Name ofMTIA, CCT. PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN d Entity
code

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

Name of sponsor of entity listed In (a):

EIN-PN d Entity
code

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity
code

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

Name of sponsor of entity listed in (a):

EIN.PN d Entity
code

Name of MTIA, OCT, PSA> or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN.PN d Entity
code

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity
code

Name of MTfA, CCT, PSA, or 103-12 fE:

Name of sponsor of entity listed in (a):

E1N.PN d Entity
code

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

Name of sponsor of entity listed in (a):

EIN-PN d Entity
code

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

Name of sponsor of entity listed in (a):

EIN.PN d Entity
code

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

Name of sponsor of entity listed En (a):

EIN.PN d Entity
code

e

e

e

e

e

e

e

e

e

e

Page 2-I

Dollar value of interest in MTIA, OCT. PSA, or
103-12 IE at end of year (see [nstruclions)

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

Dollar value of interest in MTIA, CCT. PSA, or
103-12IEatendo^ygg^^gg[^g(^^^Q^g^

Doilar va!ue of interest in MTIA. OCT. PSA, or
103-12 IE at end of year (see instryctipns)

Dollar value of interest in MTIA. OCT. PSA, or
103-12 IE at end ofyeac(S€einistructk)ns)

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

Dollar value of interest in MTIA, OCT. PSA. or
103-12 )E at end ofyear(seeinstructfpns)

Dollar value of interest in MTiA, OCT. PSA, or
103-12 IE at end ofyear (see ins

Dollar value of interest in MTIA, CCT. PSA. or
103-12; {Eat end of year (seejinstructlons)

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



Scheduleichedule D (Form 5500) 2023

Part II information on Participating Plans (to be completed
(Complete as many entries as needed to report all participating plans.

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

Page 3 "[

by DFEs, other than DCGs)
DCGs must report each participating plan using ScheduSe DCG-1

C E1N-PN

C EIN-PN

C EIN-PN

C EIN-PN

C EIN-PN

C EtN-PN

C EtN-PN

C EIN-PN

C EIN-PN

C EIN-PN

C EIN-PN

C E1N-PN



SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Servfce

Department of Labor
Emptoyea Benefits Security Admfnislfatbn

Penston Benefit Guaranty Corpocatkin

Financial Information

This schedule is required to be filed under section 1 04 of the Employee
Retirement Income Security Act of 1974 (ERISA), and sectton 6058(a) of the

Internal Revenue Code (the Code),

^ File as an attachment to Form 5500.

0MB No. 1210.0110

2023

This Form Is Open to Public
Inspection

For catendar plan^fear 2023 or fisca! plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan

T-MHA PENSION PLAN
B Three-diglt

pfan number (PN) 002

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

Transitions - Mental Health Association

D Employer Identification Number (EIN)

95-3509040

Part I | Asset and Liability Statement
1 Current vaiue 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 ptan on a line-by-line basis unless the value is reportabie 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 lEs do not complete lines 1b(1), 1b(2),1c(8), 1g, 1h.
and 1i. CCTs, PSAs, and 103-12 fEs also do not connplete lines 1d and 1e. See instryctipns.

Assets

a Total noninterest-bearing cash

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions.

(2) Participant contributions,

(3) Other.
C General investments:

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

(2) U.S. Government securities

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

(A) Preferred

(B) Altother.

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

(A) Preferred

(8) Common.

(5) Partnership/joint venture interests

(6) Real estate (other than employer real property)..................................

(7) Loans (other than to participants).

(8) Participant loans.

(9) Value of interest !n common/coilective trusts.

(10) Value of interest !n pooled separate accounts.

(11) Vafue 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., mutua)

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

contracts),

(15) Other.

1a

1b(1)
1b(2)
1b(3)

1c(1)

1c(2)

1c(3)(A)
1c{3)(B)

1c(4)(A)
1c(4)(B)

1c{5)
1c{6)
1c{7)
1c{8)
1c{9)

1c(10)
1c{11)
1c{12)

1c{13)

1c{14»

1c{15)

(a) Beginning of Year

146
116

-577

171/634

70,404

182,321

6/235,341

19,271

(b) End of Year

0
0
0

178/659

82,220

185,903

7,820,291

15,603

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2023
v.230728



Schedule H (Form 5500) 2023 Page 2

1d Empjoyer-related Investments:

(1) Emptoyer securities.

(2) Employer real property.

e Buildings and other property used In plan operation.

f Total assets (add ail amounts in ilnes 1a through 1e).

1d{1»

1d{2)
1e

1f

(a) Beginning of Year

6,678,656

(b) End of Year

8/282/676

Liabilities

g Benefit claims payable.

h Operating payables

I Acquisition indebtedness,

j Olher liabilities,

R Total liabilities (add ail amounts in lines 1g throughlj).

Net Assets
I Net assets (subtract line 1k from line 1f).

ig
1h

11

1j
1k 0 0

6/678,656 8,282,676

Part II j Income and Expense Statement
Plan income, expenses, and changes in net assets for the year. Include ati 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. MTfAs, CCTs, PSAs, and 103-12 tEs do not
complete lines 2a, 2b(1)(E). 2e, 2f. and 2g.

Income

Contributions:

(1) Received or receivable in cash from: (A) Emptoyers.

(B) Participants.

(C) Others (including rollovers).

(2) Noncash contributions,

(3) Total contributions. Add fines 2a(1)(A), (B), (C), and line 2a(2).

Earnings on investments:

(1) Interest:
(A) Interest-bearing cash (including money market accounts and

certificates of deposit).

(B) U.S. Government securities

(C) Corporate debt Instruments

(D) Loans (other than to participants)

(E) Participant loans,

(F) Other-

(G) Tota! interest. Add lines 2b(1)(A) through (F).

(2) Dividends: (A) Preferred stock.

(B) Common stock.

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(3) Rents.

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.

(B) Aggregate carrying amount (see instructions)

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.

(5) Unrealized appreciatton (depreciation) of assets: (A) Real estate.

(B) Other..
(C) Total unrealized appreciation of assets.

Add lines 2b(5)(A) and (B)

2a(1)(A»

2a(1)(B)
2a(1){C)

2a{2)

2a(3)

2b(1)(A)

2b(1)(B)
2b(1}(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)
2b(1)(G)

2b(2)(A)
2b(2)(B)
2b(2)(C)

2b(2)(D»

2b(3)
2b(4)(A)

2b(4)(B)

2b(4)(C)
2b(5)(A)

2b(5)(B)

2b(5)(C)

(a) Amount

341,248

504/533

24,488

6/614

5,763

324

216,495

(b) Totai

870/269

12/701

216,495

0

0



Schedule H (Form 5500) 2023 Page 3

(6) Net investment gain (loss) from common/coliective trusts

(7) Net investment gain (loss) from pooled separate accounts

(8) Net investment gain (loss) from master trust investment accounts

(9) Net investment gain (toss) from 103-12 investment entities.

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds)

C Other income,

d Total income. Add all Income amounts in column (b) and enter tolat,

2b(6)

2b(7»
2b{8»
2fa{9)

2b(10)

2c

2d

(a) Amount (b) Total

31,827

903/623

2,034/915

Expenses

e Benefit payment and payments to provide benefits:

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

(2) To insurance camsrs for the provision of benefits

(3) Other.

(4) Total benefit payments. Add lines 2e{1) through (3),

f Corrective distributions (see instructions)

g Certain deemed distributions of participant ioans (see instructions)

h interest expense..............................;.

i Administrative expenses:

(1) Salaries and allowances.

(2) Contract administrator fees.

(3) Recordkeepjng fees.

(4) IQPA audit fees

(5) Investment advisory and investment management fees.

(6) Bank or trust company trustee/custodiai fees.

(7) Actuarial fees.

(8) Legal fees.

(9) Valuation/appraisa! fees

(10) Other trustee fees and expenses

(11) Other expenses.

(12) Total administrative expenses. Add lines 2i(1) through (11).

j Total expenses. Add all expense amounts in column (b) and enter total,

Net Income and Reconciliation

k Net income (loss). Subtract line 2j from line 2d.

I Transfers of assets:

(1) To this plan.

(2) From this plan.

2e(1)
2e(2»

2e{3)
2e{4)

2f

2g
2h

2i(1)
2i(2)

21(3)
2i(4)

21(5)

2i(6)

21(7)
2i(8)

2i(9)

2i(10)

2i(11)

21(12)

2j

421,578

3,911

5/125

421/578

281

9,036

430,895

2k

21(1)

21(2}

1,604,020



Schedule H (Form 5500} 2023 Page 4

Part III Accountant's Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified pubtic 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 ptan is (see Instructions):

(1) [x] Unmodified (2) [] Qualified (3) [] Disclaimer (4) [] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1) [x] DOL Reguiation 2520.103-8 (2) @ DOL Regujation 2520.103-12(d) (3) Q neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

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

(1)Name:Caliber Audit & Attest LLP (2) EIN:26-2350873

d The opinton of an independent qualified public accountant is not attached as part of Schedufe H because:

(1) [_] This form is fifed for a CCT, PSA, DCG or MTIA. (2) [] It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV Compliance Questions

CCTs and PSAs do not complete Part IV. MTIAs, 103-12 !Es, and GIAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m,
103-12 IEs also do not complete lines 4j and 4f. MTIAs also do not complete line 41. DCGs do not complete Jines 4e, 4f,
complete the rest of Part IV collectively for ail plans In the DCG, except as otherwise provided (see Instructions),

4n, or 5.
4k, 41, and 5, and DCGs generally

During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR2510.3-102? Continue to answer "Yes" for any prior year failures untii
fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)

b Were any Joans by the plan or fixed income obligations due the plan in default as of the
dose 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 I if "Yes" is
checked.)

C Were any leases to which the plan was a party in default or classified during the year as
uncolleclible? (Attach Schedule G (Form 5500) Part t! if "Yes" is checked.)

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 III if "Yes" is
checked.)

e Was this plan covered by a fidelity bond?,

f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that was caused
by fraud or dishonesty?

g Did the plan hold any assets whose current value was neither readily detemninable on an
established market nor set by an independent third party appraiser?

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?.

i Did the p)an have assets held for investment? (Attach schedule(s) of assets if "Yes" is chocked,
and see instructions for format requirements.).

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.).

k Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of Ihe PBGC?

I Has the plan failed to provide any benefit when due under the plan?

m If this is an individual account plan, was there a blackout period? (See Instructions and 29 CFR
2520.101-3.).

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.

4a

4b

4c

4ct

4e

4f

_4g

4h

41

JL

4k

41

4m

4n

Yes

x

x

No

x

x

x

x

x

x

x

x

x

x

x

Amount

500/000

5a Has a resolutton to lemiinate the plan been adopted during the plan year or any prior p!an year?...,.... [] Yes
If "Yes," enter the amount of any plan assets that reverted to Ihe emptoyer this year.

I No



Schedule H (Form 5500) 2023 Page 5"

5b If, during this plan year, any assets or liabilities were transferred from this pfan 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) EtN(s) 5b(3) PN(s)

5c Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this p!an year? (See ERISA section 4021 and
instructions.) ...........,....................^....^.........,.............,....................,............................^.......^ Yes QNO Q Not determined

if "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year _.



SCHEDULE R
(Form 5500)

Departmenl of the Treasury
Inlemal Revenue Service

Department of Labor
Emptoyee BeneFits Security AdnnfnlstfaUon

Penston BeneRt Guaranty Cwporatkin

Retirement Plan Information

This schedule is required to be filed under sections 104 and 4065 of the
Employee Retirement Income Security Act of 1974 (ERISA) and section

6058(a) of the Internal Revenue Code (the Code).

^ File as an attachment to Form 5500.

OM8 No. 1210.0110

2023

This Form Is Open to Public
Inspection.

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023

A Name of plan
T-MHA PENSION PLAN

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

Transifcions ~ Mental Health Association

Part I Distributions

and ending

B

D

12/31/2023
Three-digit

plan number

(PN) > 002

Employer Identification Number (EIN)

95-3509040

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

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

Enter the E(N(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter ElNsofthe
two payers who paid the greatest dollar amounts of benefits):

EIN(s):

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

Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
year.

Part II Funding Infornnation (if the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERtSA section 302, skip this Part.)

Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?,

If the plan Is a defined benefit plan, go to line 8.

[] Yes [] No [] N/A

Date: Month Day.

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 granling the waiver.

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

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

deficiency not waived).

b Enter the amount contributed by the employer to the p!an for this plan year.....,,,

Year

C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount).

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

Will the nninlmum funding amount reported on line 6c be met by the funding deadline? ,

6a

6b

6c

[] Yes Q No [] N/A

If a change 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 cfass ruling Setter, does the plan sponsor or plan
administrator agree with the change? Q Yes [] No [] N/A

Part Hi I Amendments

If this is a defined benefit pension pian> were any amendments adopted during this plan
year that increased or decreased the value of benefits? if yes, check tho appropriate
box. If no, check the "No" box. [] Decrease [] Both [] No

Part IV j ESOPs (see instructions). If this is not a plan ^^ Revenue Code, sk!p this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. U ^es LJ ^0

11 a Does the ESOP hold any preferred stock?................................................................................................................................... D Yes D No

b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan? [~~{ ygg [-| ^g
(See instructions for definition of "back-to-back" loan.).

12 Does the ESOPhoId any stock that is not readily tradableon an established securities market?.....,...,..................,........................... U Yes U ^0

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2023
v.230728
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Bart VI Additional Information for IVIultiemployer Defined Benefit Pension Plans
13 Enter the following information for each employer that (1) contributed more than 5% of tota! contributions to the plan during Iho plan year or (2) was one of

the tpp-ten highest contributors (measured in dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN _ C Doiiar amount contributed by emptoyer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box []

and see insfructions regarding required attachment. 0//)e^se^enl>er (he app//cato/e c/a^ , , Day _Year

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

(2) Base unit measure: [] Hourly [] Weekly [~| Unit of production [] Other (spBCtfy):

a Name of contributing employer

b EIN _C Dollar amount conlributedby^e
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining sgreement, check box

and see instructions regarciing required attachmenf. 0?env/sei enfer ?e ap^/cafc/e date.^^^ ^ _Day _Year.

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

(2) Base unit measure: i | Hourly [ j Weekly | | Unit of production | | Other (specify):

Name of contributing omptoyer

b EIN _ C DoliaTampyntcontnbutedbyemploYer

d Date colfective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box []

and see/nsfrucfensj^garc/mgrequ/recfaffac^me Otherwise, enfeffheapp//ca6/eda(e,l^^^^^^^M^ _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: ] | Hourly | [ Weekly [ | Unit of production | | Other (specify):

a Name of contributing employer

EiN _ C Dollar amount contributed by employer

Date collective bargaining agreement expires (If employer contributes under more than one coilective bargaining agreement, check 6oxQ

and see instructions regarding required attachment. Qth'erwise, 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: [JHouriy^^Q Unit of production [_] Other (specify):

a Name of contributing employer

EIN _CDoHar amount contributed by employer
Date colleclive bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box []

and see instrucfions 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: [] Houriy [~j Weekly F| Unit of production [] Other (specify):

Name of contributing employer

EIN ________ _ _ C Dollar amount contributed by employer

Date collective bargaining agreement expires (If employer contributes under more than one cotlective bargaining agreement, check box Q

and see instructions regard/ng requred affachmenjT. 0 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: [] Hourly Q Weekly Q Unit of production [J Other (specify);
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Part V | Additional Information for Muttiemployer Defined Benefit Pension Plans
13 Enter the following information for each employer that (1) contributed more than 5%oftota! contributions to the plan during the plan year or (2) was one of

the top-ten highest conlributors (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 conifibutes under more than one colieclive bargaining agreement, check box Q
and see instructions regarding required aftachment. 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 ctoiiars and cents)

(2) Base unit measure: | [ Hourly | | Weekly | | Unit of productun [ j 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 cottectwe bargaining agreement, check box []
and see instructions regarding required attachmenf. 0?em'/se, enfer f/ie app//ca^ . , DaY _Year

e Contribution rate information (If more than one rate applies, check this box [] and see instructions regarding required attachment. Othemise,

complete lines 13e{1) and 13e(2}.)
(1) Conlribution rate (in dollars and cents)

(2) Base unit measure: j | Hourty | | Weekly | | Unit of production | | Oiher (specify):

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

and see instructions regarding required aftachment. Otherwise, enter the applicable date.) Month , , Day _ _ Yeaj^

e Contribution rate information (If more than one rate applies, check this &oxQ 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: [] Houriy QWeekly [~| unit of production [] Other (specify):

Name of contributing employer

b EIN c . PPJ!ar arnount conb'ibuted by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collecfive bargaining agreement, check box
anrfsee instrucfions regarding required attachment. Othewise, enter ffiie ap^cafa/e date.} Month ,„, ,, Day ^ Yea_r

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: QHour[^^ [] Unit of production [] Other (specify):

a Name of^

b EIN c Doliaramountcontributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box []
ancfseefnsfrucffonsregarcf^re9u;fe^a enfer (he app/fca6/e rfafej Month, _^^ Day _ Year

e Contribution rate information (If more fhan one rate applies, check this box [_] and see insfructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: [] Hourly [] Weekly [^ Unit of production Q Other(specify):

Nameqfcpn^ibytingem

b E)N ,,,,,,,,,,,^,,, ,, ,^^^^^^^ C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box []
and see instructions regarding required attachment. Ofhemise, enter fhe^appticable 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) Contribulion rate (in doSlars and cents)

(2) Base unit measure: [] Hourly [] Weekly [] Unit of production [] Other (specify):
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14a

14 Enter ths number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to dslermine the number of
Inactive participants: [] last contributing employer Q alternative [] reasonabie approximation (see
instructions for required attachment),

b The plan year immediately preceding the current plan year. Q Check the box if the number reported Is a

change from what was previousty reported (see instructions for required attachment)

C The second preceding plan year. j j Check the box if the number reported is a change from what was
previously reported (see instructiqns for required attachment),

14b

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.

b The corresponding number for the second preceding pian year.

15a

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

If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be
assessed against such withdrawn employers.

16a

16b

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 regardinc
supplemental information to be included as an attachment.

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

18 If any iiabilities to participants or their beneficiaries under the plan as of Uie end of the pian year consist ()n 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 inslructions regarding
supplemental information to be included as an attachment...........,....................................................................................^

19 If the totat number of participants is 1,000 or more, complete lines (a) and (b):

a Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets:

% Real Assets:HEgh-Yield Debt: % Cash or Cash Equivalents; % Other:

b Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
[] 0-5 years [~] 5-10 years [] 10-15 years [] 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiempfoyer plan or a ssngle-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for aii years from Schedule SB (Form 5500) line 40 greater than zero? Q Yes [] No

b 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:

D Yes.

Q 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.

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

[] No. Other. Provide explanation..

Part VII j )RS Compliance Questions
21 a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under

the permissive aggregation rules? |<] Yes [_j No
21 b If this is a Code section 401 (k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for

employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

[] Design-based safe harbor method

[] "Prior year" ADP test

^ "Current year" ADP test

D N/A
22 If the ptan sponsor is an adopter of a pre-approved plan Jh^at received a favorable IRS Opinion Letter, enter the date of the Opinion Letter 06/30/2020

(MM/DD/YYTQ and the Opinion Letter serial number Q703122a .



Schedule H, Line 4i

Schedule of Assets (Held At End of Year)

Name of Plan: T-MHA Pension Plan

>
Employer Identification Number:^ 95-3509040

For plan year (beginning/ending)> 01/01/2023-12/31/2023 Plan number> 002

M.
^

*

*

*

*

*

*

*

¥

*

•f

*

^

*

*

*

*

*

*

*

*

*

*

*

*

^

*

*

¥

*

*

A

*

*

SS

!iS

(b) Identity of issue, borrower, !cssor, or

similar party

^alic
Vai'w

VaVw
^ajic
^alic
^aiic
^aiic
Vaiic

Vaiic
Vaiic
Valic
Valic
Valic
Valic
Valic
Valic
Valic
Valic
Vaiic
Valic
Valic
Valic
Valic
Valic
SBL
SBL
SB L
SBL
SBL
Participant Loans

Matrix Trust Cpmpany
Matrix Trust Company
Matrix Trust Company

Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
MatfEx Trust Company
Mlatrix Trust Company
Matrix Trust Company

(c) Description of investment including maturity date, rate of

interest, collateral, par or maturity value

^ORE BOND FUND
EMERGING ECONOMIES
:7IXED ACCOUNT PLUS
3LOBAL REAL ESTATE FUND
3ROWTH FUND
3S VIT GOV MONEY MKT FD INST
-IJGH YIELD BOND FUND
INTERNATIONAL VALUE FUND
ENTL OPPORTUNITIES
ENTL SOCIALLY RESPONSIBLE FUND
LARGE CAPITAL GROWTH
LOAN COLLATERAL FUND
LOAN ESCROW FUND
MID CAP INDEX FUND
MID CAP STRATEGIC GWTH
MID CAP VALUE FUND
SCIENCE & TECHNOLOGY FUND
SMALL CAP GROWTH FUND
SMALL CAP VALUE FUND
STOCK INDEX FUND
SYSTEMATIC CORE FUND
SYSTEMATIC GROWTH FUND
SYSTEMATIC VALUE
VANGUARD WELLINGTON FUND 1NC
GUGGENHEIM VIF LG CAP VALUE
GUGGENHEIM V1F MGD ASSET ALLOC
GUGGENHEIM VIF SMID CAP VALUE
GUGGENHE1M VIF STYLEPLUS LC CORE
PORTFOLIO RATES
Interest rates from 5.25% to 10.5%

Vanguard 500 Index Admiral
Putnam Large Cap Value R6
Vanguarci Growth Index Admiral
Vangiiarci Mid Cap Index Admiral

DFA Emerging Markets Core Eqty
Vanguard Total Int Bnd Idx Adm
Vanguard Small Cap Index Adm
DFAIntl Core Equity
AFD Target Date Retire 2015 R6
AFD Target Date Retire 2025 R6
AFD Target Date Retire 2035 R6
AFD Tarset Date Retire 2045 R6

(tl) Cost

1,755.27

1,261.61
15,603.38

1,065.95
10,046.79

488.34
1,947.11

11,255.10
75.97

1,878.49

7,335.30

2,817.91

188.93
2,181.27

3,809.90
4,168.89

22,793.21
3,297.43

4,411.62
13,535.51

4.09

8,143.87

9,395.13

1,802.43

543.91
13,360.65
33,762.65
24,408.43

167.49
82,220.2^1

592.241.9^1
257,917.2^
230,513.28
144,588.53

30,502.3C
23,332.92

204,678.61
170,867.0S
157,083.5^1

1,668,963.5^)

1,208,527.5C
1,245,848.0£

(e) Current value

1,755.27

1,261.6]
15,603.38

1,065.95
10,046.79

488.34

1,947.11
11,255.10

75.97
1,878.49

7,335.30

2,817.91

188.93
2,181.27

3,809.90
4,168.89

22,793.21
3,297.43

4,411.62
13,535.51

4.09

8,143.87

9,395.13
1,802.43

543.91
13,360.65
33,762.65
24,408.43

167.49
82,220.24

592.241.94
257,917.24

230,513,28
144,588.53
30,502.30
23,332.92

204,678.61
170,867.09
157,083.54

1,668,963.54
1,208,527.50
1,245,848.08



Schedule H, Line 4i

Schedule of Assets (Held At End of Year)

Name of Plan: T-MHA Pension Plan

Employer Identification Number:^ 95-3509040

For plan year (begmning/enciing)> 01/01/2023-12/31/2023 Plan number> 002

(")
*

^

*

*

^

*

*

*

^

(b) Identity ofissisc, borrower, iessor, or

similar party

Matrix Trust Company
Matrix Trust Company
Matrix Trust Company

Matrix Trust Company
Matrix Trust Company

Matrix Trust Company
Matrix Trust Company
Matrix Trust Company
Matrix Trust Company

(c) Description ofmvestmcnt including maiurity date, rate of

interest, collateral, par or maturity value

AFD Target Date Retire 2055 R6
Vanguard Total Bond Market ind
AFD Target Date Retire 2020 R6
AFD Target Date Retire 2030 R6
AFD Target Date Retire 2040 R6
AFD Target Date Retire 2050 R6
AFD Target Date Retire 2060 R6

Vanguard Resrv Prm Money Mrkt

AFD Target Date Retire 2065 R6

(d) Cost

869,537.16
84,781.65

600,332.66
60,367.19

101,755.77
85.828.52
44,868.46

178,658.56
40,751.97

(c) Current value

869,537.16
84,781.65

600,332.66
60,367.19

101,755.77
85,828.52
44,868.46

178,658.56
40,751.97



 
►
Employer Identification Number:► 95-3509040  

01/01/2023-12/31/2023  Plan number:► 002

(a)
(b) Identity of issue, borrower, lessor, or 

similar party
(c) Description of investment including maturity date, rate of 

interest, collateral, par or maturity value (d) Cost (e) Current value

* Valic CORE BOND FUND               1,755.27                   1,755.27 
* Valic EMERGING ECONOMIES               1,261.61                   1,261.61 
* Valic FIXED ACCOUNT PLUS             15,603.38                 15,603.38 
* Valic GLOBAL REAL ESTATE FUND               1,065.95                   1,065.95 
* Valic GROWTH FUND             10,046.79                 10,046.79 
* Valic GS VIT GOV MONEY MKT FD INST                  488.34                      488.34 
* Valic HIGH YIELD BOND FUND               1,947.11                   1,947.11 
* Valic INTERNATIONAL VALUE FUND             11,255.10                 11,255.10 
* Valic INTL OPPORTUNITIES                    75.97                        75.97 
* Valic INTL SOCIALLY RESPONSIBLE FUND               1,878.49                   1,878.49 
* Valic LARGE CAPITAL GROWTH               7,335.30                   7,335.30 
* Valic LOAN COLLATERAL FUND               2,817.91                   2,817.91 
* Valic LOAN ESCROW FUND                  188.93                      188.93 
* Valic MID CAP INDEX FUND               2,181.27                   2,181.27 
* Valic MID CAP STRATEGIC GWTH               3,809.90                   3,809.90 
* Valic MID CAP VALUE FUND               4,168.89                   4,168.89 
* Valic SCIENCE & TECHNOLOGY FUND             22,793.21                 22,793.21 
* Valic SMALL CAP GROWTH FUND               3,297.43                   3,297.43 
* Valic SMALL CAP VALUE FUND               4,411.62                   4,411.62 
* Valic STOCK INDEX FUND             13,535.51                 13,535.51 
* Valic SYSTEMATIC CORE FUND                      4.09                          4.09 
* Valic SYSTEMATIC GROWTH FUND               8,143.87                   8,143.87 
* Valic SYSTEMATIC VALUE               9,395.13                   9,395.13 
* Valic VANGUARD WELLINGTON FUND INC               1,802.43                   1,802.43 
* SBL GUGGENHEIM VIF LG CAP VALUE 543.91                543.91                    
* SBL GUGGENHEIM VIF MGD ASSET ALLOC 13,360.65           13,360.65               
* SBL GUGGENHEIM VIF SMID CAP VALUE 33,762.65           33,762.65               
* SBL GUGGENHEIM VIF STYLEPLUS LC CORE 24,408.43           24,408.43               
* SBL PORTFOLIO RATES 167.49                167.49                    
* Participant Loans Interest rates from 5.25% to 10.5% 82,220.24 82,220.24
* Matrix Trust Company Vanguard 500 Index Admiral 592,241.94 592,241.94
* Matrix Trust Company Putnam Large Cap Value R6 257,917.24 257,917.24
* Matrix Trust Company Vanguard Growth Index Admiral 230,513.28 230,513.28
* Matrix Trust Company Vanguard Mid Cap Index Admiral 144,588.53 144,588.53
* Matrix Trust Company DFA Emerging Markets Core Eqty 30,502.30 30,502.30
* Matrix Trust Company Vanguard Total Int Bnd Idx Adm 23,332.92 23,332.92
* Matrix Trust Company Vanguard Small Cap Index Adm 204,678.61 204,678.61
* Matrix Trust Company DFA Intl Core Equity 170,867.09 170,867.09
* Matrix Trust Company AFD Target Date Retire 2015 R6 157,083.54 157,083.54
* Matrix Trust Company AFD Target Date Retire 2025 R6 1,668,963.54 1,668,963.54
* Matrix Trust Company AFD Target Date Retire 2035 R6 1,208,527.50 1,208,527.50
* Matrix Trust Company AFD Target Date Retire 2045 R6 1,245,848.08 1,245,848.08

 

For plan year (beginning/ending):►
 

Schedule H, Line 4i
Schedule of Assets (Held At End of Year)

Name of Plan: T-MHA Pension Plan 



 
►
Employer Identification Number:► 95-3509040  

01/01/2023-12/31/2023  Plan number:► 002

(a)
(b) Identity of issue, borrower, lessor, or 

similar party
(c) Description of investment including maturity date, rate of 

interest, collateral, par or maturity value (d) Cost (e) Current value

 

For plan year (beginning/ending):►
 

Schedule H, Line 4i
Schedule of Assets (Held At End of Year)

Name of Plan: T-MHA Pension Plan 

* Matrix Trust Company AFD Target Date Retire 2055 R6 869,537.16 869,537.16
* Matrix Trust Company Vanguard Total Bond Market Ind 84,781.65 84,781.65
* Matrix Trust Company AFD Target Date Retire 2020 R6 600,332.66 600,332.66
* Matrix Trust Company AFD Target Date Retire 2030 R6 60,367.19 60,367.19
* Matrix Trust Company AFD Target Date Retire 2040 R6 101,755.77 101,755.77
* Matrix Trust Company AFD Target Date Retire 2050 R6 85,828.52 85,828.52
* Matrix Trust Company AFD Target Date Retire 2060 R6 44,868.46 44,868.46
* Matrix Trust Company Vanguard Resrv Prm Money Mrkt 178,658.56 178,658.56
* Matrix Trust Company AFD Target Date Retire 2065 R6 40,751.97 40,751.97


