
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 

2024 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2024 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 (2024) 

v. 240311

01/01/2024 12/31/2024

X

X

X

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN FOR EMPLOYEES AND STAFF 501

01/01/1997

54-1875242
TRUSTEES, NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN

703-729-4677

20547 WAVERLY CT. 
ASHBURN, VA 20149

525100

Filed with authorized/valid electronic signature. 10/05/2025 BRIAN L. RENFROE
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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)  

 

BRIAN L. RENFROE C/O NATIONAL ASSOCIATION OF LETTER 
CARRIERS 
100 INDIANA AVE., N.W. 
WASHINGTON, DC 20001-2144

53-0114650

202-393-4695

788

366

367

423

790

4A 4D 4E 4F 4Q

X X

X

X
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Part III  Form M-1 Compliance Information (to be completed by welfare benefit plans) 
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR 

2520.101-2.) ........................………..….  X    Yes       X    No 
 
         If “Yes” is checked, complete lines 11b and 11c. 
 

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) …….....  X Yes    X   No  

11c Enter the Receipt Confirmation Code for the 2024 Form M-1 annual report. If the plan was not required to file the 2024 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______________________              
                                            

 

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 

 

2024 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2024 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) 2024 
v. 240311  

01/01/2024 12/31/2024

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN FOR 
EMPLOYEES AND STAFF

501

TRUSTEES, NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN 54-1875242

X

THE VANGUARD GROUP, INC.

23-1945930



Schedule C (Form 5500) 2024 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

NALC HEALTH BENEFIT PLAN

53-0114650

12 14 50 RELATED 
ORGANIZATION

804646
X

CIGNA HEALTH AND LIFE INSURANCE CO.

59-1031071

12 13 38 
50

NONE 159662
X X

0
X

WILLIS TOWERS WATSON

53-0181291

11 16 50 
70

NONE 113287
X



Schedule C (Form 5500) 2024  Page 3 - 1  x 

 

 
 

 

 

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 

2

WITHUMSMITH+BROWN, P.C.

22-2027092

10 50 NONE 96688
X

COHEN WEISS AND SIMON LLP

13-1592323

29 50 NONE 46006
X

BW WILSON PAPER COMPANY, INC. 2501 BRITTONS HILLS ROAD 
RICHMOND, VA 23230

50 99 NONE 10869
X
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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 

3

REGIONS INSTITUTIONAL TRUST

63-0371391

19 28 51 
65

NONE 9996
X

QUAN-VEST CONSULTANTS INC 390 PLANDOME ROAD, SUITE 221 
MANHASSET, NY 11030

27 50 NONE 9285
X

MOSAIC 4801 VIEWPOINT PLACE 
CHEVERLY, MD 20781

50 99 NONE 6486
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

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

56-0906609

BANK OF AMERICA APPROXIMATELY $0.37 PER PARTICIPANT WITH THE 
AVERAGE ANNUAL RATE OF EARNINGS CREDIT AT 
4.00%

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

CASTLIGHT HEALTH

26-1989091

APPROXIMATELY $3.24 PER PARTICIPANT

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

CHLIC

59-1031071

$1.02 PER PARTICIPANT WITH THE AVERAGE ANNUAL 
RATE OF EARNINGS CREDIT AT 3.25%
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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. 

  

  

2

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

59-1031071

CITIBANK NA $1.97 PER PARTICIPANT WITH THE AVERAGE ANNUAL 
RATE OF EARNINGS CREDIT AT 3.66%

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

CITIBANK NA OMNIBUS

59-1031071

$0.01 PER PARTICIPANT WITH THE AVERAGE ANNUAL 
RATE OF EARNINGS CREDIT AT 3.66%

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

DEUTSCHE BANK

13-2944988

$0.00 PER PARTICIPANT WITH THE AVERAGE ANNUAL 
RATE OF THE EARNINGS CREDIT AT 0.50%
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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. 

  

  

3

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

13-4994650

JP MORGAN CHASE $4.38 PER PARTICIPANT WITH THE AVERAGE ANNUAL 
RATE OF EARNINGS CREDIT AT 3.54%

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

OMADA COMPLETE

45-2355015

APPROXIMATELY $0.17 PER PARTICIPANT

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

OMADA HEALTH

45-2355015

APPROXIMATELY $1.23 PER PARTICIPANT
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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. 

  

  

4

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

SAGAMORE NETWORK HOSPITAL 11595 N MERIDIAN ST #600 
CARMEL, IN 46032

APPROXIMATELY $0.06 PER PARTICIPANT

CIGNA HEALTH AND LIFE INSURANCE CO. 12 13 31 38 49 50 56 62 0

VISION SERVICE PLAN

06-1227840

APPROXIMATELY $0.67 PER PARTICIPANT
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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 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 

 
2024 

 
This Form is Open to Public 

Inspection  
For calendar plan year 2024 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) 2024 
v. 240311  

 

 

 

   

01/01/2024 12/31/2024

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN FOR EMPLOYEES 
AND STAFF

501

TRUSTEES, NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN 54-1875242

567365 3844476

852100 967063

56554 62617

1905788 1864927

168457 55416

2838676 2941124

3289677 3623473

2230357 2462829

66350 0
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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)   

    

676 675

11976000 15822600

1754000 1528871

1090484 1409777

80277

2924761 2938648

9051239 12883952

14826228

957701

15783929

5024

93890

114340

213254

305161

305161

1361639

1369703

-8064

78186

78186
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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 

  

259645

12370

16644481

11344795

11344795

804646

96688

19335

4827

113287

46006

305

381879

1466973

12811768

3832713
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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

WITHUMSMITH AND BROWN, PC 22-2027092

X

X

X

X

X 2000000

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 ____________________.  
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withum
ADVISORY TAX AUDIT

Independent Auditor's Report

To the Board of Trustees of
National Association of Letter Carriers Health Benefit Plan for Employees and Staff:

Opinion

We have audited the financial statements of National Association of Letter Carriers Health Benefit Plan for
Employees and Staff, an employee benefit plan subject to the Employee Retirement Income Security Act of 1974
("ERISA"), which comprise the statements of net assets available for benefits as of December 31, 2024 and
2023 and the related statements of changes in net assets available for benefits for the years then ended and the
related notes to the financial statements.

In our opinion, the accompanying financial statements present fairly, in all material respects, the net assets
available for benefits as of December 31, 2024 and 2023 and the changes in net assets available for benefits for
the years then ended, of National Association of Letter Carriers Health Benefit Plan for Employees and Staff in
accordance with accounting principles generally accepted in the United States of America.

Basis for Opinion

We conducted our audits in accordance with auditing standards generally accepted in the United States of America
("GAAS"). Our responsibilities under those standards are further described in the Auditor's Responsibilities for the
Audit of the Financial Statements section of our report. We are required to be independent of National Association
of Letter Carriers Health Benefit Plan for Employees and Staff and to meet our other ethical responsibilities, in
accordance with the relevant ethical requirements relating to our audits. We believe that the audit evidence
we have obtained is sufficient and appropriate to provide a basis for our audit opinion.

Responsibilities of Management for the Financial Statements

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

In preparing the financial statements, management is required to evaluate whether there are conditions or events,
considered in the aggregate, that raise substantial doubt about National Association of Letter Carriers Health
Benefit Plan for Employees and Staff's ability to continue as a going concern for at least one year following the date
that the financial statements are available to be issued.

Management is also responsible for maintaining a current plan instrument, including all plan amendments,
administering the plan, and determining that the plan's transactions that are presented and disclosed in the financial
statements are in conformity with the plan's provisions, including maintaining sufficient records with respect to each
of the participants, to determine the benefits due or which may become due to such participants.

WithumSmith+Brown, PC 46IJO East West Highway, Suite 900, Buthesria, Maryland 2U8U.3423 T [301] ?72 6000 F |301] 272 6100 withum.com
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withum

Auditor's Responsibilities for the Audit of the Financial Statements

Our objectives are to obtain reasonable assurance about whether the financial statements as a whole are free from
material misstatement, whether due to fraud or error, and to issue an auditor's report that includes our opinion.
Reasonable assurance is a high level of assurance but is not absolute assurance and therefore is not a guarantee
that an audit conducted in accordance with GAAS will always detect a material misstatement when it exists. The
risk of not detecting a material misstatement resulting from fraud is higher than for one resulting from error, as fraud
may involve collusion, forgery, intentional omissions, misrepresentations, or the override of internal control.
Misstatements are considered material if there is a substantial likelihood that, individually or in the aggregate, they
would influence the judgment made by a reasonable user based on the financial statements.

In performing an audit in accordance with GAAS, we:

• Exercise professional judgment and maintain professional skepticism throughout the audit.

• Identify and assess the risks of material misstatement of the financial statements, whether due to fraud or
error, and design and perform audit procedures responsive to those risks. Such procedures include
examining, on a test basis, evidence regarding the amounts and disclosures in the financial statements.

• Obtain an understanding of internal control relevant to the audit in order to design audit procedures that are
appropriate in the circumstances, but not for the purpose of expressing an opinion on the effectiveness of
National Association of Letter Carriers Health Benefit Plan for Employees and Staff's internal control.
Accordingly, no such opinion is expressed.

• Evaluate the appropriateness of accounting policies used and the reasonableness of significant accounting
estimates made by management, as well as evaluate the overall presentation of the financial statements.

• Conclude whether, in our judgment, there are conditions or events, considered in the aggregate, that raise
substantial doubt about National Association of Letter Carriers Health Benefit Plan for Employees and Staff's
ability to continue as a going concern for a reasonable period of time.

We are required to communicate with those charged with governance regarding, among other matters, the planned
scope and timing of the audit, significant audit findings, and certain internal control-related matters that we identified
during the audit.

/A/I i4L^^^%^-, P(<—
October 6, 2025
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Statements of Net Assets Available for Benefits
December 31, 2024 and 2023
 

The Notes to Financial Statements are an integral part of these statements.
3

2024 2023
Assets

Investments - at fair value
Investments held

Short-term investments $ 55,416 $ 168,457
U.S. government and government agency securities 2,941,124 2,838,676
Corporate bonds - net of securities on loan 3,623,473 3,224,923
Mutual funds  2,462,829 2,230,357

Total investments held 9,082,842 8,462,413
     
Investments on loan under securities lending agreement
Corporate bonds - 64,754
Cash collateral held under securities lending program - 66,350

Total investments - at fair value 9,082,842 8,593,517
     
Receivables

Employer contributions 967,063 852,100
Participant contributions 62,617 56,554
Interest and dividends 53,662 40,159
Rebate due from prescription services 1,323,312 1,096,876
Medicare subsidy 393,840 377,905
Claims overpayments - net of allowance of
 $5,335 and $62,374, in 2024 and 2023 respectively 6,865 41,761
Other 87,248 349,087

Total receivables 2,894,607 2,814,442
     
Other assets

Cash 3,844,476 567,365
Prepaid expenses 675 676

Total other assets 3,845,151 568,041
Total assets 15,822,600 11,976,000
     
Liabilities

Outstanding benefit checks 192,505 150,736
Accounts payable 26,410 46,217
Accrued salaries and related expenses 40,105 34,284
Due to NALC Health Benefit Plan 1,150,757 859,247
Obligation to refund cash collateral - 66,350
Unrealized loss on securities lending - 13,927

Total liabilities 1,409,777 1,170,761
     
Net assets available for benefits $ 14,412,823 $ 10,805,239



National Association of Letter Carriers Health Benefit Plan for Employees and Staff
Statements of Changes in Net Assets Available for Benefits
Years Ended December 31, 2024 and 2023

The Notes to Financial Statements are an integral part of these statements.
4

2024 2023
Additions

Contributions
Employer $ 14,826,228 $ 13,017,490
Participant 957,701 825,411

Total contributions 15,783,929 13,842,901

Investment income
Net appreciation in fair value of investments 329,767 649,430
Interest and dividends 518,415 228,613
Securities lending 110 479

Total investment income 848,292 878,522

Investment expenses (24,162) (37,898)
Net investment income 824,130 840,624

Other income 12,260 10,772
Total additions 16,620,319 14,694,297

Deductions
Benefits paid 11,569,924 13,189,011
Administrative expenses 1,442,811 1,416,155

Total deductions 13,012,735 14,605,166

Net change in assets available for benefits 3,607,584 89,131

Net assets available for benefits
Beginning of year 10,805,239 10,716,108

End of year $ 14,412,823 $ 10,805,239



National Association of Letter Carriers Health Benefit Plan for Employees and Staff
Notes to Financial Statements
December 31, 2024 and 2023
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1. Plan Description

The following description provides only general information about the National Association of Letter Carriers Health
Benefit Plan for Employees and Staff (the "Plan"), a multiemployer, self-insured, self-administered health and
welfare plan. Participants should refer to the Plan document for a complete description of the Plan's provisions. 

General
The Plan provides health benefits, during and subsequent to employment, covering eligible employees of National
Association of Letter Carriers of the United States of America (“NALC”) and its related entities, their dependents,
certain annuitants, and survivors of those annuitants. The Plan and its related trust became effective January 1,
1997. It is subject to the provisions of the Employee Retirement Income Security Act of 1974, as amended
(“ERISA”). Administration of the Plan is the responsibility of the Board of Trustees.

Benefits
The Plan provides health benefits (medical, hospital, surgical, major medical, dental, vision, disability, and mental
health) to eligible active participants and their beneficiaries. All Plan benefits are self-insured and processed by the
Plan. Immediately upon termination of employment, retired participants receive similar health benefits (in excess of
Medicare coverage), as determined by the Board of Trustees, when pension benefits under the NALC Annuity Trust
Fund (“ATF”) commence.
 
The Plan utilizes a pharmacy benefit manager which periodically makes refunds to the Plan based on the Plan’s
actual utilization pattern of specific drugs.

Funding
Participating employers, annuitants, and employees contribute a monthly premium as approved by the Plan's Board
of Trustees. For 2024 and 2023, employees contributed 10.5% of the monthly premium for single coverage and
12.5% of the monthly premium for family coverage. For 2024  and 2023, annuitants contributed 12.5% of the
monthly premium for both single and family coverage. Participating employers contributed the remainder of the
monthly premium for annuitants and employees.

2. Summary of 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 ("U.S. GAAP") requires management to make estimates and assumptions that affect the reported
amounts of assets, liabilities, and benefit obligations and changes therein, and disclosure of contingent assets and
liabilities. Actual results could differ from those estimates.

Employer and Participant Contributions and Related Receivables
Employer and participant contributions receivable as of December 31, 2024 and 2023 are accrued based on
subsequent receipts and management’s estimate of additional contributions owed to the Plan, if any. Management
has considered the current and forecasted economic and industry conditions that may impact the collectability of
these amounts. As of December 31, 2024 and 2023, the allowance for credit losses was $0.

Rebates Due From Prescription Services
Rebates due from the prescription service are recorded when earned. Refunds due as of December 31, 2024 and
2023 have been reported as a receivable, with the offset being netted with claims paid. Pharmacy rebates totaling
$1,323,312 and $1,096,876 have been netted with benefits paid in the accompanying statements of changes in net
assets available for benefits for the years ended December 31, 2024 and 2023, respectively.

Management estimates an allowance for expected credit losses annually when determined to be necessary.
Management has considered the current and forecasted economic conditions that may impact the prescription
benefit management and has determined that there are no known conditions that would impact the collectability of
these rebated amounts. As of December 31, 2024 and 2023, the allowance for credit losses was $0.
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Notes to Financial Statements
December 31, 2024 and 2023
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Claims Overpayments
A claim overpayment typically occurs when a participant has double coverage and the Plan pays the claim as the
primary, rather than the secondary, insurer, or when accident claims are subject to subrogation. When the Plan
identifies overpayments, an attempt is made to collect all of the amounts due to the Plan. Management estimates
an allowance for credit losses each year based on historical trends in collectability, in addition to an analysis of
credit loss percentages for varying aging categories based on an evaluation of current and future economic
conditions in the health-care industry.

Valuation of Investments 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's 

 determines the Plan's valuation policies utilizing information provided by the investment advisers and
custodian. 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 in fair value of instruments includes the
Plan's gains and losses on investments bought and sold as well as held during the year.

Board
of Trustees

Payment of Benefits
Claim payments are recorded when paid.

Benefits Incurred but Unpaid
The cost of health benefit services is recognized in the period in which services are provided. Benefits incurred but
unpaid reflect unpaid benefit expenses, including an estimate of the cost of services provided to participants by
third-party providers that have been incurred but not reported. The estimate for incurred but not reported claims is
based on projections of costs using historical paid claims and other relevant data and is determined by the Plan's
actuary. Estimates are continually monitored and reviewed and, as settlements are made or estimates adjusted,
differences are reflected in current operations. Given the inherent variability of such estimates, the actual liability
could differ from the amounts estimated. While the ultimate amount of paid claims is dependent on future
developments, management is of the opinion that the provision for unpaid claims is adequate to cover such claims.

Postretirement Benefit Obligations
The amounts reported as postretirement benefit obligations represent the actuarial present value of those estimated
future benefits that are attributed to participant service rendered to December 31, 2024 and 2023 net of amounts
currently payable. Postretirement benefits include future benefits expected to be paid to or for (1) currently retired or
terminated participants and their beneficiaries and dependents and (2) active participants and their beneficiaries
and dependents after retirement from service with the participating employers. The postretirement benefit obligation
represents the amount that is to be funded by contributions from the Plan's participating employers and from
existing Plan assets. Prior to an active participant's full eligibility date, the postretirement benefit obligation is the
portion of the expected postretirement benefit obligation that is attributed to that participant's service in the industry
rendered to the valuation date.

The actuarial present value of the expected postretirement benefit obligation is determined by the Plan's actuary
and is the amount that results from applying actuarial assumptions to historical claims cost data to estimate future
annual incurred claims costs per participant and to adjust such estimates for the time value of money (through
discounts for interest) and the probability of payment (by means of decrements such as those for death, disability,
withdrawal, or retirement) between the valuation date and the expected date of payment.

Subsequent Events
In preparing these financial statements, management of the Plan has evaluated events and transactions that
occurred after December 31, 2024 for potential recognition of disclosure in the financial statements. These events
were evaluated through October 6, 2025, the date that the financial statements were available to be issued, and no
items have come to the attention of management that would require recognition or disclosure.
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3. Benefit Obligations

Information regarding the present value of the Plan's benefit obligations, as determined by the Plan's actuary, is as
follows as of December 31, 2024 and 2023:

2024 2023
Amounts currently payable

Claims payable and claims incurred but not reported $ 1,528,871 $ 1,754,000
Postretirement benefit obligations, net of amounts currently payable

Current retirees 121,802,699 126,561,027
Other participants fully eligible for benefits 25,993,125 23,271,135
Other participants not yet fully eligible for benefits 36,457,617 44,901,038

Total postretirement benefit obligations, net of amounts currently payable 184,253,441 194,733,200
185,782,312 196,487,200

Retiree contributions (23,922,017) (25,157,111)
Total benefit obligations $ 161,860,295 $ 171,330,089

The following represents changes in benefit obligations for the years ended December 31, 2024 and 2023:

2024 2023

Balance at beginning of year $ 1,754,000 $ 1,943,301
Health claims incurred 11,344,795 12,999,710
Health claims paid (11,569,924) (13,189,011)
Balance at end of year 1,528,871 1,754,000
Postretirement benefit obligations

Balance at beginning of year 169,576,089 136,806,629
Changes in actuarial assumptions (17,259,731) 25,931,447
Net benefit earned (1,500,100) (2,068,063)
Actuarial loss 923,854 1,541,974
Interest 8,591,312 7,364,102

Balance at end of year 160,331,424 169,576,089
Total benefit obligation $ 161,860,295 $ 171,330,089

The Plan's deficiency of net assets available for benefits over benefit obligations at December 31, 2024  and
2023 relates primarily to the postretirement benefit obligations the funding of which is not currently covered by the
employer contribution rates or the retiree contributory premiums. The deficiency may be reduced in the future by
changes in the contribution rates or benefits available under the Plan.

For measurement purposes, a 7.0% annual rate of increase in the per capita cost of covered health-care benefits
was assumed for each of the years 2024 and 2023. For 2024 and 2023, the rate was assumed to decrease by
0.25% per year and reach an ultimate rate of 4.75% in 2034 and 2033.
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The following were other significant assumptions used in the valuations as of December 31, 2024 and 2023:

Weighted-average discount rate 5.70% for 2024; 5.15% for 2023

Mortality 2024 and 2023:  Beginning of Year APBO: Pri-2012 Mortality
Tables with a generational projection using scale MP2021 (using
a separate contingent annuitant mortality), for males and
females.

2024 and 2023: Year-End APBO: Pri-2012 Mortality Tables with a
generational projection using scale MP2021 (using a separate
contingent annuitant mortality), for males and females.

Retirement Rates 20% age 57; 15% age 58-61, 64-66 & 68-69; 25% at ages 62-63
& 67; 100% at age 70+.

The change in the discount rate assumption decreased the Plan’s benefit obligation by approximately $17.2 million.

The weighted-average health-care cost trend rate assumption has a significant effect on the amounts reported as
postretirement benefit obligations. If the assumed rates of increase in the per capita cost of benefits increased by
one percentage point in each year, it would increase the obligation as of December 31, 2024 and 2023 by
$22,040,373 and $24,616,144, respectively.

The Plan's postretirement benefit obligation reflects an amount associated with the Medicare subsidy allowed under
the Medicare Prescription Drug Improvement and Modernization Act of 2003 because the Plan qualifies for the
federal subsidy. For the years ended December 31, 2024 and 2023, the benefit obligation has been reduced by
$11,619,650 and $11,690,057, respectively.

4. Fair Value Measurements

The framework for measuring fair value 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) and the lowest priority to unobservable inputs (Level 3). The three
levels of the fair value hierarchy under FASB ASC 820, Fair Value Measurement, 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 technique 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 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 technique 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. There have been no changes in the valuation
methodology used at December 31, 2024 and 2023.
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The availability of observable market data is monitored to assess the appropriate classification of financial
instruments within the fair value hierarchy. Changes in economic conditions or model-based valuation techniques
may require the transfer of financial instruments from one fair value level to another. For the years ended December
31, 2024 and 2023, there were no transfers in or out of Level 3.
 
The following is a description of the valuation methodologies used for assets measured at fair value. There have
been no changes in the techniques used at December 31, 2024 and 2023.

Short-Term Investments: Shares of short-term investments, which consist of sweep balances, are carried at cost,
which approximates fair value.

U.S. Government and Government Agency Securities: U.S. government and agency securities are valued based on
a dealer-supplied bid evaluation (i.e., an estimated price at which a dealer would pay for a security) and
computerized pricing models. These models take into account appropriate factors such as institutional-size trading
markets in similar groups of securities, yield, quality, coupon rate, maturity, type of issue, trading characteristics,
and other market data and do not rely exclusively upon exchange or over-the-counter listed prices.

Corporate Bonds: Shares of corporate bonds are valued based on dealer-supplied bid evaluations (i.e., an
estimated price at which a dealer would pay for a security) and computerized pricing models if reported quoted
market prices are not available. These models take into account appropriate factors such as institutional-size
trading markets in similar groups of securities, yield, quality, coupon rate, maturity, type of issue, trading
characteristics, and other market data.

Mutual Funds: Shares of mutual funds are valued at the closing price for each security as reported on the active
market in which the individual security is traded.

Investment of Cash Collateral Received Under Securities Lending Program: Investments of cash collateral received
under a securities lending program are invested in a commingled investment account, which is valued based on the
reported closing price of like assets, corroborated market data, indices, and/or yield curves.

The following table sets forth by level, within the fair value hierarchy, the Plan's assets at fair value as of December
31, 2024 and 2023:

2024
Level 1 Level 2 Level 3 Total Fair Value

         
Mutual funds $ 2,462,829 $ - $ - $ 2,462,829
U.S. government and government
 agency securities 1,595,238 1,345,887 - 2,941,124
Short-term investments - 55,416 - 55,416
Corporate bonds - 3,623,473 - 3,623,473
  $ 4,058,067 $ 5,024,776 $ - $ 9,082,842

2023
Level 1 Level 2 Level 3 Total Fair Value

         
Mutual funds $ 2,230,357 $ - $ - $ 2,230,357
U.S. government and government
 agency securities 1,585,223 1,253,453 - 2,838,676
Short-term investments - 168,457 - 168,457
Corporate bonds - 3,289,677 - 3,289,677
Investment of cash collateral received
 under securities lending program - 66,350 - 66,350
  $ 3,815,580 $ 4,777,937 $ - $ 8,593,517
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5. Related Party Transactions

The Plan receives contributions from NALC and its related entities. The Plan and NALC Health Benefit Plan (“NALC
HBP”), a division of NALC, jointly incur certain expenses in connection with the collection of contributions from
participating employers and the administration of benefits paid for participants. Jointly incurred expenses are
identified and allocated between the two plans. Total administrative expenses allocated to the Plan were $1,442,811
and $1,416,155 during the years ended December 31, 2024 and 2023, respectively.

Short‑term investments and cash collateral held under the securities lending program are managed by Regions
Bank (“Regions”). Regions is the investment custodian as defined by the Plan, and therefore, these transactions
qualify as party-in-interest transactions.

6. Tax Status

The Internal Revenue Service determined and informed the Plan by a letter dated February 8, 1999, that the Plan
and related trust that holds the Plan's assets as then designed were in accordance with Section 501(a) of the
Internal Revenue Code and were therefore exempt from federal income tax. Although the Plan has been amended
since receipt of the determination letter on the Plan and trust, the Plan administrator believes the Plan is still being
operated in accordance with the Internal Revenue Code.

Accounting principles generally accepted in the United States of America require management to evaluate income
tax positions taken and to recognize an income tax liability if the Plan has taken an uncertain position that more
likely than not would not be sustained upon examination by the Internal Revenue Service. Management has
evaluated the tax positions taken by the Plan, and concluded that as of December 31, 2024 and 2023, there are no
uncertain positions taken or expected to be taken that would require recognition in the financial statements. The
Plan is subject to routine audits by taxing jurisdictions; however, there are currently no audits in progress for any tax
periods. In addition, there has been no tax-related interest or penalties for the periods presented in these financial
statements.

7. Securities Lending

During the year ended December 31, 2024, the Plan terminated its Securities Lending Agreement (the
“Agreement”) with its custodial bank, Regions Bank. Under the Agreement, Regions was authorized to lend Eligible
Securities (as defined in the Agreement) held in the Plan's accounts to participating third party borrowers under a
securities lending program. Under the Agreement, Regions (or a designated sub agent) entered into loans pursuant
to a standard securities lending agreement and received collateral having a market value of not less than the
collateral requirement (each as defined in the Agreement) such that all loaned securities were fully collateralized at
inception of the loan. Cash collateral was invested and reinvested pursuant to investment guidelines set forth in the
Agreement. Both the investments made with the cash collateral and the securities loaned are marked to market on
a daily basis. Subject to the terms of the Agreement, in the event a borrower failed to return any loaned securities
due to an act of insolvency, Regions took steps to liquidate the collateral investments in connection with loans to
the borrower and obtain replacement securities. If the collateral liquidation proceeds were insufficient to replace the
loaned securities, Regions paid such additional amounts as were necessary to make the replacement. If Regions
was unsuccessful in obtaining replacement securities, the proceeds of the liquidation of the collateral investments
were credited to the Plan's cash account in an amount equal to the market value of the loaned securities not
returned as of the date of the credit.

Although securities loaned by the Plan were collateralized as described above, and although the Agreement
required that Regions represented and warranted that its activities as a securities lending agent were designed to
comply in all material respects with the applicable guidelines set forth in the Revised Statement on Securities
Lending of the Federal Financial Institutions Examination Council, 62 F.R. 38991 (July 21, 1997), securities lending
activity involved both market and credit risks. In this context, market risk refers to the possibility that the investment
of cash collateral received from the borrower experiences unfavorable market fluctuations and falls below the
amount required to be returned to the borrower upon termination of the loan. Credit risk refers to the possibility that
counter parties involved in the securities lending program may fail to perform in accordance with the terms of their
contracts.
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As of December 31, 2024 and 2023, the Plan recorded cumulative unrealized losses of $0 and $13,927,
respectively, in connection with the investment of cash collateral received under the securities lending program.
These cumulative losses are reflected on the statements of net assets available for benefits as unrealized loss on
securities lending. Annual losses and recoveries are reflected on the statements of changes in net assets available
for benefits as a component of investment income. As of December 31, 2024, $13,927  was recognized as net
appreciation in the fair value of investments on the statement of changes in net assets available for benefit.
 
As of December 31, 2024 and 2023, the Plan had securities on loan amounting to $0 and $64,754, respectively. As
of December 31, 2024 and 2023, the fair value of cash received as collateral for loaned securities was $0 and
$66,350, respectively, and the obligation to refund cash collateral was $0 and $66,350, respectively. On the
statements of net assets available for benefits, the fair value of collateral received as cash is reflected as an asset
and the obligation to refund the cash collateral received is reflected as a liability.
 
Regions placed cash collateral in investment vehicles resulting in investment earnings. When noncash collateral
was held, a fee was charged to the borrower of the securities. By contract, a portion of earnings from the cash
collateral was rebated to or from the borrower of the securities and the balance of the earnings was divided
between the custodial bank and the lender (the Plan). The net income derived from securities lending activities
earned during the years ended December 31, 2024 and 2023 was $110 and $479, respectively.

8. Pension Fund

NALC ATF is a multiemployer defined benefit pension plan covering all employees of NALC and NALC HBP, which
administers the ATF. Although the Plan does not have any employees, the NALC HBP annually allocates net
periodic pension costs and other adjustments to the Plan in accordance with the cost-sharing arrangement
described in Note 5.
 
The risks of participating in a multiemployer plan are different from a single-employer plan in the following aspects:
 

Assets contributed to a multiemployer plan by one employer may be used to provide benefits to employees
of other participating employers.
If a participating employer stops contributing to the plan, the unfunded obligations of the plan may be borne
by the remaining participating employers.
If an entity chooses to stop participating in an underfunded multiemployer plan, that entity may be required to
pay the plan an amount based on the underfunded status of the plan, referred to as a withdrawal liability.

 
Information about the ATF and Plan contributions for the years ended December 31, 2024 and 2023 is outlined in
the table below. The "EIN/Pension Plan Number" column provides the Federal Employer Identification Number
(“EIN”) and the three-digit plan number. The most recent Pension Protection Act (“PPA”) zone status available for
the ATF is for the year ended June 30, 2024. This information was provided by the ATF and was certified by the
Plan's actuary. Green zone status indicates that the ATF is at least 80% funded. The "FIP/RP Status" column
indicates that there was no financial improvement plan (“FIP”) or rehabilitation plan (“RP”) implemented or pending.
There have been no significant changes that affect the comparability of 2024 and 2023 Plan contributions, which
represent less than 5% of total contributions to the ATF.

Contributions

Pension Fund
EIN/Pension
Plan Number

Pension
Protection Act
Zone Status
6/30/2024 and
6/30/2023

FIP/RP Status
Pending/
Implemented 2024 2023

Surcharge
Imposed

Expiration
Date of
Participation
Agreement

       
NALC ATF EIN: 52-6038252

Plan Number: 001
Green N/A $ 62,018 $ 67,755 No N/A

At the date the financial statements were issued, Form 5500 was available for the ATF plan year ended June 30,
2024.
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In addition to pension contributions, the NALC HBP allocates a portion of costs and other adjustments related to
postretirement benefits other than pension based on actuarial computations. Other adjustments may include
recognition of previously unrecognized items and overall changes in the computed actuarial liability. For the years
ended December 31, 2024 and 2023, postretirement benefit expense was $243,243 and $194,562, respectively.
These amounts are included  in administrative expenses on the statements of changes in net assets available for
benefits.

9. Termination of the Plan

Although it has not expressed any intention to do so, the Plan's Board of Trustees and the NALC Executive Council
have the right under the Plan to modify benefits provided to, and contributions required of, Plan participants. The
Plan may be terminated by the NALC Executive Council in accordance with provisions of the NALC Constitution
and ERISA. Upon termination, the assets then remaining shall be subject to the applicable provisions of the Plan
then in effect and shall be used until exhausted to pay benefits to employees in the order of their entitlement.

10. Risks and Uncertainties

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

Financial instruments that potentially subject the Plan to concentrations of credit risk include cash, receivables, and
investments. While management attempts to limit any financial exposure by maintaining accounts at high quality
financial institutions, cash and investment balances regularly exceed the federally insured limit of $250,000 and
$500,000, respectively. Any loss incurred or lack of access to such funds could have a significant adverse impact
on the Plan’s financial condition, results of operations, and cash flows. Credit risk associated with receivables is
considered limited due to the historically high collection rate of receivables.

The  actuarial present value of accumulated benefit obligations are reported based on certain assumptions
pertaining to interest rates,  health-care  inflation rates, and  participant  demographics, all of which are subject to
change. Due to uncertainties inherent in the estimations and assumptions process, it is at least reasonably possible
that changes in these estimates and assumptions in the near term would be material to the financial statements.

11. Reclassification of 2023 Financial Statements

Certain 2023 amounts have been reclassified to conform with the 2024 presentation. On the statement of net
assets available for benefits as of December 31, 2023, $469,834, which was previously reported as due to NALC
Health Benefit Plan, is now included in employer contributions receivable for $413,280 and in participant
contributions receivable for $56,554. 

This reclassification had no impact on net assets available for benefits as of December 31, 2023, or changes in net
assets available for benefits for the year ended, as stated in the previously issued financial statements. 

12. Reconciliation of Financial Statements to Form 5500

The following is a reconciliation of net assets available for benefits per the financial statements as of December 31,
2024 and 2023 to net assets per Form 5500:

2024 2023

Net assets available for benefits per the financial statements $ 14,412,823 $ 10,805,239
Benefit obligations currently payable (1,528,871) (1,754,000)
Net assets per Form 5500 $ 12,883,952 $ 9,051,239
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The following is a reconciliation of benefits paid per the financial statements to the Form 5500 for the year ended
December 31, 2024:

Benefits paid per the financial statements $ 11,569,924
Current benefit obligations at end of year 1,528,871
Current benefit obligations at beginning of year (1,754,000)
Benefits per Form 5500 $ 11,344,795

Benefits recognized on the Form 5500 include benefit claims that have been processed and approved for payment
prior to December 31, 2024, but not yet paid as of that date, and claims incurred but not reported at the end of the
Plan year.
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ADVISORY TAX AUDIT

Report on Supplementary Information Required by The Department of Labor's Rules and
Regulations for Reporting and Disclosure Under the Employee Retirement Income
Security Act of 1974

Independent Auditor's Report

To the Board of Trustees of
National Association of Letter Carriers Health Benefit Plan for Employees and Staff:

We have audited the financial statements of National Association of Letter Carriers Health Benefit Plan for
Employees and Staff as of and for the years ended December 31, 2024 and 2023, and have issued our report
thereon dated October 6, 2025, which contained an unmodified opinion on those financial statements. Our audits
were conducted for the purpose of forming an opinion on the financial statements as a whole.

The supplemental schedules, Schedule H, Line 4i - Schedule of Assets (Held at End of Year) as of December 31,
2024, and Schedule H, Line 4j - Schedule of Reportable Transactions for the year ended December 31, 2024, are
presented for purposes of additional analysis and are not a required part of the financial statements but are
supplementary information required by the Department of Labor's Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974. Such information is the responsibility of
management and was derived from and relates directly to the underlying accounting and other records used to
prepare the financial statements. The information has been subjected to the auditing procedures applied in the
audit of the financial statements and certain additional procedures, including comparing and reconciling such
information directly to the underlying accounting and other records used to prepare the financial statements or to
the financial statements themselves, and other additional procedures in accordance with auditing standards
generally accepted in the United States of America.

In forming our opinion on the supplemental schedules, we evaluated whether the supplemental schedules,
including their form and content, are presented in conformity with the Department of Labor's Rules and Regulations
for Reporting and Disclosure under ERISA.

In our opinion, the information in the accompanying schedules is fairly stated, in all material respects, in relation to
the financial statements as a whole, and the form and content are presented in conformity with the Department of
Labor's Rules and Regulations for Reporting and Disclosure under ERISA.

<i ^u^^jtt. y-^n^-y

October 6, 2025

WithumSmith+Brown, PC 4600 E;ist Wesl Highway, Suite 900, Bethrsda, Maryland 20814-3423 T [301] 272 6UOO F [301] 272610U withum.com

AM IN !')!:H:M1>: N !'[•!! i ii^! I; ()\: ! 11 !l I lit ' J.» •tiAi /\f'Vi;-( 'I.'Y /\[!p ACCnUri'l li-:' - i '! ] \'"';. 1!;!' ..,::,



National Association of Letter Carriers Health Benefit Plan for Employees and Staff
Schedule H, Line 4i - Schedule of Assets (Held at End of Year)
EIN: 54-1875242  Plan Number: 501
December 31, 2024

See Independent Auditor's Report on Supplementary Information.
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        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        
        

 

   
    
    


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    
     

   

   
    
    


 
      
      
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      
     
       
       
       
     
     
       
       
      

 
 
         

 
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  
              

            
          

 

    

  

             
             



The entire report has been attached to the Accountant's Opinion

Financial Statements used to formulate IQPA's opinion

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN
FOR EMPLOYEES AND STAFF

EIN 54-1875242
Plan No. 501

Plan Year Ended December 31, 2024

Form 5500, Schedule H, Part III



 

See attachment to the Accountant's Audit Report attached at Accountant's Opinion

Schedule of Assets (Held at End of Year)

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN
FOR EMPLOYEES AND STAFF

EIN 54-1875242
Plan No. 501

Plan Year Ended December 31, 2024

Form 5500, Schedule H, Part IV, Line 4i



See attachment to the Accountant's Audit Report attached at Accountant's Opinion

Schedule of Reportable Transactions

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN
FOR EMPLOYEES AND STAFF

EIN 54-1875242
Plan No. 501

Plan Year Ended December 31, 2024

Form 5500, Schedule H, Part IV, Line 4j



NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH BENEFIT PLAN FOR 
EMPLOYEES AND STAFF 

EIN 54-1875242 

Plan No. 501 

Plan Year Ended December 31, 2024 

Form 5500, Schedule H, Part I, column (a) 

 

The purpose of this statement is to identify the diƯerences between the audited financial 
information submitted with the 5500 for the plan year ending December 31, 2023 and the 
reclassified audited financial information for the plan year ending December 31, 2023 
submitted with the 5500 for the plan year ending December 31, 2024.  

Below is a summary of the diƯerences between the 2023 financial information submitted 
with the 2023 Form 5500 and the 2023 financial information submitted with the 2024 Form 
5500 herein. Refer to Note 11 in the audited financial statements for more information 
regarding the reclassification of 2023 balances.  

There was no change to net assets available for benefits as a result of these 
reclassifications.  

Line #  

2023 financial information 
- as reported on 2023 Form 

5500  

2023 financial information 
- as reported on 2024 Form 

5500  Change 

1b(1) Employer contributions 
                                            

438,820   
                                  

852,100   
  
(413,280) 

1b(2) 
Participant 
contributions 

                                                           
-     

                                               
56,554   

     
(56,554) 

1h Operating payables 
                                

620,650   
                                        

1,090,484   
  
(469,834) 

1l Net assets 
                                        

9,051,239   
                                        

9,051,239                      -   
 



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 

2024 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2024 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 (2024) 
v. 240311

01/01/2024 12/31/2024
X

X

X

NATIONAL ASSOCIATION OF LETTER CARRIERS HEALTH
BENEFIT PLAN FOR EMPLOYEES AND STAFF

501

01/01/1997

TRUSTEES, NATIONAL ASSOCIATION OF
LETTER CARRIERS HEALTH BENEFIT PLAN

20547 WAVERLY CT.

ASHBURN VA 20149

54-1875242

(703)729-4677

525100

Brian L. Renfroe10/6/2025



Form 5500 (2024) Page 2 

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) 

BRIAN L. RENFROE
C/O NATIONAL ASSOCIATION OF LETTER
CARRIERS
100 INDIANA AVE., N.W.

WASHINGTON DC 20001-2144

53-0114650

(202)393-4695

788

366

367

423

790

4A 4D 4E 4F 4Q

X X

X

X



Form 5500 (2024) Page 3 

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 2024 Form M-1 annual report.  If the plan was not required to file the 2024 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______________________ 

X


