
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 

2025 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information
For calendar plan year 2025 or fiscal plan year beginning  and ending 

A  This return/report is for: X  a multiemployer plan X  

X  a single-employer plan X  

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

X  an amended return/report X  

a multiple-employer plan (Filers checking this box must provide participating 
employer information in accordance with the form instructions.)
a DFE (specify)        

the final return/report

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

C  If the plan is a 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) 

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 1b Three-digit plan 
number (PN)  

1c Effective date of plan 

2a  Plan sponsor’s name (employer, if for a single-employer plan) 
 Mailing address (include room, apt., suite no. and street, or P.O. Box)  
 City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2b Employer Identification 
Number (EIN) 

2c Plan Sponsor’s telephone 
number 

2d Business code (see 
instructions) 

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 

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

SIGN 
HERE 

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

SIGN 
HERE 

Signature of DFE Date Enter name of individual signing as DFE 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2025) 

v. 250312

01/01/2025 12/31/2025

X

EASTHAMPTON SAVINGS BANK VISION, LIFE, LTD, AD&D PLAN 595

01/01/2020

61-1570940
BANKSESB

413-779-2272

36 MAIN STREET 
EASTHAMPTON, MA 01027

522120

Filed with authorized/valid electronic signature. 06/30/2026 MEAGAN BARRETT

Filed with authorized/valid electronic signature. 07/14/2026 BOZENA DABEK
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3a Plan administrator’s name and address  X  Same as Plan Sponsor  
 
  

3b  Administrator’s EIN 
 

3c  Administrator’s telephone 
number 
 

 

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN 

a Sponsor’s name 
c Plan Name 
 

4d PN 
 

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

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  

c Other retired or separated participants entitled to future benefits ...................................................................................  6c  

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

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

f Total.  Add lines 6d and 6e. ...........................................................................................................................................  6f  

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)  

h  Number of participants who terminated employment during the plan year with accrued benefits that were  
less than 100% vested....................................................................................................................................................  6h  

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

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

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic 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)  

 

X

 
 

210

210

245

245

245

4B 4E 4H 4Q

X X

2X
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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 2025 Form M-1 annual report. If the plan was not required to file the 2025 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 A 

(Form 5500) 
Department of the Treasury 

Internal Revenue Service 
Department of Labor 

Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Insurance Information 

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

 File as an attachment to Form 5500.

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

OMB No. 1210-0110 

2025 

This Form is Open to Public 
Inspection 

For calendar plan year 2025 or fiscal plan year beginning  and ending 
A  Name of plan B    Three-digit 

plan number (PN) 

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

Part I Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract 
on a separate Schedule A.  Individual contracts grouped as a unit in Parts II and III can be reported on a single Schedule A. 

1  Coverage Information: 

(a) Name of insurance carrier

(b) EIN (c) NAIC
code

(d) Contract or
 identification number 

(e) Approximate number of
persons covered at end of

policy or contract year 

Policy or contract year 

(f) From (g) To

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

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

3  Persons receiving commissions and fees.  (Complete as many entries as needed to report all persons). 
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid 
(e) Organization code(c) Amount (d) Purpose

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid 
(e) Organization code(c) Amount (d) Purpose

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025 
v. 250312

01/01/2025 12/31/2025

EASTHAMPTON SAVINGS BANK VISION, LIFE, LTD, AD&D PLAN 595

BANKSESB 61-1570940

HARTFORD LIFE AND ACCIDENT

06-0838648 70815 681324G/891754G 245 01/01/2025 12/31/2025

21540

ALERA GROUP, INC 8 NORTH KING ST STE 1 
NORTHHAMPTON, MA 01060

21006 3

CENTRO BENEFITS RESEARCH LLC 24500 CHAGRIN BLVD, SUITE 365 
BEACHWOOD, OH 44122

534 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

1
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Part II Investment and Annuity Contract Information 
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of 
this report. 

4  Current value of plan’s interest under this contract in the general account at year end ...............................................  4  

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

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b  

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

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d  

        Specify nature of costs    
 

 

  

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

 (3)  X   other (specify)     
 

 

  

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

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

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

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

 

 

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

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

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

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

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

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

 

 

 

  

  
  

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

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

 e  Deductions:   

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

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

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

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

 

 

 

  

  
  

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

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

0

0

0

0
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Part III Welfare Benefit Contract Information 

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), 
the information may be combined for reporting purposes if such contracts are experience-rated as a unit.  Where contracts cover individual 
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report. 

8   Benefit and contract type (check all applicable boxes) 
 a  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

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

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

 m X  Other (specify)   

9  Experience-rated contracts:  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

10 Nonexperience-rated contracts:  

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

 b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. .........................  10b  

Specify nature of costs.   
 

 

 

 

 

 

 

 

 

 

 

 

Part IV Provision of Information  

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

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

 

  

 

X

X

X ACCIDENTAL DEATH & DISMEMBERMENT

163487

X



SCHEDULE A 

(Form 5500) 
Department of the Treasury 

Internal Revenue Service 
Department of Labor 

Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Insurance Information 

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

 File as an attachment to Form 5500.

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

OMB No. 1210-0110 

2025 

This Form is Open to Public 
Inspection 

For calendar plan year 2025 or fiscal plan year beginning  and ending 
A  Name of plan B    Three-digit 

plan number (PN) 

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

Part I Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract 
on a separate Schedule A.  Individual contracts grouped as a unit in Parts II and III can be reported on a single Schedule A. 

1  Coverage Information: 

(a) Name of insurance carrier

(b) EIN (c) NAIC
code

(d) Contract or
 identification number 

(e) Approximate number of
persons covered at end of

policy or contract year 

Policy or contract year 

(f) From (g) To

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

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

3  Persons receiving commissions and fees.  (Complete as many entries as needed to report all persons). 
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid 
(e) Organization code(c) Amount (d) Purpose

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid 
(e) Organization code(c) Amount (d) Purpose

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2025 
v. 250312

01/01/2025 12/31/2025

EASTHAMPTON SAVINGS BANK VISION, LIFE, LTD, AD&D PLAN 595

BANKSESB 61-1570940

VISION SERVICE PLAN

06-1227840 39616 12700002 175 01/01/2025 12/31/2025

2657

MASS FNCL SVCS INS AGCY INC ONE WASHINGTON MALL 8TH FLR 
BOSTON, MA 02108

2657 3
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid 

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

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

 

 

 

 

(b) Amount of sales and base 
commissions paid 

Fees and other commissions paid (e) 
Organization 

code (c) Amount (d) Purpose 

    

1
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Part II Investment and Annuity Contract Information 
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of 
this report. 

4  Current value of plan’s interest under this contract in the general account at year end ...............................................  4  

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

6  Contracts With Allocated Funds:  

a State the basis of premium rates  
 

 

  

b Premiums paid to carrier ....................................................................................................................................  6b  

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

d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, enter amount. ................................................................................................  6d  

        Specify nature of costs    
 

 

  

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

 (3)  X   other (specify)     
 

 

  

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

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

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

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

 

 

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

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

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

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

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

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

 

 

 

  

  
  

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

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

 e  Deductions:   

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

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

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

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

 

 

 

  

  
  

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

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

0

0

0

0
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Part III Welfare Benefit Contract Information 

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), 
the information may be combined for reporting purposes if such contracts are experience-rated as a unit.  Where contracts cover individual 
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report. 

8   Benefit and contract type (check all applicable boxes) 
 a  X  Health (other than dental or vision) b X  Dental c X  Vision d X  Life insurance 

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

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

 m X  Other (specify)   

9  Experience-rated contracts:  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

10 Nonexperience-rated contracts:  

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

 b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 
retention of the contract or policy, other than reported in Part I, line 2 above, report amount. .........................  10b  

Specify nature of costs.   
 

 

 

 

 

 

 

 

 

 

 

 

Part IV Provision of Information  

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

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

 

  

 

X

36260

36260

35454

35454

2657

7615

10272

X



Efast2 Authorization to File Form 5500 Electronically

Plan Sponsor: Easthampton Savings Eank Vision, Life, LTD, AD&D Plan

Plan Number: 595

Pfan Year end: 1213f/2O25

l/We the undersigned authorize Wolf & Company, P.C. to file Form 5500 An nua I Return/Report

of Employee Benefit Plan for the year ended December 31, 2025, for the Easthampton Savings

Bank Life, LTD, AD&D Plan. Further, l/We authorize Wolf & Company, P.C. to enter their lD and

PIN number as assigned by Efast2.

l/we have also provided to Wolf & Company, P.C. a signed copy of Form 5500 to be attached to
the e-file.

Signatu res

-{oyugJ-!-7U
Plan Administrator '::';l;rl*
D"" QlA,f A\



Form 5500
o.p. m..t ol tha Tr..sury
rnrsn R.6m Sm

OMB Nos. 1210-0110
1210-0089

2025

Thi3 Form is Open to Public
lnspection

D.panh.nt ot L.bd
Employe B6.fu Stlnty

P6n3 o. Bon6lr Gla.anry CoDorai on

Annual Re rt ldentifi cation lnformation

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

and 4065 of the Employee Retrrement Income Securily Act of 1974 (ERISA) and
sectrons 6057(b) and 6058(a) ol the lnternal Revenue Code (the Code)

> Completa all entries In accordance with
the inrtructiona to the Form 5500.

P I

Fot ca endar 2025 or fiscal plan year beginning 01 01 2025
A Thrs returnreporl is fo. a multiemployer plan

B This return/report is

C tf trre ptan is a collectively

D Check box if filino und€r:

a single-emdoyer plan

the firsl returnhepoat

an amended teturn/aepo

ned plan ch€ck he.e .

Form 5558

. murnpr+.mp oyd pra (F'rds ch.axhg th.60rm!3r pr6rd. p.nop.t t

.mploy.. inlor6.no. in ec@dd@ wisr th.lm n3ltuctlo3 )

a DFE (specify) _
the linal return/report

a sho plan year return/report (loss than 12 months)

and ending 12

automatic extension

.>!
the DFVC program

specral extensron (enter descnption)

E lf lhis is a retroacti a lan rmitted SECURE Act seclion 201. check here

1a Name of plan

EASTHAMPTON SAVTNGS
AD&D PLAN

BANK VISION, LIFE, LTD.

2a Plan sponsor's name (employer, if for a srngleemployer plan)
Mailing address (include room, apt., suite no and street, or P O. Box)
Crty or town. state or province, counky, and ZIP o{ foreign postal code (if foreign, see rnskLlclions)

BANKSESB

35 MAIN STREET
EASTHAMPTON, MA 01027

I c Effectrve date of ptan

01 2020
2b Employer ldenlrfication

Number (ElN)

61-1570940
2c Plan Sponsor's telephone

number

01

4L3-11 9-221 2) Business code (see
instructions)

522L20

Undcr pcnan6s ot pcrjury d1d olhff ponallae3 ssl lorth in th€ inslruclions, I dachre lial I havr €raminod this rclum/ropon, includino accompayrng sahodut€s
staam.nts and alt*hmcnl., 6 well a3 lhe el6ctrcnic varsion ol tiis ralurn/rapoi and lo lh6 b6sl of my knowledgo and belief, it is trua, correct, end comptet€

Caution: A penalty for the late or incom plete filing of thiB returnkeport will be assessed unles3 reasoneble cau3e is *tablished.

For Pap6rwork Roduction Act Notice, see the ln!truction. for Form 5500. Form 5500 (2025)
v.250312

}III

Pa I
I b Three-d git plan

number (PN) >

SIGN
HERE I.}1?Cr lr:-?o,.-,^. -*l to]&,llt " MEAGAN BARRETT

Signature of dliln adminbtratqr
-\

Date / Enter name of rndividiral signing as plan adminisbator

SIGN
HERE "l-!- t lt'tl"u BOZENA DABEK

-q;pilaure 6tl em ploy e/ptan .pon3or oa$ 'l Enter name of individual signing as employer or plan sponsor

SIGN
HERE

Siqnature of DFE Daie Enter name of rndividua siqnrnO as DFE

tr

51A10U-PP9C 05/26/2026 07:34: 11 v25-5F 294242



6a(1)

5

0a{2,
6b
6c
6d
5e

6f

6s(1)

6s(2)

6h
7

Form 5500 (2025)

3a Plan adminislraois name and address Sane as Plan Sponsor 3b Administrator's EIN

3c Administrator's tetephone
number

51-1570 4

1 -71 -2212

4 lf the name and/or EIN of lhe plan sponsor or the plan name has changed since the last return/report filed for this
plan, enter the plan sponsorls name, ElN, the plan name and the plan number from the last return/reportl

a Sponsor's name

c Plan Name

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

6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines
6a(1), 6a(2), 6b, 6c, and 6d)

4b ErN

4d PN

a(1)
a (2)
b
c
d
e
f

Total number of active participants at the beginning of the plan year.

Total nomber of active participants at the end of the plan year .

Retired or separated padicipants receiving benefits .

Other retired or separated participants entitled to future benefits.

Sublotal. Add [nes 6a(2),6b and6c
Deceased participants whose beneficiaries are recerving or are entitled to receive benefits

Total Add lines 6d and 6e

2LA

2ta
245

0
0

245
0

24

s(1)

s(2) complete thls ltem)

h
Number of participants who terminated employment d!ring the plan year wrth accrued benetits thal were

less than 100% vested .

7 Enterlhelolalnumberotemployersobigatedloconlnbulelotheplan(onlymuluemployerplanscompleielhisitem).

8a lf the plan provides pension benefits, enter the applicable pension teature codes from the List of P an Characterist c Codes in the instruclions

b ll the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characleristic Codes in lhe instructrons:

/R AF AU AA

Number of participants with account balances as of the beginning of the plan year (only defined contribution

pians complete thrs item) . .

Number of participants with account balances as of the end of lhe plan year (only defined contribution plans

9a Plan

(1)

(2)

(3)

(4)

lnsurance

Code sectron 412(e)(3) insurance contracts

Trust

General assets of the sponsor

Iundinq arranqement (check al that apply)

4)

10 Check all applicabLe boxes n 10a and 1Ob lo lndicatewh ch scnedules are attachsd, and where indicated. enlerlhe nLrmber altached (Soe inslruclions)

a Pension Schedules b General schedules

9b Plan benef t arrangement (check allthat apply)

Code section 412(e)(3) insu.ance contracts

Trust

General assets ol ihe sponsor

(1)

t2l

(3)

(4)

(5)

5A6705 2 000

R (Retirement Plan lnformaiion) (1)

MB (Multiemployer Defined Benefit Plan and Certain N'loney l2l
Purchase Plan Actuarial lnformaton) - signed by the plan (3)
actuary (4)

SB (Single-Employer Defined Benefit Plan Actuarial (5)

lnformation) - signed by the plan actuary (6)

OCG (lndividual Plan lnformation) - Number Attached _
MEP {Multiple-Employer Retirement Plan lnformation)

H (Financial lnformation)

I (Financial lnformation - Small Plan)

A (lnsurance lnformation) - Number Attached 2
C (Service Provider lnformation)

D (DFE/Participating Plan lnformation)

G (Financral Transaction Schedules)

51A10u-PP9C 06/26/2026 07:34: 11 V25-5F 294242

xx

x

(1)

(2)

(3)



Form 5500 (2025) Page 3

lPart llll Form M-l Compliance lnformation (to be completed by welfare benofit plans)
1 'l a lf the plan provides

2520 101.2 ). . . ! E No

welfare benefits, was the plan subject to the Form I\,,t-1 filing requirements dunng the pan year? (See instructions and 29 CFR

lf 'Yes' rs checked. complete I nes 1 1b and 11c

I I b ls the plan currently in compliance wrth lhe Form M-1 filing requrrements? (See instructions and 29 CFR 2520 101-2 ) . !*o
1 1 c Enter the Recerpt Confirmation Code foa the 2025 Form M- l ann ual report. lf the plan was not required to file the 2025 Form l!l- 1 annual report, enter the

Recerpt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-'1 tiling requirements {Failure to enter a \,6tid
Receipi Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code

5l-A10U-PP9C 06/26/2A26 07:34:11 V25-5F 294242



SCHEDULE A
(Form 5500)

oeparlmenl ol lhe Treasury
lnlema Rercnue Service

Depariment ot Labor
Employee Benefils Secu

Pensron aenef,r Guaranty Comomt on

For calendar plan year 2025 or fiscal plan year beginning 01 01
A Name of plan

EASTHAMPTON SAVINGS BANK VISION I
AD&D PLAN

oi,lB No r 210-0110

2025

This Form b Op€n to Publlc
lnBpgction

2025

LIFE, LTD,

and ending 12 31 2

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

BANKSESB
D Employer ldentficatron Number (ElN)

61-1570940

lnformation Concerning lnsurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A lndividual contracts grouped as a unit in Parts ll and iil can be reported on a single Schedule A

1 Coverage lnformation

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

> Fils as an sttachment to Form 5500.

> lnsurance companies are required to provide the information
pursuant to ERISA section 103(aX2)

B Three-d gil
plan number (PN) >

Part I

(a) Name of insurance c€rrier
HARTEORD LIEE AND ACCIDENT

Policy or coniracl year
(b) ErN

06-0838548
To

t2/3L/2A25

2 lnsurance fee and commission information Enter the total fees and total commissions paid List in llne 3 the agents, brokers, and other persons in

descending order of the amoLrnt pard

a) Total amo!nt of comnrissions paid

27 40
(b) Total amolrnt of fees

3 Persons receiv ng commiss ons and fees (Complete as many entr es as needed to report all persons)

(c) NAIC
code

(d) Contract or
identification nurnber

(e) Approxrmate number of
persons covered at end of

pol cy or contract year (0 From

0t/aT/2a2570815 681.32 4G / 8971 5 4G 245

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

ALERA GROUP, lNC
8 NORTH KING ST STE 1

NORTHHAMPTON, MA O1O6O

(b) Amount of sales and base
commissions paid

2L406

Fees and other commissions paid

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

3

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

CENTRO BENEFITS RESEARCH LLC
24500 CHAGRIN BLVD, SUITE 365
BEACHWOOD, OH 44122

(b) Amount of sales and base
commissions pard

534

For Paperwork R6ductlon Act Notice, lee tha lnstructloG for Form 5500.

51A10U-PP9C A6/26/2A26 07:34: l-1 V25-5E 294242

(e) OrsanEal on code

Fees and oiher comm ssions oa d

(c) Amount ld) Purpose

Schedule A (Form 5500) 2025
v. 250312

3



Schedule A (Form 5500) 2025 Page2-

(a) Name and address of the agent 6roker. or other person to whom comm ssion s or fees were Paid

(c) Amount
(b) Amount of sales and base

commrssrons paid

(a) Name and address of the agenl, broker. or olher person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions pald

(d) Purpose(c)Amount

(a) Name and address of the aqent broker, or other Person to whom comm ssions or fees were oard

(b)Amount of sales and base
commissions paid

Fees and other commissions paid

(c)Amount (d)Purpose

(a) Name and address of the agent. broker or other person to whom commiss ons or fees were pard

(b) Amount of sales and base
commiss ons pard

Fees and other commissions paid

(c) Amounl (d)Purpose

Name and address of the e broker or other to whom commissions or fees were

(b)Amount of sales and base
commlssrons pard

51A10U-PP9C 06/26/2A26 07:34: 11 V25-5F 294242

Fees and other comftissions paid

(c)AmoLrnt (d) Purpose

Fees and other commissions paid

(d) Purpose



Schedule A (Form 5500) 2025 Page 3

4

5

lnvestment and Annuity Contract lnformation
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be keated as a unit for purposes of

this report.

4 Current value of lan's interest under this contract in the neral account at end

5 Current value of lan's interest !nder this contract in rate accoLrnts at end

6 Contracts With Allocaled Funds:

a State the basis of premrum rates >

b Premrumspardtocarner. . . . .

c Premiums due but unpaid atthe end of theyear . . . .

d lf the carrier, service, or othor organization incurr6d any specific costs in connection with the acquisition

or retention of the conkact or policy, enter amount

e Tvoe of contract tl\ fl
ts) E other tspecifyl*

individual policies (2) group deferred annu ty

f lf conlracl purchased. in whole or in pari, io dlslnbuls beneiiis rrom a isrmrnairng plan, ch€ck here > I

6b
5c

6d

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

a Type of contractr (1)

(3)

deposrtadminislration (2)

guaranteedinveslment (4)

immediate padrcipation guarantee

other >

b Balance at the elld ofthe

c Additions ( 1 ) Con tribu tions deposited du ring the year

(2) Divdends and cred ts

{3) lnterest credited dur ng the year

(4) Transferred from separate account

NONE

(5) Other {specity below)

(6) Total addltions 7c(6) 0
d Total of balance and additions (add lines 7b and 7c(6)).

e Deductions:

(1) Oisbursedfrom fundlo pay benefits or purchese annuitiesduringyear
(2) Administration charge made by carrier

(4) Other (specify belo,v) .,..,.
(3) Transferred to separale account

(5) Total deductions.

f Balance at the end of the current

5A6710 1 000

.7e(5)
subtract line 7e 5 from line 7d

O6/26/2026 A1 t34:1-l v25-5E 294242

7b

7cl1l
7 cl2)
7c(3)
7 c(41

7c(s)

7d

7e(1)
7el2l
7e(3 )

7el4l

7f

51A1OU- PP9C

Part ll



Schedule A (Form 5500) 2025 Page 4

Welfare Bonefi t Contract lnformation
lf more than one conlract covers the same group of employees of the same employe(s) or members of the same emdoyee organizations(s),
the tnforlhatron may oe combrned for reportrng purposes rf such contrac(s are e)eer,encetated as a unrt Where conlracts cover .nd,vidval
errployees the enlrre group of sJch rnd vrdJal contracts wrlh each ca,rier nay be l,eateo as a -n,t for purposes of thrs report

X

I
EI

8 Benef t and contract type (check al applcable boxes)

Health (other than dental or vision) b

Temporary disabilrty (eccident and sickness) f
Slop.oss {large dedLclroe) i
other (specify) > ACClDENTAL DEATH & DISMEMBERMENT

Dental c
Long-term disability g

H[,,]O contract k

Visio.l d

Supplemental!nomployment h

PPO ca.rtract I

Life insurance

Prescription drug

lndemnity contract

a

e

i

m

9 Experience-ratedconlracls

a Premru.r,s (1) Amou^l.ece,ved .

(2) lncrease (decrease) in amount dle but unpaid .

(3) lncrease (decrease) rn unearned prerrrum reserve

(4) Earned ((1) + (2) - (3)) -...
b Eenefit charges (1) Claims paid .

(2) lncre6se (decrease) n claim reserves

(3) lncurred claims {add (1) and (2))

(4) Claims charged

c Remarnder of premium: (1) Retention charges (on an accrual basis) -
(A) Commissions.

(B) Adminrstrative service or other fees

(D) Other epenses
(E) laxes .,.

(2) Claim reserves

(3) Other reserves

(C) Other specifrc acqurs(ron cosls .

(F) Charges for risks or other contrngencies .

(G) Other relention charges . , . .

(H) Tota retenton

(2) Drv dends or retroact ve rate refunds (These amounts were paid rn cash, or credited.)

d Status of po|cyholder reserves at end of year. (1) Amount held lo provide benefits atter retirement .

e Dividends or retroacti amounl entered tn li I 2

10 Nonexporience-aated contracts:

a Total premrums or subscription charges paid to carris
b lf the Carrier, service, or other organization incurred any specific costs in connection with the acquisi-

tion or retenkon of the oontract or policy, other lhan reported in Part I, tine 2 above, report amount. .
Specify nature of costs.

48'1

rI xII

9a(1 )

9a(2)
9a(3)

9a (4)

9b(1)
sb(2)

sb{ 3)

9c(1XA)

9b(4)

9c(1XB)
ec(1)(c)
ec(1)(D)
9c(1XE)
9c(1XF)
9c(1XG)

s c(1X H)

I c(2)
sd(1)
9d(2)
9d(3)

'l0a

'10b

Provision of lnformation
I I oid the insurance company lail to provide any information necessary to complete Schedule A?
12 lf the answer to line 1 1 is "Yes,' specify the rnformatron not provded. >

Part lV

No

51A10U-PP9C A6/26/2026 07:34:11 V25-5E 294242



SCHEDULE A
(Form 5500)

D€parhent ol rhe T.sasury
lnlernal Revenue Service

oepanm6nt of Labor
Employse Benefils Securily Admin islration

Pension Ben6fit Guaraflty Corporalion

For calendar plan year 2025 or fiscal plan ye2r begnning 01 01 2425
A Name of plan

EASTHAMPTON SAVINGS BANK VISION,
AD&D PLAN

C Plan sponsols name as shown on line 2a of Form 5500

BANKSESB

and ending 12 242531

:)

O Employer ldentification N!mber (ElN)

61-1570940

OMB No 1210,0r 10

2025

This Form b Open to Public
lnspoction

LIFE, LTD,

lnformation Concerning lnsurance Contract Coverage, Fees, and Commissions Provrde rnformatron for each contract
on a separate Schedule A lndividua contracts grouped as a unit in Parts ll and lll can be reporled on a s ngle Schedu e A

'l Coverage lnformation

lnsurance lnformation
Thrs schedule is required to be filed under section 104 of the
Employee Retirement lncome Security Act of 1974 (ERISA).

> File as an attachment to Form 5500.

> Insurance companies are required to p{ovrde the information
pursuant to ERISA section 103(a)(2)

B Three-digil
plan number (PN) >

Part I

(a) Name of nsurance carier
VISION SERVICE PLAN

Policy or contract year
(b) ErN

o6-L22184
To

72/3t/2025

2 lnsurance fee and commission informatron. Enter the lotal fees and tota commrssLons pa d

descefdrng order of the amount paid

List ia line 3 the agents brokers and other persons in

(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of

po icy or contract year (0 From

396L6 1,27 00002 t] 5 al/ 01- / 2025

(a) Total amount of comm ssrons paid

2651
(b) Total amount of fees pa d

3 Persons receivrng commrssrons and fees (Comp ete as many entries as needed to repod a I persofs)

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

MASS ENCL SVCS INS AGCY
ONE WASHINGTON MAI,L 8TH
BOSTON, MA 02108

(b) Amount of sales and base
commissions pard

INC
FLR

2651

Fees and other commissions paid

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

?

(r) Name and address of the agent broker, or other person to whom commiss ons or fees were paid

(b)Amount oi sa es and base

comm ss ons paid

JSA

5A6708 I O@

(€)or9anrzaiion code

For Paperwork Reduction Act Notice, 3ee the lnstructions for Form 5500

51A10U-PP9C 06/26/2026 07:34:11 v25-5F 294242

Fees and other commissions paid

(c)Amount (d)Purpose

Schedu16 A (Form 5500) 2025
v 250312



schedule A (Form 5500) 2025 Page 2-

(a) Name and address of the aoent. broker. or other Derson to whom commissions or

Fees and other commissrons paid

(c)Amount (d) Purpose
(b)Amo!nt ol sales and base

commissions pard

(a) Name and address of the aqen t. broker or other oerson to whom commiss ons or fees were paid

(b)Amount of sales and base
commissions paid

Fees and other commissions paid

(c)Amount (d)Purpose

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

(b) Amount of sales and base
commissions paid

Fees and other commissions pard

{c) Amount (d) Purpose

{a) Narne and address of the aoent. broker or other person to whom commissions or fees were paid

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount (d) Purpose

(a) Name and address of the aoent. broker. or other p€tson to whorn comm ssions or fees wete paid

(b) Amount of sales and base
commissions paid

51A10U-PP9C 06/26/2A26 07:34: 11 V25-5F 294242

Fees and other commissions pard

{c) Amount (d)Purpose

c



Part ll

4

5

Schedule A (Form 5500) 2025 Page 3

lnvostment and Annuity Contract lnformation
Where individual contracls are provided, the entire group of such individual contracts with each carrier may be treatod as a unit for purposes of

this roport.

4 Current value of an's inlerest under this contract in the era accounl al end,
5 Current vaiue of an's tnterest uader this contract in accounts at end

6 Contracts With Allocated Flnds:

a State lhe basis of premrum rates >

b Prqm,1n5 pa d to carrrer,

c Premiums dLle but unpaid atthe endof the year . . . . .,
d lf the carrier, service, or other organization incurred any specific costs in connection with the acquisit@n

or retention of the contract or policy, enter amount. , . , .

e Type of contract: (1) individual policies (2) E group delered annuity

(3) other (specify)

6b
6c

bo

flfconlraclpurcha3edin$ttoleollnparl,todislnbulebenefrclroma1erminalingplan'checkhere>
7 Contracts With Unallocated Funds (Do not include portions of these contracts marntained in separate accounts)

a Type of contract: (1)

(3)

depositadministratlon \2)
guaranteedinvestment (4)

immediate participation guarantee

other >

b Ealance at the end ofthe

c Addrtrons (1) Contnbut ons depos ted durrng the year

(2) Divldends and cred ts

(3) lnterest credited dunng lhe year

(4) Transferred from separate account

NONE

(5) Other (specfy belor)

(6) Total additions

.7e(5

0

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

e Deductions:

(4) Other (specify below)

(5) Total deductions.

f Ba ance at the end of the current

JSA

(1) Disbursed frorn f!nd to pay benefits or purchase ann!il es d!r ng year

(2) Administration charge made by carrier

(3) Transferred to separate accounl

subtracl lne 7e 5 from line 7d

51A10U-PP9C 06/26/2026 07:34:11 V25-5E 294242

7b

7 c(l1
7 c(2)
7c( 3)

7 cl4)
7 c(5)

7d

7e{1)
7 e\2)
7e(3)
7e(4 )

7f c

t



Schedule A (Form 5500)2025 Page 4

Part lll

Health (other than dentalo. vision) b

Temporary disability (accident and siclness) f
Stop loss (large deductible) j
Other (specify) >

Dental c

Long-term disabrlity g

HMO contract k

Vision d
Supplementalunemployment h

PPO cont.act I

Life rnsurance

Prescriptron drl]g

lndemnrty conkact

I Experience"ratedcontracts

a Premiums: (1) Amount recerved

(2) lncrease (decrease) in amountdue but unpaid.
(3) lncrease (decrease) rn unearned premium reserve
,a) Ea.ned r(1) - (2) . (3)\ .

Welfaro Benefi t Contract lnformation
lf more than one conlract covers the same gro!p ot employees of the same employe(s) or members of the same employee organizations(s).
lhe rnlormal.on may be combrned for reportrng purposes f such contracls are epenence-faled as a un,t Where confacts cover rndrv,dua
enp oyees, lhe entire groLp of such indivrdual co.lracts wrlh each car.rer may be trealed as a unrt fo. pu.poses of th's repon

8 Eenefit and contract type (check all applicable boxes)

b Benefrt charges ('1) Claims paid .

(2) Increase (decrease) in claim reserves

(3) Incurred claims (add ('l) and (2)) 35454
(4) Clarms charged

c Remarnder of premium: (1)Retenlion charges (on an accrual basis)*

a

e

I

m

(B) Administrative service or other fees

(C) Other specific acquisition costs ,

(D) Other epenses

(A) Commissions.

(H) Tota reiention .

(E) Taxes

(F) Charges for risks or other contingencies

(G) Other retention charges .......
10212

(2) Dividends or retroactrve rate refunds (These amounts were paid in cash, or credited )

d Status of policyholder reserves at end ol year: (1) Amount hetd tO provrde benefits after .elirement .

(2) Claim reseNes

(3) Other reserves

ve rate refu ciude amount tnl
1 0 Nonexperience-rated contracts:

a Total premiums or subscription charges paid to carier
b lf the carrier, service, or olher organization incLr ed any specific costs in connection with the acquisi-

lion or retention of the conkact or policy, other than reported in part l. line 2 above, report amount. .
Specify nature of costs.

III
x

9a(1) 36260
9a(2)
9a{3)

9a(4)
9b(1) 35454
e b(2)

e b(3)

9 c(1)(A)

e b(4)

265
9c(1 X B) 7615
9c(1Xc)
9c(1XD)
9c(1X E)

9c(1X F)

9c(1XG)
9c(1XH)

9 c(2)

9d(1)
sd(2)
sd(3)

9e

10a

10b

Provision of lnformation
11 Did the insurance company fail to provde any informaton necess
12 lf the answer to ltne 1 1 s 'Yes, ' spec fy the information not provided >

ary to complete schedule A? .

Part lV

Yes No

5A6711 I 000
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