Form 5500 - Annual Return/Report of Employee Benefit Plan OME Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104 )

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Senice sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2014
Department of Labor
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
[ _Part| | Annual Report Identification Information
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A This return/report is for: @ a multiemployer plan; ' D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions); or
D a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; D the final return/report;
D an amended return/report; D a short plan year returnfreport (less than 12 months).
C Iftheplanisa collectively-bargained plan, check here. . ... ... . . e » D
D Check box if filing under: @ Form 5558; D automatic extension; D the DFVC program;

[] special extension (enter description)
[ Part i Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan

5
HANFORD EMPLOYEE WELFARE TRUST number (PN) » 50
1C Effective date of plan

06/29/1987
2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
HEWT ADMINISTRATIVE COMMITTEE Number (EIN)
91-2017261
HEWT ADMINISTRATIVE COMMITTEE 2c Plaanponsor’s telephone
number
PO BOX 650, MSIN H3-08 2430 STEVENS CENTER PLACE 509-372-3323
MSIN H3-08 2d Business code (see
RICHLAND WA 99352-0100 RICHLAND WA 99352-0100 instructions)

562000

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

D I Py ia /7 ,
Y / s/75 | ©

04 behal€oF Plan fdmictenter | 717 Llaive M. (oae
Signature of plan administrator Date Enter name of individual signing as plan administrator
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
Signature of DFE Date Enter name of individual signing as DFE

Preparer’s name (including firm name, if applicabie) and address (include room or suite number) (optional) Preparer’s telephone number

{optionat)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2014)
v. 140124



Form 5500 (2014) ‘ Page 2

3a Plan administrator's name and address DSame as Plan Sponsor 3b Administrator's EIN
ELAINE M. CONE 30-0419594
FOR HEWT ADMINISTRATIVE COMMITTEE 3¢ Administrator's telephone
- number
2425 STEVENS CENTER PLACE MS H3-08 509-372-3323
RICHLAND WA 99352-0100
4  if the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 ! 9630
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a{1), ,
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginnINg of the PIAN YEAT .........coccvveverror e seeerees e seeeer e 6a(1) 9630
a(2) Total number of active participants at the end of the PIAN YEAT ...........coo..eivormvreeereeereesesesies s tesesresseesss e sescomeer s eesees 6a(2) 5252
b Retired or separated participants reCEIVING DENEIIS .............o..oiveveeeroseer oo ee e eees e ees e eeeaseeeeeee e eeese s essereseeeeese e ereeeseeese 6b 4510
C Other retired or separated participants entitied to future benefits ... 6c 0
H
O SubtOtal. Add HINES BA(2), 65, AN BC. ......vovoorieeeseeeeeseree e eeeosees s eveeseeeeeeeseee e s e ee e seseereees et sesaseseseseesseesseeserseeereseneees 6d 9762
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccocoeiiiiiiiicecil 6e
f TOtal, AGINES 6 NG .. .....o.ovoooeieteeeee et eeeeseeeeeeeseeee e eees s eerees e ees e eseese e e es e eeeesese s s eeeees st e e ee e ee et res e eeeneeereer s 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIETE TS HBIM) ....oiiiiiie ettt es e et s st se et st s eb e s e e sese e oo ses s eresseseense st areseesenn s sesamamsseen 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were
18SS than 10090 VBSOSO ... i i et er e e tr e er e et e st s et ee s ee st sereste st esta b st e eereneehesbeesn e s eseebantersneereasestntbenneas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
b I the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
47 4B 4D 4E 4F 4H 41 4L 4Q 4U
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
{1 Insurance (1) Insurance
{2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
{4) General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) D R (Retirement Plan Information) 1) gl H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) | (Financial Information — Small Pian)
Purchase Plan Actuarial Information) - signed by the plan 3) _1_3 A (Insurance Information)
actuary (4) C (Service Provider information)

(3) ]:] SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)
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Part Il 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.) oovovoooeeceievcene e X Yes [ No

If “Yes” is checked, complete lines 11b and 11c.

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

11¢ Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 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 27442644




SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Lab .
Employee B:ﬁ:ﬁtrsnggcgrityaAgininistration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation " ¥ Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit

HANFORD EMPLOYEE WELFARE TRUST plan number (PN) b 550
C Plan sponsor's name as shown on fine 2a of Form 5500 D Employer identification Number (EIN)

HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

{e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or 7
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
23-1503749 65498 FLX980014 12041 01/01/2014 12/31/2014

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

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

Fees and other commissions paid

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

For Pape| k Reduction Act Notice and OMB Control Numbers, see the instructi for Form 5500.
or Paperwor| uction e instructions for For Schedule A (Form 5500) 2014

v. 140124
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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 Fees and other commissions paid {e) Organization

commissions paid {c) Amount (d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount {d) Purpose code

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

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

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

Fees and other commissions paid

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

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

(b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount (d) Purpose code
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Part il Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end............oocoveviiiiceie e 4
5 Current value of plan’s interest under this contract in separate accounts at Year N ..o 5

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

D Premiums Paidh t0 CAITIEN .....c.......oioioeoeeieeeeeeeeee oot e s oo ee e esese e e s esesesse s s eee e resseseese s ese s erameeeeeen 6b
C  Premiums due but unpaid at the end of the year 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter aMOUNT. ...t
Specify nature of costs P
€ Typeofcontract: (1) [:I individual policies (2) D group deferred annuity
(3) [:l other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not inciude portions of these contracts maintained in separate accounts)
a  Type of contract: O D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment 4) D other »
D Balance at the end OF the PrEVIOUS YOI .........oocovioveoeoeeeeeeoee oo eee e eeeee e e eeeee e e es e eee s s e s e nes s eeeeeeeee | 7b 0
€ Additions: (1) Contributions deposited during the YEar............oovvereeecevvnn.) 7¢(1)
(2) DIVIENTS AN CrEAIS . ...v.cv.evevreeee st eereeee s ees e eseeeeeeeeeeenee e 7¢(2)
(3) Interest credited during the Year..........ccccoovi i 70(3)
(4) Transferred from SePArate BCCOUNE ..........oo..iveeeereeeees e ereesese e reereeeee 7c(4)
(5) Other (specify below)
4

e Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 79(1)
(2) Administration charge made by carrier et enerned 79(2)
(3) Transferred to separate account ......cocovviveiiiice it 79(3)
(4) Other (specify below)

A d

(5) TOtal BEAUCTIONS ...ttt ettt se s s et e st st e e et e et et eae et emaes et teneaseressetesesse
f Balance at the end of the current year (subtract line 7e(5) from line 7d)
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Part lil | 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 D Health (other than dental or vision) b D Dental C D Vision d @ Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract i D indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUN TECEIVEM ... iviirirecreciernnirrssreerrnssrsesonessrncrsenes 9a(1) 5195873
(2) Increase (decrease) in amount due but uUnpaid ...........cccooveerereevceenn 9a(2)
(3) Increase (decrease) in unearned Premium rESeIVE .......ocovovvvvevvoreeeennd 9a(3)
() EMNEA (1) + (2) = (B)) ovvvveeeeeeererreerreossmesssessesesessseesessessesseeseseeeeeee s oe s eeeeeeesssesseseeseseeeseseseeeooeeseeeeeeseoeeoreeeeooer | 9a(4) 5195873
b Benefit charges (1) Claims Paid .........ccc.coveeoveeesroe e eseeee s eeseeeees 9b(1) 4280892
(2) Increase (decrease) in Claim rESEIVES ........occcovveeeveeveeineeenrieeeeeesees 9b(2) ‘
(3) Incurred claims (BAd (1) @NG (2)) e crrierrreiri ettt s reer sttt et erer s 9b(3) 4280892
(4) ClaimS ChArGed .....c.co.ooeieieee et s e et v 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
({A) COMMUSSIONS ....oooovreee oot es s 9c(1)(A) 129897
(B) Administrative service or other fees ...........cooovvrveeivricereiceereennan 9¢(1)(B) 51166
(C) Other specific acquisition costs ...y 9e(1)(C)
(D) Other eXPenSes ........ccoovriieieieet st 9c(1XD)
(E) TAXES ..ottt ettt ettt 9c(1)(E)
(F) Charges for risks or other contingencies ..........c..ccocoveeeeiivecvievinns 9¢(1 )(F)
(G) Other retention Charges ........c..cooveioeircere e nes 9c(1)(G)
(H) TOAl TRENTION ...ttt sttt bttt e b st es s tes sttt s s et et eeseees e eeeeeenseerenesanneen? 9c(1)(H) 181063
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .. 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) CIAIM TESEIVES .....ecr oottt et s b st ettt eees et v st nes s s aes e ens o 9d(2)
(3) ORI TESEIVES ......iiiirieciseecir et es st ss et st st ens s aes s enssense et b s s s b e ees et eee e ameererneseee et seeseesere ] 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......c.ccooevevivvereeirennn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a
b i 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 1, line 2 above, report amount...........cc.ccocooeveennn. 10b
Specify nature of costs b
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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



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 fited 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

OMB No. 1210-0110

2014

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) » 550

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

HEWT ADMINISTRATIVE COMMITTEE

91-2017261

D Employer Identification Number (EIN)

Part |

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

1 Coverage Information:

{a) Name of insurance carrier

OPTIONS HEALTH CARE, INC.
Approximate number of Policy or contract year
NAIC (d) Contract or e)
(b) EIN (© . e persons covered at end of
code identification number policy or contract year (f) From {g) To
91-1467158 47055 6813900 891 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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

{c) Amount

{d) Purpose

(e) Organization code

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

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

{¢) Amount

(d) Purpose

{e) Organization code

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule A (Form 5500) 2014
v. 140124
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

{b) Amount of sales and base
commissions paid {c) Amount (d) Purpose

(e) Organization
code

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

{b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose

(e} Organization
code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount (d) Purpose

{e) Organization
code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount (d) Purpose

(e) Organization
code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid {c) Amount (d) Purpose

(e} Organization
code




Schedule A (Form 5500) 2014

Page 3

Part i 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 €nd............cccoovovovveevoreerorseeerrins 4
§ 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 P
D Premiums Pait 10 CAMIET .......coovreooeeeceeceeeoee e et er v e eae st en e eer et emns et ee s s e 6b
C  Premiums due but unpaid at the end Of the YEAI ..o st er s b e vav s beasene e 6¢c
d  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POHCY, ENEEI BIMOUNL. L ...ciiii ettt ee e aseereaa
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) b
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds {Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) [] immediate participation guarantee
(3) D guaranteed investment (4) D other b
b Balance at the end 0F the PreVIOUS YBAI ...........ccovireveeeoeeee e eeetveser e eeeeeres e eever e reerere e ersneeearsesaeeee s s omnesneon ] 7b 0
C  Additions: (1) Contributions deposited during the year ...........c.cc..cccovcrverrenron) 7¢(1)
(2) Dividends and Credits.........ooecvereereerirsier s ecereeaee e esea e e aeeeseeend 70(2)
(3) Interest credited during the year ... e 7C(3)
(4) Transferred from separate acCOoUNt.......c.cccvvininiriie e e 70(4)
(5) OhEr (SPECITY BEIOW) ..v.. v eeveeeorece e eereseerereeeeeesseseeesses e sesersesseseseeeee] 7¢(5)
14
(6)Total additions
d Total of balance and additions (add NES 7B aNG TE(B)). ...oveverrerereeeeieteseres e eser s coree oo ere e eress s ssn s [ 7d 0
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 79(1)
(2) Administration charge made by Carfier .........c..cocooeeviieecieeecenn ) 7¢(2)
(3) Transferred to separate @CCOUNE .......c.ocooviiiieeicieece e eeeienan 73(3)
(4) Other (SPECHfY BEIOW) ....ooiiiiiice e e 7e(4)
14
(5) TORE ABAUGHONS ... vvveoeveeoneee s eeeeee oo eee et ees e eneseess e seesseom e es s or oo erns e esess e er e sne e sen s 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from N 7d).........cc..corevvcoreeverrvoseriereeeeerosereseeresieseens l 7f 0
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h E] Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVE ..........cveiiineieiiieiecs s 9a(1) 10072477
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe .......c.cooeeceeeeeeenns 9a(3)
(4) EArned (1) + (2) = (3)) verveoreeoreeerrereseesrer e oereoreneon 10072477

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESBIVES .....ccovevvieerieeis v, 9b(2) {

(3) Incurred claims (@A (1) AN {2)) oo oviveir oottt ettt s es et bbb e 9b(3) 0
(4) ClaImS ChAIGEA ..oiivieeeivcrerste ettt ettt et ettt ene e 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ...cvvviveieiiseree sttt st em s bbb ense s eaes 9c(1)(A) 18823 l
(B) Administrative service or other fees 9c(1)(B) l
(C) Other specific acquisition costs .| 9¢(1)(C)
(D) OtREr EXPENSES ....voeeiireeee et etriss e st sb s sbar st eec s 9¢(1)(D)
(E) TAXES ouevitoerieecrcres st ears ettt et es et ene et 9¢(1)(E) l
(F) Charges for risks or other contingencies .. .| 9c(1}F) l
(G) Other retention Charges ... neereeeeen 9¢(1)(G)
(H) TOAI FEEEMION .......oce.o oot veseesces e res et s e s b s s s 555558 bbbttt 9c(1)}(H) 18823
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .................. 9d(1)
(2) ClAIM FESEIVES ......coooeeceoceoee e ese e es e bs s sa e bbb 2 ek et b a0 es s e 9d(2)
(3) ONEI TESEIVES (....ooooooeoeee e ehee e sens s e b b s e e es s b s bt eb e bt 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..cocovvvveenvnvcrcniicn. 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 1, line 2 above, report amount..........cocccoveereennnns 10b

Specify nature of costs

[ Part IV I Provision of Information

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

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



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Lab .
Employee Bgr?:ﬁsm SgcgrityaAg;ﬁinistration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit

HANFORD EMPLOYEE WELFARE TRUST plan number (PN) 550

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261
Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

l Part |

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and i can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

OPTIONS HEALTH CARE, INC.

Approximate number of Policy or contract year
{c} NAIC {d) Contract or (€
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
91-1467158 47055 6966300 4844 01/01/2014 12/31/2014

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 Fees and other commissions paid

commissions paid {c) Amount (d) Purpose {e) Organization code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount (d) Purpose (e) Organization code

For Pape k Reduction Act Notice and OMB Control Numbers, see the instructi for F 5500.
perwor uction y e instructions for Form Schedule A (Form 5500) 2014

v. 140124
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

{b) Amount of sales and base {e) Organization
commissicns paid {c) Amount {d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount (d) Purpose code




Schedule A (Form 5500) 2014 Page 3

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

this report.
4 Current value of plan’s interest under this contract in the general 8CCOUNt 8 YEAr €N ..........ovovvvevreceeeeeeeeeeeeeeeeeorees s 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 P
D Premiums Paid 10 CAMIEE .........ocvcveieeeceeeoeeccsiotee st ee s e e s eese s eerees s e esses s s e s esessreseseee oot een s 6b
C  Premiums due buf unpaid atthe end of the YEar ...ttt e 6c
d  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, Enter AMOUNL. ..........c..i it et e e
Specify nature of costs P
€ Typeof contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration @ D immediate participation guarantee
(3) D guaranteed investment 4) D other »
D Balance at the end Of the PrEVIOUS YBAT .........ccocoivroveoeeeeeeeeeeeeeoeeeeee e eeee e e e eses et enese s e res s s s e eeeeeee s erenee | 7b
C  Additions: (1) Contributions deposited during the year. e 7c(1)
(2) DIVIAENdS aNd CreditS.....oocvvov v ceeeeerecne e enesteeee s s ee e 7¢(2)
(3) Interest credited during the Year.........cccocvvvieiier i 7¢(3) I
(4) Transferred from separate aCCOUN ........ccccorevreieriercricee e 7C(4)
(5) OEI (SPECITY DEIOW) ..o eeesereer e s e neeeee 7¢(5)
L4
(BT OB BAAIIONS ...e. e v s eee e ereeerees oo e sees s s e e s eee e oes e ee s s oo ssss e se s e s st eee oo 7c(6)
d Total of balance and additions (add INES 7D ANA TE(B)). ....o..vvivrereeeeeeeresee s eeeees s st eeeseseereaee e s ereeeense e | 7d
€ Deductions: . _._,___l
(1) Disbursed from fund to pay benefits or purchase annuities during year 79(1)
(2) Administration charge made DY Carfier .........ccccoevviieice e 73(2)
(3) Transferred to separate aCCOUNt .......cooevieviciiiecic e 73(3)
(4) Other (specify below) 7e(4)
b
(B) TOAI AEAUCHIONS ... oovvoeieess eesssesssssssssss s is s eos s e s ettt sen e e 7e(5)

f Balance at the end of the current year (subtract ine 7e(5) from N Td)..........ovcvereeeeeeerreee oo cesrereeesreesereess e ees ] 7f




Schedule A (Fofm 5500) 2014 Page 4

Part lil | 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 B] Health (other than dental or vision) b D Dental c @ Vision d D Life insurance
e D Temporary disability (accident and sickness) f D Long-term disability g D Supplemental unemployment  h l}__(] Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) AMOUNE FECEIVEA .......ouucrcririrriceririscncnes e 9a(1) 28571033
(2) Increase (decrease) in amount due but UnPaid «......ocoovcerecnnencinens 9a(2)
(3) Increase (decrease) in unearned Premium reSeIVe ..o erieccucne) 9a(3)
() EBMEA (1) + (2) = (3)) +-voveressesesseereeoeeeeeeeeseseesesssereres e sttt | 9a(4) 28571033
b Benefit charges (1) Claims paid ..o e 9b(1)
(2) Increase (decrease) in Claim rESEIVES .........o.ccceeevrieresenenescreenne s 9b(2)
(3) Incurred claims (A (1) NG (2))...vevereiinreeneesiersie s rese s etss s eeb s s s sesee sttt ecsss e 9b(3) 0
(4) CIAIMS CRAIGEA ....o..oviviveeieeseeas s b eesseas s s st et ees s s e et e 8 bbb 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...oovvveeierseieeeeseisirisens e e ss st eret s tean s eseenenas 9c(1)(A) 66719
(B) Administrative service or other fees ..o vrivecveniinrecnn 9c(1)}(B)
(C) Other specific acquisition costs ..., 8c(1)}C)
(D) Other EXPENSES .oovoveeeercierteerr et 9c(1)XD)
(E) TAXES....ecioveveriirecmeseses st er st essasressne s ree e bt ehesescbetes et nen bt 9¢(1)(E)
(F) Charges for risks or other contingencies ..o, 9c(1)(F)
(G) Other retention Charges ... e ein 9c(1)X(G)
(H) TOAI FEEEMEON ....o.cvvoeeicveeeeivs st eeess s et st ss s sse s sttt 9c(1)(H) 66719
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(2) Claim reserves 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..........c..ccoiiiinn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAIMTIEN .....covvicee e s 10a
b i 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 |, line 2 above, report amount............c.ocecceeeecnnnd 10b
Specify nature of costs P
[PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Labor .
Employee Benefits Security Administration b File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) » 550
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

{a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

Approximate number of Policy or coniract year
NAIC {d) Contract or e)
(b) EIN () . e persons covered at end of
code identification number policy or contract year (f) From {g) To
23-1503749 65498 OK980022 4903 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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 Fees and other commissions paid

commissions paid "~ {c) Amount (d) Purpose (e) Organization code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount {d) Purpose (e) Organization code

For Papel k Reduction Act Noti d OMB Control Numbers, the i ti for F .
or Paperwork Reduction Act Notice an ontrol Numbers, see the instructions for Form 5500 Schedule A (Form 5500) 2014

v. 140124
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

'

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

(b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount {d) Purpose code

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

. (b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount {d) Purpose code

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

Fees and other commissions paid

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




Schedule A (Form 5500) 2014 Page 3

Part li 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

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

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

D Premilms DaIt 10 CAITIBI ...ov.oo.oovooo oot v e st e st s e e 6b

C  Premiums due but unpaid at the end of the YEar ... 6¢c

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

Specify nature of costs P

€  Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P

f if contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) I:] immediate participation guarantee
(3) D guaranteed investment (4) D other b

b  Balance at the end of the previous year

..................................................................................................................... [ 7b 0
C  Additions: (1) Contributions deposited during the year............cc..cocooccovvernnn) 7c¢(1) '

(2) Dividends and creditS.........c.ocoovivervncerccin e
(3) Interest credited during the year
(4) Transferred from Separate CCOUNL ............o...oovvrevverrerrrees e 7c(4)
(5) Other (SPECHfy DEIOW) ... ioviveerire et st e 7¢(5)
»

(B)TOMAl AAGIIONS .....oeeieiieietii ettt eb et er s abesee s es s e s s r bbb s es s me s s e b n oo Seas e anoes oo nere e 7¢(6)

d Total of balance and additions (add HNES 7B And TC{B)). ....ccv.ovvevvrvreeeeeeieees et ers s s ceessercnees | 7d
€ Deductions: f
(1) Disbursed from fund to pay benefits or purchase annuities during year 79(1)
(2) Administration charge made by carrier ... 79(2)
(3) Transferred to SEParate ACCOUNt .........c.oc..ovveeeerevensserrseseessnroemeorseeeeneeed 7¢(3)
(4) Oher (SPECIFY BEIOW) ...ecoovveeereve oo eeeoee e eeeeesnes e o] 7e(4)
4

11

(5) TOMAI ABAUCIIONS 1.vvviesvere et et bt s s+ bt 2e bt ook eb et bt et ena e 7e(5)

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




Schedule A (Form 5500) 2014 Page 4

Part lll | Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee 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 D Health (other than dental or vision) b D Dental c D Vision d @ Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j I:I HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
@ Premiums: (1) AMOUNt reCeIVEd .........ocoviiiii e 9a(1) 86183
(2) Increase (decrease) in amount due but UNPaid .......cc.ccvevvrvevcirr e, 9a(2)
(3) Increase (decrease) in unearned Premium r€SEIVE ........ocevreeineeeeiecnens 9a(3)
(4) BArNEa ({1) % (2) = (B)) sveveeriererrereeeeeieireseser st sttt aseressesieseeesssnsest s ess bt s e 08 s eb e et 11 b eh et sh st sbar st et st s et sararens | 9a(4) 86183
b Benefit charges (1) CIaIMS PAIA .....ovoveiieeeieeeie et 9b(1) 108008
(2) Increase (decrease) in Claim reServes .........co.voceveveeeeieeeveeiececeeeeeeeves 9b(2)
(3) Incurred claims (Ad (1) NG (2)) ..c.oovrverereeeeceeeeecece et ettt es e saan s ems sttt s st enie 9b(3) 108008
(4) ClAIMS CRABIGEA ...v.oieiett ettt es e b e s bbb ek s s es e ets 8t es bbb bbb n e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS .....vvvemereeeceeee s ee e eee s sees e eee oo 9c(1}(A) 8618
(B) Administrative service or other fees ..o 9¢c(1)(B) 858
(C) Other specific acqQuISHION COSES ..o 9c¢(1)C)
(D) OthET EXPENSES .....vveveeecievietie et ee s ete st ssssnseses e een s 9c(1)(D)
(E) TAXES ..ot ie ettt ettt s st et ee ettt n i 9c(1)E)
(F) Charges for risks or other contingencies . .| 9c(1)(F)
(G) Other retention ChAIgES ........cccovvvvcoririieiccntire e e 9c(1)(G) i
(H) TOLAE FEEENTON ...\ttt e ee et e e 9c(1)(H) 9476
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ...l 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................... 9d(1)
(2) CHAIM TEBEIVES ..ot eeeeeiese st eeemieese e et ees et ss et ms s me s th e b et s b ebeb s s rs s sse bt sse s e e e s sen s s ers s s snsssanssesesesssansssesnsa 9d(2)
(B) OtNEF TESBIVES ....oeocvvrive v eeveeteeesseeeees e e e e e s s e s e et eesesaesesesenas s s s s sas e s esnseeen et ensesesenseeesenssmnnensams et sanneen 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in fine 9¢{2).) ...l 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 |, line 2 above, report amount...........cc.coceien] 10b
Specify nature of costs P

| Part IV | Provision of Information

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

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



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be fited under section 104 of the
Intemnal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Lab .
Employee B:r?eaﬁf.rsnggcgrity Az:ninistration b File as an attachment to Form 5500.
Pension Benefit Guaranty Cosporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) » 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
23-1503749 65498 OK980033 © 3521 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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 Fees and other commissions paid

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

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
P ' : ! Schedule A (Form 5500) 2014

v. 140124
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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

{d) Purpose

(e) Organization
code

{c) Amount

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

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

{d) Purpose

(e) Organization
code

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

(e) Organization
code

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

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

(d) Purpose

(e) Organization
code

{c) Amount

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

{b) Amount of sales and base
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

{e) Organization
code




Schedule A (Form 5500) 2014 Page 3

Part i 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 €nd ....................cocooooooovverovereieien. 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 P
D Premiums paid t0 CAMTET ........ocoo oo e et 6b
C  Premiums due but unpaid at the end of the Year ... e 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, €NEr BMOUNT. .........oi ittt sae st rae e e eere s
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) ¥
f i contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other b
b Balance at the end of the PrEVIOUS YEAI ..........c...o.ovvereieeoeoeoeeoeoeoeeoeoeoeoeeeeo oot sr e | 7b
€ Additions: (1) Contributions deposited during the year ............................] 7¢(1)
(2) Dividends and Credifs. ..o e 7¢(2)
(3) Interest credited dUring the YBar................coovveeevoeeeeeeoeeeees oo 7¢(3)
(4) Transferred from separate aCCoUNt ..o 7C(4)
(5) Oer (SPECITY DEIOW) ....e..oveoioeoveee oo eme e ees oo 7¢(5)
14

(B)TOtal AUAIIONS ...ttt et p et s bbb n e sk eams s ee et e

d Total of balance and additions (add @S 7B and Te(B)). .. woeooe oo e

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
7¢(2)

(2) Administration charge made by Carrer ....occooocvivrveivic e
(3) Transferred to separate aCCOUNt ..ot 79(3)
(4) Other (SPECfy DEIOW) ...oo..cicmrviricini e 7e(4)
»

(5) Total EAUCHIONS .....coiuiiiii bttt b b e bt e bbb o e h bt ettt s et s e sabe b et seeees 7e(5)

f Balance at the end of the current year (subtract fine 7€(5) from liNe 7d) ..............cocoovoovcoveeeeereoeeeeereeecess o) ] 7f




Schedule A (Form 5500) 2014 Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee 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 D Health (other than dental or vision) b D Dental c D Vision d x| Life insurance
e D Temporary disability (accident and sickness) [:[ Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts: z
a Premiums: (1) AMount reCeived ..o e 406710
(2) increase (decrease) in amount due but unpaid
(3) Increase (decrease) in unearned Premium reSEIVE .....cocovvvnecrenicvenrnens 9a(3)
(4) Earned ((1) + (2) - (3)) - . 9a(4) 406710
b Benefit charges (1) Claims paid 181907
(2) Increase (decrease) in Claim rESEIVES ........ocvveveeieririeeeee e e 9b(2)
(3) Incurred claims (20 (1) NG (2)) ..ceeeoeeoeeeeeeeee ettt ea s es et bbb st sr et ser s 9h(3) 181907
(4) ClAIMS CRAIGEM ....o.ivoveseveccese ettt eteeers e et s et enseress e e s s s bt et ens s sa e e sees b ab e ss s eee s s b s ansssas st s s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) ~-
(A) COMMUSSIONS ©..oovivvierieoeeeesee e ses s esrse e mesoss 9c(1XA) 40671
(B) Administrative service or other fees .......c...ccooiviieriecerieeene 9c(1}B) 403 3[
(C) Other specific aCqUISIION COSES ..o 9c(1)}C) l
(D) OthEr EXPENSES .....ceoviiiie ettt rer e eresens 9c(1)D) l
(E) TBXES.corrreeeereeeeerees s eese s eeeseeseees et seereess e 9c(1)(E) |
(F) Charges for risks or other contingencies . ...l 9c(1)F)
(G) Other retention Charges ...........ccoeveeorerrciieere e 9¢c(1XG)
(H) TOMI TEEEMON ...ooo. oottt eee s nsen e 9c(1)(H) 44704
(2) Dividends or retroactive rate refunds. {These amounts were D paid in cash, or D credited.) .. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClaiM FESEIVES.......o.oeoeoe oo e esa e s b et s s bbbt sttt b st 9d(2)
(3) OFNET FES@IVES .....o.ooeoeooee oo ee e ea sttt s sttt bbb 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..., 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a
b Ifthe 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 |, line 2 above, report amount........c..c..coi e 10b

Specify nature of costs P

| Part IV | Provision of Information

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

12 Ifthe answer to fine 11 is “Yes,” specify the information not provided. »



SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Reverue Service Employee Retirement income Security Act of 1974 (ERISA). . 2014

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

b File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
’ pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) » 550
C Pian sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

{a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

! e} Approximate number of Policy or contract year
(c) NAIC (d) Contract or ¢
(o) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
23-1503749 65498 LKS60119 4780 01/01/2014 12/31/2014

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

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

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
perwork Reduction ' ! Schedule A (Form 5500) 2014

v. 140124



Schedule A (Form 5500) 2014 Page 2 -

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

Fees and other commissions paid

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

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

Fees and other commissions paid (e) Organization

{b) Amount of sales and base
commissions paid (c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid ‘ {c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount {(d) Purpose code

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

(b} Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2014 Page 3

Part i 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...........c.cocoooooviereirierierererrrs 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 P
B Premiums PaI 10 CAITIBI ......oooo. oottt s ettt 6b
C  Premiums due but unpaid at the BNA OF tRE YEAI ........oov..ooceeeoeeoeee oo eeeeees et ever e e 6c
d  Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or Policy, NEr AMOUNL. ..ot e e s
- Specify nature of costs P
€ Type of contract: (1) D individual palicies (2) D group deferred annuity
(3) D other (specify) b
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (N D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other b
D Balance at the end of the PreVIOUS YEAT ...........co..co.vveeieereeeeoeveoeeeeeeieeeeeeseoeaes s vaee s vesees s ses s erssesne st I 7b 0
C  Additions: (1) Contributions deposited during the year............ccccoovevvoennnn) 7¢(1)
(2) DIVIAENAS AN CIEANS ...vvvvvveevreresieeeeeeeeeeeeesseeeseresseersesssesesseeeseses e enoee 7¢(2)
(3) Interest credited dUring the YEar.........c...ovoveorivovceiveeevesecseses s 7¢(3)
(4) Transferred from separate aCCoUNt .......cccoooieiiieiiccrcene e 70(4)
(5) Other (SPECfY DEIOW) ....oveeeiiierieriere et ser s s eesreracen 70(5)
4

(BYTOMAE AAAIIONS ...t ese et e e eeees s ceeeree e oo s e esene s et es e me s e eren e ee s ensesssees s e
d Total of balance and additions (add lines 7b and 7¢{B)). .......cc..ceerereiceerecrereerrecnssenieennes O_
€ Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year 76(1)

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

(3) Transferred to separate aCCOUNt ... s 79(3)

(4) Other (SPeCify DBIOW) ....ccovviviiiiic e 7e(4)

4

(5) TOtal GEAUCHIONS ....iietis it ettt ra b e b ees e b e b e ettt b es et e s sa e naese e s s e nnenne it

f Balance at the end of the current year (subtract line 7e(5) from ine 7d)............cooorveeerirversriieeeriovenes e enees ; 7f 0



Schedule A (Form 5500) 2014 Page 4

Part lIl | 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 D Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e g Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) AMOUNE TECEIVED ......o..ovrve ettt 9a(1) 2405162
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned Premium reServe ..o | 9a(3)
(A)Y EArNed ({1) + {2) = (B)) ceorererueeeeitieet ettt e oo e et e et et et s e e ae s e e e s sRE ke ke fes s et et iE e iRt et s et sekseaeatsennrzaenees ] 9a(4) 2405162
b Benefit charges (1) CLAIMS PAIG .....o.co.ovoimieeieeeeeeee et eeseeeeeee e seeess e 9b(1) 1356683
(2) Increase (decrease) in Claim FESEIVES ..........coccoivevivrieveeeerevenreeesrsne o 9b(2)
(3) Incurred claims (Add (1) NG (2)) ... ovoeooeeeeeee e et 9b(3) 1356683
(4) CIAIMS CRATGEA ...ttt sttt s s bbb e es e se s ess et st s sssass s e s b esanss s emsessasanssarssnsbns 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ....c.oveeeireecte e eteese ettt ienas 9c(1)}A) 48103
(B) Administrative service or other fEes .........o.cocieiereiiis i 9¢c(1)(B) 23292
(C) Other specific aCqUISIION COSES.......o.vvrveeeeeeoeeeeeee e n) 9c¢(1)(C)
(D) Other @XPENSES ..ovvvvieiereiere et ees e ee et ee e es e eansn) 9c(1)(D) -
(E) TAXES vttt e et 9c(1)(E)
(F) Charges for risks or other contingencies . ... 9c(1)XF)
(G) Other retention Charges ........c.ooeoreircriiesen e 9c(1}G)
(H) TOMAI FE@MTION ..o e ee et s e n e e 9c(1)(H) 71395
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 9d(1)
(2) ClAIM FESEIVES .....cooovov oot e s e st sees bt aes s oae s s et ee et A b e b s e st s as st samsss e s e sssatensmstonssaan s bt esens 9d(2)
(3) OthEI FESEIVES ..ot iete ettt eetee et ee s s e et e b s e e ss s sassebe et ebenseneesensssesassetsbeesansesassnsersesamsnsneesarssessrenrerars 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ................ccoe e
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 |, line 2 above, report amount................cceoees 10b

Specify nature of costs P

| Part IV | Provision of Information

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

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



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Depariment of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Labi .
Employee Beegeaﬁg’ggcgrit;Ag;ninistration b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST ‘ plan number (PN) » 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN})
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

(a) Name of insurance carrier

UNITED HEALTH CARE INSURANCE COMPANY

Approximate number of Policy or contract year
{c) NAIC {d) Contract or ) y
(b) EIN code identification number persons covered at end of (f) From (9) To
policy or contract year
36-2739571 79413 702633 1184 01/01/2014 12/31/2014

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

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount (d) Purpose {e) Organization code

For P k Reduction Act Notice and OMB Control Numbers, see the instructi for Form 5500.
r Paperwork Reduction u instructions for Schedule A (Form 5500) 2014

v. 140124
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount {d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount {d) Purpose code

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

Fees and other commissions paid

{b) Amount of sales and base {e) Organization
commissions paid {c) Amount {d) Purpose code




Schedule A (Form 5500) 2014 Page 3

Part il Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at Year nd.........c.oooveveerviverrvernriesrnsneecreneen 4

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

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

.............................................................................................................................................. 6b
Premiums due but unpaid at the end of the YEar ... e s 6¢c

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

Specify nature of costs P

b Premiums paid to carrier

e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D

7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1 D deposit administration (2) D immediate participation guarantee

3) D guaranteed investment (4) D other P

b Balance at the end of the previous year

C  Additions: (1) Contributions deposited during the Year ............ccc.ccouvurevevnren) 7c(1)
(2) DIVIAENAS BNG CLEOIS..........oivvoeeeeeesveecesereeeess s ess s sss s sss s sss oo 7¢(2)
(3) Interest credited dUNNG the YEAr.............coo.cooovoreeoeeee e ees e eeeserenaed 7¢(3)
(4) Transferred from SEPArate ACCOUN ........cov...ooveieveeoreereeeeeeeeeseseeeoeeeeereneeed 7¢(4)
(5) Other (specify below)
14

(B)T O] AAAIIONS ...t et e et et e cae et e bbb a R b sbs e s s b e b s ra s e bear e a s sb et
d Total of balance and additions (add INES 7B NG TC(B)). ....ceevrverireieeeresrier oo esis s s s vt enesesssensanrsceesrcion | 7d 0

€ Deductions: ,
(1) Disbursed from fund to pay benefits or purchase annuities during year 73(1)

(2) Administration charge made by Carrier ... 79(2)
(3) Transferred to separate aCCOUNt ........cccoeviieiiiiiin e 79(3)
(4) Other (SPeCify DEIOW) ....o.coviiiieiiiirr et et 78(4)
4

(B) TOBL BBAUCHONS ...e.oeevee oo eseeeeees s e esees e ns e es e oo e s oo en s 7e(5) 0
f Balance at the end of the current year (subtract line 7e(5) from line 7d) .............c.cooveeeivereimeoniiireninesesiciaces | 7f 0




Schedule A (Form 5500) 2014

Page 4

Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee 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 D Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) D Long-term disability
i D Stop loss (large deductible) j D HMO contract

c[] vision

k D PPO contract

m E} Other (specify) PMENTAL HEALTH/SUBSTANCE ABUSE/EAP

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

| D indemnity contract

9 Experience-rated contracts:

——————

a Premiums: (1) AMOUNE FECEIVEM ....o.cvvirceriiceeeere e s 9a(1)
(2) Increase (decrease) in amount due but unpaid ...........c.cc.cooee.. 9a(2)
(3) Increase (decrease) in unearned premium reserve.................. 9a(3) l
(4) Earned ({1) + (2) = (3)) v oveeerereiiecee e OO OO PO PO PO PPPRPTO l 9a(4) 0
b Benefit charges (1) Claims paid ..........cc.ccoooeoivoereieeneceecee s 9b(1)
(2) Increase (decrease) in Claim resServes .............cococecvveveviveveeens 9b(2)
(3) Incurred. claims (2Ad (1) 8NA (2)) ..ottt ettt 9b(3) 0
(4) CIAIMS CRAIGET -..o.ocvveicetieece ettt ente e b s e bbb e s e s e bs et eet s s st s st ens e s ersesens s es st seseses e seness s sens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS 1..ovvemrrrereeiarrineaserecrirsseraerereseiberereeseneansneansres 9c(1)(A)
(B) Administrative service or other fees ... 9¢(1)}(B)
(C) Other specific acquisition costs... 9¢c(1)(C)
(D) OLhEr @XPENSES ...ovcveviviireieiee e s 9c(1)}(D)
(E) TAXES.covvovieeiiceetetet et er e b ses e rnes e Sc(1)E)
(F) Charges for risks or other contingencies .. 9c(1)(F)
(G) Other retention Charges .........cocooveveeveeineiere e 9c(1)G)
(H) TOMAI FELBNTION ........oieeoo ettt e bt s et em s s et be b bese et bt en st s ras s neens s 9c(1)(H) 0
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credifed.) ......c.ccevreenees 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................... 9d(1)
(2) ClAIM FESEIVES .....ovv et ierereiecrriseesesseeseeress e eaes s eeeescoeees et er s e st ea s s s s b s e et ee 8 e b b et hr s et s 9d(2)
(3) OUREE FESEIVES ....ovoeeveeeterecseeeesssse e eseesscaesesseessssseeesseesseseesas s sssess s s s ssesssaesssamsn e e s ensssensnaaes s s ns s s sessmsanssbans e seee 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier 10a 124759
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 |, line 2 above, report amount............ccocooveeincn 10b

Specify nature of costs P

Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes

No

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



SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

b File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST — plan number (PN) » 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 51-2017261

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

1 Coverage Information:

(a) Name of insurance carrier

WILLAMETTE DENTAL, INC.

e) Approximate number of Policy or contract year
{c) NAIC (d) Contract or (
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
91-1702099 47050 72148 1689 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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 ali persons).
{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount (d) Purpose {e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, the instructi for Form 5500,
p rk Reduction Ac ice an mbers, see instructions ) Schedule A (Form 5500) 2014

v. 140124
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{a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b} Amount of sales and base
commissions paid

{c) Amount

(d) Purpose

(e) Organization
code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{c) Amount

(d) Purpose

(e) Organization
code

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

{b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount

(d) Purpose

(e) Organization
code

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

{b) Amount of sales and base

Fees and other commissions paid

commissions paid

{c) Amount

{d) Purpose

(e) Organization
code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid

{c) Amount

{d) Purpose

{e) Organization
code




Schedule A (Form 5500) 2014

Page 3

Part Il investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ...............c...cccoocooorvooiooeveren. 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 P
B Premilms PaIG 10 CAITIET ... ee e ettt 6b
C  Premiums due but unpaid at the end of the YEar ... beare s s 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or polCY, ENEr AMOUNL. L.........ooiiiiiiiee ettt be s easeebeasn i
Specify nature of costs P
e Typeofcontract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f I contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment (4) D other P
b Balance at the end of the PreviOUS YEAI ...ttt et | 7b 0
C  Additions: (1) Contributions deposited during the year..............c.ccocoovevenn.... 7c(1)
(2) Dividends and Credifs..........ccoooioi i 7c(2) l
(3) Interest credited during the Year..........cc.co. v e 76(3) l
(4) Transferred from separate aCCOUNt.......cooviviiiiiiie e 7c(4)
(5) ONEr (SPECHY DEIOW) ... eeresseeereerecereereeee s ereeres et seesessrosernesreeeenen 7c(5)
N .
(BYTOMAl AUAIIONS ..ottt et et st s st e cae e evasra e e s naseer 2t e seeEnsam ses st s hases e samsestebeebe b essessenesraesnsrsses

d Total of balance and additions (add lines 7b and 76(6)). —.....co.cvvovvrevevrerreerrnn.

€ Deductions:

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

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

............................................. 7e(2)
.............................................. 7e(3)
.............................................. 7e(4)

(2) Administration charge made by carrier ...........
(3) Transferred to separate account .....................
(4) Other (specify below) .......c.cocvvivviiniciiiens
4

(5) Total deductions.......c..ccveiiiinee e

7e(1) : [




Schedule A (Form 5500) 2014 Page 4

Part lll | Welfare Benefit Contract Information

if more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individua! 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 typé (check all applicable boxes)

a D Health (other than dental or vision) b @ Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract 1 D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a8 Premiums: (1) Amount received 9a(1) 2046210
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in unearned premium reServe.........ccoccoeeeeevenenns 9a(3)
(4) Earned (1) + (2) - (3)) cvvv oot 9a(4) 2046210
b Benefit charges (1) Claims paid 1688883
(2) Increase (decrease) in Claim FESEIVES ..........ccvvevevevrieinverie e 9b(2)
(3) Incurred claims (add (1) and (2)). 9b(3) 1688883
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ..oo.oevvereeeereee oot ee e een e ess e 9c(1)(A) 61386
(B) Administrative service or other fees ... 9¢c(1)(B) 122773
(C) Other specific aCQUISIION COSIS.......covviiiereirrce e 9¢(1)(C)
(D) OLhEr @XPENSES ....o.uiirieir ettt et ssbaacs 9c(1)(D)
(B) TAXES..erveiveeeesees oot s e 9c(1XE) 49109
(F) Charges for risks or other contingencies ...........cccccconveinniiiconens 9c(1)(F) l
(G) Oher retention ChATGES ......co.vveeveevensioseesssecseres s 9c(1)(G)
(H) TOMAE FEERITHON ..o oo oot eee et ee et e e s s o et e et enesn s et th st b s s 9¢c(1)(H) 233268
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ............ 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................... 9d(1)
(2) ClaMM FESEIVES ..o eeeee et e estere e es e eetee st b s e e ss s s st ss s e b s 0o b a2 ns e s ssesemres s s s en bbb s b nt e 9d(2)
(3) ONEE TESEIVES .....voteesieieiieiee oot eeete ettt ee e eb s et e b cese s ss et cae st b St h R e b S a s bbbt semee st 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) .......cooccovevriiiricnnnn 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArTIer ... e 10a
b  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount..........c.cccccoiinn. 10b
Specify nature of costs P
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Labor .
Employee Benefits Security Administration P File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) » 550

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

HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

(a) Name of insurance carrier

CONNECTICUT GENERAL LIFE INSURANCE COMPANY, A CIGNA COMPANY

Approximate number of Policy or contract year
(€) NAIC (d) Contract or (e)
- (b EN code identification number persons covered at end of () From (g) To
policy or contract year )
23-150374¢9 65498 ABL980009 4903 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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 Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount {d) Purpose {e) Organization code

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2014

v. 140124



Schedule A (Form 5500) 2014 Page 2 -

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

Fees and other commissions paid

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

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid {e) Organization

commissions paid {c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e} Organization

commissions paid {c) Amount (d) Purpose code

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

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {¢) Amount (d) Purpose code




Schedule A (Form 5500) 2014 Page 3

Part i 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 ............ccccooovvoveereinerrreernrieerennenns. 5

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

D Premitims Paith 10 CAIMTIET ...o.ov.ovecs et 6b

C  Premiums due but unpaid atthe end of the YEar ... et 6c

d  if the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, ENEEr @MOUNL. ...ttt ettt

Specify nature of costs P

€  Type of contract: (1) D individual policies (2) D group-deferred annuity
(3) D other (specify) P

f i contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: )] D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P

b Balance at the end of the PreVIOUS YA ...........cco..cocooivvieeeeeeeeeeeeeeeveeeesee oo eeeeeeee e es e s eseens s | 7b
C  Additions: (1) Contributions deposited during the year...........ccccccoeevverernnn., 7¢{1)

(2) DIVIAENAS NG RIS ..o oooveroeooeeeoo oo e 7c¢(2)

(3) Interest credited during the YEar...........cooo.ccoooovvveeeeeeeeeeeescee o] 7¢(3)

(4) Transferred from SEParate 8CCOUNE ............ccooooervorvrmreees e o] 7¢(4)

(5) Other (SPeCify DEIOW) .o.oovevii e 7¢(5)

[ 4

(BYTOtAl BUARIONS ..ottt ettt ettt b eete s et e e estseb e e s s e rt s be et ans s emenene s
d Total of balance and additions (add nes 7b and 7C(6)). ......occoerrvireeieeireerees et esseeesies
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 76(1)
(2) Administration charge made by Carmer ... 79(2)
(3) Transferred 10 separate aCCOUNL ... vecrie et sren e 79(3)
(4) Other (SPeCify DEIOW) ....c.cceiriiiiiiieie e 7e(4)
4
(5) TOMAI BAUCHIONS ...ovevevtev e iares et ee et eae sttt bt s s e Ao es e neeech et ca s as oot anmass ot e cmaenbeanes s 73(5)

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




Schedule A (Form 5500) 2014 Page 4

Part Ill | 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 D Health (other than dental or vision) b D Dental [ [l Vision d El Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k [l PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts: [
a Premiums: (1) AMOUNt reCEIVEA ..........c.oovivirciceiie e 9a(1) 1728
(2) Increase (decrease) in amount due but Unpaid ... 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe............o.occoceeveeecrnnn 9a(3) ,
B P N v T ) ) DSOS | 9a(4) 1728
b Benefit charges (1) CIaims Paid ............cov o] 9b(1) 444
(2) Increase (decrease) in Claim rESEIVES ..........cocceveeevereirerer o nee 9h(2)
(3) Incurred claims (A (1) NG (2))...ovvere oo rb ettt 9b(3) 444
{4) CHAIMS CHAIGEA ...ooooeoeecee oot s et s e e s s s e et 9h(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMUSSIONS ©.....oooveieeeieeeeeeee e e e et es e e 9c(1)}(A) 173
(B} Administrative service or other fees .....c...c.ocoeeeriiiiiinnrcinnreccens 9¢(1)(B) 18
{C) Other specific acquisition costs .1 9¢(1XC)
(D) OtREr @XPENSES ....cvvevcvecerie et eseaesesn e ss s essss s st eseaserrseensd 9¢(1)(D)
() TBXES.ceorereeeereeeseeeeeesee oo seseseeses s sesereeeessenseeeesses e eessoesesse s eoseseenrees 9c(1)(E)
(F) Charges for risks or other contingencies ...........c.cccoecoinriivcccnns 9c(1)(F)
(G) Other retention ChANGES .........oco.oevevrivirorreieeecriieee e 9c(1)(G)
(H) TOAI FEBIHON ......ooo.ooooveeeee ettt ss e s es s e s eba 9c(1)}(H) 191
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) ClAIM FESEIVES ....ooocveee e teeeitet e e resteveraeses e ebe s ess s as 15 se bt 1o n e re s e b st S8es a2 s b et s s s es et san s 9d(2)
(3) OFNEI FESEIVES ........ooveeeeceeaceeteiete et tes et aeseb st s s s s s e s s 23812t s e aes s s e b st s snenbeben s smnsra s sante 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carmier ... s 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 |, line 2 above, report amount...............occel 10b
Specify nature of costs P
Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes @ No

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



SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Employee gsr?:gtg\ gr;tcatuL;a Xgrministraiion : b File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) > 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and lll can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

WASHINGTON DENTAL SERVICES

e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or {
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
891-0621480 47341 522 7494 01/01/2014 12/31/2014

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 Fees and other commissions paid

commissions paid {c) Amount {d) Purpose {e) Organization code

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

Fees and other commissions paid

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2014

v. 140124
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

{b) Amount of sales and base
commissions paid {c) Amount {d) Purpose

(e} Organization
code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount {d) Purpose

{e) Organization
code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount (d) Purpose

(e) Organization
code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount {(d) Purpose

{e) Organization
code

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

Fees and other commissions paid

{b) Amount of sales and base
commissions paid {c) Amount {d) Purpose

(e} Organization
code




Schedule A (Form 5500) 2014 Page 3

Part |l 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..............c..cocoooooooioiierirreriennas 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
D Premitms PaIG 10 CAMIEE ..o oot eee et e e nn et e 6b
C  Premiums due but unpaid at the end Of the VAN ...ttt e 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter @aMOUNL. ...t e
Specify nature of costs P
€ Typeof contract: (1) D individual policies (2) D group deferred annuity
(3) D other (specify) P
f  if contract purchased, in whole or in part, to distribute benefits from a terrﬁinating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a  Type of contract: 1) D deposit administration (2) ]___] immediate participation guarantee
{3) D guaranteed investment (4) D other P
D Balance at the end of the PreVIOUS YEAT .................oooooovooieioerooeocoooeeoeeeeseeeseooeoeeeeseeesesoeoreeeeesss oo | 7b 0
C  Additions: (1) Contributions deposited during the year | 7e(1)
(2) Dividends and CredifS...........ocooovieiiiiiiirie e 7¢c(2)
(3) Interest credited during the YEar ... 7¢(3)
(4) Transferred from separate aCCoUNt ... 7C(4)
(5) OEr (SPECHY DEIOW) ... cvereeeereeereeeeeeeeecesseeeereeseseseessres s envesesseesens s eesenen] 7¢(5)
4
(BYTOAI BAGIIONS .........eocvoos oo eeoeeeeeeeses e es oo et 7¢(6)
d Total of balance and additions (add HNes 7H @nd TE(B)). ..c.cooviviveeeeeiee e en e ] 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 79(1)
(2) Administration charge made by carrier ... 79(2)
(3) Transferred t0 separate aCCOUNE ....oovvviicrirec e 79(3)
(4) Other (SPECIfY DEIOW) ..o 7e(4)
»
(5) TOLA! dEOAUCHIONS ..ottt et e ettt e et e s o s n e eh 2 e b eneraaseerasemneanenensriinn 79(5)

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




Schedule A (Form 5500) 2014 Page 4

Part il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check ail applicable boxes)

a D Health (other than dental or vision) b | Dentat c D Vision d D Life insurance
e D Temporary disability (accident and sickness)  f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

l

a Premiums: (1) AMOUNE FECEIVET .......ccciriimmieriiieerer e 9a(1) 2633425
(2) Increase (decrease) in amount due but Unpaid ..........coceevceerriveiveennan, 9a(2)
(3) Increase (decrease) in unearned Premium rESEIVe......coovvvveereveeveenn. 9a(3)
(4) EAMEA {{71) F (2) = (B)) oo eeeeeeereimre ettt sttt ebaae s s s bbb e e h b see ek eh bttt ena st r st [ 9a(4) 2633425
b Benefit charges (1) CIaims PaId ....oo.cvovveovieeeeeeeeecee et 9b(1) 2420170
(2) Increase (decrease) in Claim reSEIVES ..........ccoevureeceirencrveccae s 9b(2)
(3) Incurred claims (Aadd (1) ANG (2)) ..ottt et a ettt s et et ne e 9b(3) 2420170
(4) CIAIMS CRATGEA ....cvitveiever ettt e es st ea s e st e s e s s sbe st b ebs et e e s ss s rssaesaserssanesesssassssessassesesansesesenn 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) -~
. {A) COMMUSSIONS ....o.cie ettt e e 9c(1)}A)
(B) Administrative service or other fees 9¢(1)(B) 213255
(C) Other specific acquisition COstS..........cccovniiiiiiiiiiii, ... 9¢(1)(C)
(D) Other EXPEMSES .c.ovcvviiiieveetee et es et et s et s 9c(1)(D)
() TBXES it oeeveeee oo eeeereeeee o eee e essese e esere oo e er e reseeee 9¢(1)E)
(F) Charges for risks or other contingencies ...........c.ccooceeeievveiericieens 9c(1)(F)
(G) Other retention Charges ..........cocoeoioieiiiiine e 9¢(1)(G)
(H) TOMAI FEIBNHON ..ottt sttt et st en s ens et n s e e st e s e s n s ensar e raennseneas 9c(1)(H) 213255
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ... 9¢(2)
d  Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) CIAIM FESBIVES ... ireeie et ettt et eee bt e eas ot ee e ae s st s s b bs s et h st es st s ssneanen 9d(2)
(3) Other reserves . 9d(3)
€  Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢{2).) ..o 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArTIEr ..ottt 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the coniract or policy, other than reported in Part |, line 2 above, report amount..............c..ocoeeveeere. 10b

Specify nature of costs »

Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............

D Yes

@No

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



SCHEDULE A Insurance Information
OMB No. 1210-0110
{Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Interal Revenue Senice Employee Retirement Income Security Act of 1874 (ERISA). 2014
Department of Lab i
Employee B:r?:ﬁgggcgrityaAz:ninistration } File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B - Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) > 550
C Pian sponsor’'s name as shown on line 2a of Form 5500 ‘D E’mployer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE 91-2017261

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

1 Coverage Information:

(a) Name of insurance carrier

OPTIONS HEALTH CARE, INC.

e} Approximate number of Policy or contract year
(c) NAIC (d) Contract or {
(b) EIN code identification number persons covered at end of (f) From {g) To
policy or contract year
91-1467158 47055 6813500 5518 01/01/2014 12/31/2014

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 Fees and other commissions paid

commissions paid {c) Amount {d) Purpose {e) Organization code

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

Fees and other commissions paid

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

For Pa| ork Reduction Act Notice and OMB Control Numbers, see the instructions for F 5500.
perwork Reduction : structions for Form Schedule A (Form 5500) 2014

v. 140124
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid {c) Amount ) (d) Purpose

(e) Organization
code

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

(b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount (d) Purpose

(e) Organization
code

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

{b) Amount of sales and base Fees and other commissions paid

commissions paid {c) Amount {d) Purpose

(e) Organization
code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid {c} Amount {d) Purpose

(e) Organization
code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid {c) Amount {d) Purpose

{e) Organization
code




Schedule A (Form 5500) 2014 Page 3

Part Il Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this confract in the general account a1 Year end............o.oouevveeeevereereecosneeseeenens 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 P
D Premilms Paitdh 10 CAMEr ...o.ovov.eceee ettt es e ee et e et r e s 6b
C  Premiums due but unpaid at the end of the YBAr ..........ociiiii e et senes s 6¢
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or poliCy, eNter BMOUNL. ...t ea e b s
Specify nature of costs P
e Typeof contract: (1) D individual policies (2) D group deferred annuity
(3) [] other (specify) P
f i contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 14 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: ) D deposit administration 2) D immediate participation guarantee
(3) D guaranteed investment 4) D other b
b Balance at the end of the PrEVIOUS YEAT .........coovvivoeeeeeeoeeeeeeeeveeeeceree s eoes s s onses e s s e ere s svsesrenean | 7b
C  Additions: (1) Contributions deposited during the year ... -1 7e(1)
(2) Dividends and creditS.........c..ocoveoveeceriiirrcreeniinens SOV OO 70(2)
(3) Interest credited during the year.............cocoiiiini e 70(3) I
(4) Transferred from separate aCCOUNt . .......oovevii i 70(4) I
(5) Other (SpeCify BEIOW) .o i e 70(5)
4
(BYTOMA) BAGIIONS ... eveoo oo ee e eees e ese s et ene s e s eee e eee e eee s s reeeseessneaeses s 7¢(6)
d Total of balance and additions (add lINEs 7B @nd TC(B)). . .co.ovivovoveierreoeeeeeeeeoeee oot s e eeas e
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e( 1) |
(2) Administration charge made by carmier .............coi e 73(2)
(3) Transferred t0 SEPArate CCOUM ..........vvevveeeeeeesreeeeeeeesseeseeseessessesen o] 7e(3)
(4) Other (specify Below) ... e 7e(4)
N -
(5) TOMAL AEAUCHIONS ...ttt ea et eae bt s e st es a2 e s e st eaeseahaka s bes e st e s ess s s ebesas s ebare s esararesbnsesesarsone 7¢(5)

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




Schedule A {(Form 5500) 2014

Page 4

Part 1l | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a @ Health (other than dental or vision) b D Dental [ @ Vision d D Life insurance
e D Temporary disabifity (accident and sickness) D Long-term disability g D Supplemental unemployment  h @ Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract
m [ ] Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) AMOUNT rBCEIVET ...........cormiiicre s 9a(1) 30524721
(2) Increase (decrease) in amount due but unpaigd ............coceveiiriiceene 9a(2)
(3) Increase (decrease) in unearned premium reServe........ocovrvecveeennnn 9a(3)
(4) Earmned ((1) + (2) = (3)) coorreeeree et e 9a(4) 30524721
b Benefit charges (1) ClaIMS PaId ........c.coeevevverrerene e
(2) Increase (decrease) in claim reserves N
(3) Incurred claims (B0 (1) NG (2)).vivee ettt s s bbb st en e 9b(3) 0
(4) CHAIMS CRAFGEA ..o.oviveiieveties ettt et s st s resh e s n s o3 s ss s s st s e s e st 3t sb et ems b s sss st esssar s rs et eraniare 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...cvvvveseieceieeeeeeee e ere s ees s 9c(1)(A) 72222
(B) Administrative service or other fees .........coocvvvrcireivnne s 9¢(1)}B)
(C) Other specific acquisition COStS...........ccirvcieniiiciie s 9c(1)(C)
(D) OHEI EXPENSES ....vveveivieerieiarereaeisiereecesiss et rsesesancsasesebasensassnseneea 9c(1)(D)
(E) TAXES . ouiveieeeeeeeee ettt e et e ettt e n et sttt es e nraen e 9¢(1)E)
(F) Charges for risks or other contingencies ............cccocoviiiiiecnane 9c(1)(F)
(G) Other retention CRATGES .....ccoooceverierieerececimsaene s crre e ansaesnsens 9c(1)(G)
(H) TOAI FEIENTION ......ovveceoev et ss et e et et ses s - 9c(1)(H) 72222
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) .....ccccverene 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................... 9d(1)
{2) CIAIM FESEIVES ... uveeeiteieieiecte ettt ettt s bbb bbb e b a1 3 b e st 9d(2)
(3) Other reserves 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ..., 9¢
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid 10 CArier ... 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 |, line 2 above, report amount. ..........cc.coeoevveeicrnn. 10b
Specify nature of costs P
7
| Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes - No

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2014
Department of Lab .
Employee B:r?:ﬁt;nggcgritya/«\g:ninistration b File as an attachment to Form 5500,
Pension Benefit Guaranty Corporation » Insurance companies are requireq to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit

HANFORD EMPLOYEE WELFARE TRUST plan number (PN) » 550
C Pian sponsor’s name as shown on line 2a of Form 6500 D Employer identification Number (EIN)

HEWT ADMINISTRATIVE COMMITTEE 91-2017261

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and lll can be reported on a single Schedule A.

1 Coverage Information:

{a) Name of insurance carrier

CONTINENTAL CAUSUALTY COMPANY

e} Approximate number of Policy or contract year
¢) NAIC (d) Contract or {
(b) EIN ¢ . e . persons covered at end of
code identification number policy or contract year (f) From (g) To
36-2114545 20443 10445 107 01/01/2014 01/01/2014

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

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid {c) Amount {d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500, B

Schedule A (Form 5500) 2014
v. 140124
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(a} Name and address of the agent, broker, or other person o whom commissions or fees were paid

{b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (¢) Amount {d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount {d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (¢} Amount (d) Purpose code

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

Fees and other commissions paid

{b) Amount of sales and base {e) Organization
commissions paid {c) Amount {d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid {c) Amount {d) Purpose code




Schedule A (Form 5500) 2014 Page 3

Part Il Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account at Year @Nd..........coocovvevevvevvoveveeeeeererionrnns 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 »
D Premiums Paid 10 CAITIEE .. ....c..covvoiveveeees oot a e ee e es s es et ese e ee et en et s ereemess s 6b
C  Premiums due but unpaid at the end OF the YEAr ..ot ev bt 6¢c
d  If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @MOUNT. ... e b
Specify nature of costs P
e Typeof contract: (1) D individual policies (2) D group deferred annuity
3) D other (specify) ¥
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1 D deposit administration (2) D immediate participation guarantee
(3) D guaranteed investment 4) D other P
b  Balance at the end of the previous VAT ottt eee e et e et e et et e e e h e bt a bt a e be b e st et ea e b ae et e rtearbear st entan [ 7b
C  Additions: (1) Contributions deposited during the year ..o, 7¢(1)
(2) DIVIAENdS 8NG CTEAIS ... ooooeeoroeeoeeoeeoseeeeeverr oo ceeereee e eeerer s 7¢c(2)
(3) Interest credited GUNNG thE YEAT .........cocovveeeeereeereeeeree oo reere e esessenes 7¢(3)
(4) Transferred from separate aCCoUNt .......ccoceiviriiciir e e 70(4) .
(5) ONEr (SPECIHY DEIOW) ... vervveserees e eeereeeresseraee e sreesseeseensesessrseessees oo 7¢(5)
4
(BYTOMA! AAGIIONS ... cv..voe e e eeeeeee s ene s eee s eese s s e se s s ees s eeseseres e e s e et e es et e ee st resee e eee st seeseseeeeseeeees e ereerresees 7¢(6)
d Total of balance and additions (2dd INES 71 @NA TGB)). .v.v.ovvreirirece e eeieeeeeeeee et eeves oo nereseare e ereees | 7d
€ Deductions:
(1) Disbursed from fund to pay benéefits or purchase annuities during year 73(1)
(2) Administration charge made by carfier ..........ccovcvv e 78(2)
(3) Transferred to separate account ..........cc.occvveiii e 79(3)
(4) Other (Specify beIOW) ..ot e ] 7e(4)
4
(B) TOAI AEUUGHONS .....c......ovosevsse s seers s es s se s s s ees sttt s e s st s rec s enrs 7¢(5)

f Balance at the end of the current year (subtract line 7€(5) from i€ Td)........co..oooevvovieoeieoioereeeoeeeeeooeeeeeeseereeerene. [ 7f




Schedule A (Form 5500) 2014 Page 4

Part lil | 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 D Health (other than dental or vision) b D Dental [ D Vision d D Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i [:I Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m Other (specify) PLong Term Care

9 Experience-rated contracts:
@ Premiums: (1) AMOUNE TECEIVET .......cccovuimciiririi e 9a(1) 85541
(2) Increase (decrease) in amount due but Unpaid ..........ccccoevreeernereinrane. 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........cocvvvvecenrarnenn) 9a(3)
O R R T ) ) O — | 9a(4) 85541
b Benefit charges (1) Claims Paid ..........cooovovervroveeeee e 9b(1)
(2) Increase (decrease) in Claim rESEIVES .......co.evcvimeerecrverirnrerieneeeeeaenesnnes 9b(2) ;
(3) Incurred claims (A (1) NG (2)) c.vvvvvie oot tes bbbt 9b(3) 0
(4) CIAIMS GRAFGEA ......o.oooeeveceoeeeee et ee ettt ettt s b a8t b e s s bttt 9b(4)
€ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....ovvoesctvieeios s e en et sae s 9c(1)(A) 10264
(B) Administrative service or other fees ... 9c(1)}B)
{C) Other specific acquisition costs 9c(1)C)
(D) OLNEI BXPENSES ...ocvvverererrreritienes st ereesesesese s sssesaressess s 9¢(1)(D) l
(E) TBXES..oriiveuireitettetir e ea st rb et et b e ar e e st enan 9c(1)XE) |
(F) Charges for risks or other contingencies ... 9¢(1)(F) l
{G) Other retention Charges ..........ccccoveeiiiiecnir i 9¢c(1)(G)
(HY TOAE TEEENEON ..ot st b bbb 1 9c(1)(H) 10264
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ..o 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................... 9d(1)
(2) ClAIM FESEIVES ....ooovieveeeeiecveresee et eeae e es st necr e s ese s e et er ettt 9d(2)
(3) OFNEI TESEIVES ...ovvieviiviee ettt et st r sttt ts s ss s ena et s e e snne .1 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to GAITIBE oo eeeee e eeeeeeseee oo s et eerer e ee s eerres 10a
b ifthe 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............coceoeerrecnnnd 10b

Specify nature of costs

I_P-art IV | Provision of Information

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

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



SCHEDULE C. Service Provider Information OME No 1210-0110
(Form 5500) 0014
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 014
Internal Revenue Service : Retirement Income Security Act of 1974 (ERISA).
Department of Labi :
Employes Benefts Security Admiristration } File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Cerporation Inspectlon.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) 2 550
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
HEWT ADMINISTRATIVE COMMITTEE
91-2017261

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).. .. ............ D Yes @ No

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

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

(b) Enter name and EIN or address of person who provided you disclosure 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 and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2014
v.140124
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2014

Page 3 ~ |

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)

UNITED HEALTH CARE INSURANCE CO. 36-2739571
(b} (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
12 (f). f none, enter -0-.
49
NONE
Yes [] No 4] Yes [ | No [] ves [] No []
1035479

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

CONNECTICUT GENERAL LIFE INSURANCE 06-0303370
(b) (c) (d) (e) (0 (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
12 answered “Yes” to element
(f). ¥f none, enter -0-.
NONE
YesD No@ Yes[] Nol:] YesD NoD
401568
(&) Enter name and EIN or address (see instructions)
WASHINGTON DENTAL 91-0621480
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider exciuding | formuia instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
12 answered “Yes” {o element

. Hnone, enter -0-.

NONE

213255

Yes D No @

Yes D No D

Yes D No D
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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)

DAVIS WRIGHT TREMAINE 91-0839480
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider- Did indirect compensation Enter total indirect Did the service
Code(s) jemployer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
29 ). If none, enter -0-.
NONE
YesD No@ YesD NoD YesD NoD
137322
{(a) Enter name and EIN or address (see instructions)
ONE EXCHANGE 26-0775680
(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
12 answered “Yes” to element
(f). if none, enter -0-.
NONE
YesD No@ YesD NoD YesD No[:[
128287
(a) Enter name and EIN or address (see instructions)
MERCER 13-2834414
(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
11 answered “Yes” {o element

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

NONE

50940

Yes D No @

Yes D No D

Yes D No D




—
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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)

CONEXIS 20-0198855
(b) (c) (d) (e) U] (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter fotal indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. if none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
12 (M. If none, enter -0-,
NONE
YesD Nog] YesD NoD YesD NOD
48530
(a) Enter name and EIN or address (see instructions)
EXPRESS SCRIPTS, INC. 41-1627938
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which youlestimated amount?
12 answered “Yes” to element
f). fnone, enter -0-.
NONE
YesD No&] YesD NoD YesD NoD
24760
(a) Enter name and EIN or address (see instructions)
MOSS ADAMS LLP 91-0189318
(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
10 answered “Yes” to element

{f). 1f none, enter -0-.

NONE

19500

Yes D No @

Yes D No D

Yes D No D
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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)

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” {o element
(f. I none, enter -0-.

SPECTERA 36-2739571

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or  jby the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
12 (f). I none, enter -0-.
NONE
YesD No@ Yes[___] NoD Yes]:[ NoD
10019
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) () (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
YesD NoD Yes[:l NOD YesD NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D No D
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Part| [Service Provider Information (continued)

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

many entries as needed to report the required information for each source.

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

(b) Service Codes
(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.

(@) 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.
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| Partll | 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

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

{b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

(b} Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

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

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

{b) Nature of
Service
Code(s)

{(c) Describe the information that the service provider failed or refused to
provide
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Partlll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: / : b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position: ]

d Address: e Telephone:

Explanation:
a Name: b EIN:
C  Position: [
d  Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:
d Address: € Telephone:
Explanation:

a Name: l b EIN:
€ Position: . ‘
d  Address: ‘ € Telephone:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Depariment of Labor
Employee Benefits Security Administration

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

2014

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B  Three-digit
HANFORD EMPLOYEE WELFARE TRUST plan number (PN) N 550

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

HEWT ADMINISTRATIVE COMMITTEE

D Employer Identification Number (EIN)

91-2017261

Partl lAsset 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 1¢(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), 1¢(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 ...........ccoiviiiiii e
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions.........occooveiiiiiee et
(2) Participant contributionS ...........cccorinicnc s

(B) OHNBI .. e e e

C General investments:
(1) Interest-bearing cash (include money market accounts & certificates
OF AEPOSIH).....ooiiiii i

(2) U.S. Government SECUNMHES .......cccoovriririarin e eeie e
(3) Corporate debt instruments (other than employer securities):
(A) PrefeITed ..ot ettt
(B) All other .
(4) Corporate stocks (other than employer securities):
(A) PIefeITed ...ttt e s
(B) COMMON.. .ottt

(5) Partnership/joint venture interests ...
{6) Real estate (other than employer real property).........ccccvrnvevciinenrcrecnn.
(7) Loans (other than to participants)

(8) Participant 1oans..........ccocoiiiiiiiiiiii e
(9) Value of interest in common/collective trusts ...........ccocoeine i
{10) Value of interest in pooled separate accounts ........coceevriacvenieeriivanans
(11) Value of interest in master trust investment accounts ...........cc.o e

(12) Value of interest in 103-12 investment entities.............ccooceiiiinne.

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

{14) Value of funds held in insurance company general account (unallocated
[ole 111 =T 1) TS U UUPPUUSRPRPUSROUNE

{15) OtNEE e ettt s et

1a 5221662

e

1b(1) 2095691

3307157

3022904

1b(2) 59641 74983

1b(3) 130000 120000

B

1¢{1)

1¢(2)

1c(3A)

1¢(3)(B)

1c(4)(A)

1c(4)(B)

1¢(5)

1¢(6)

1¢(7)

1¢(8)

1c(9)

1¢(10)

1c(11)

1c(12)

1¢(13)

1c(14)

39040 0

1c(15)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule H (Form 5500) 2013
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECURLIES ..........veevoeieieeeeeeeeeetee e rsee st ee st nssn s 1d(1)
(2) EMPIOYET 1] PIOPEMY .......voeercreiroieee et ei e s ene i 1d(2)
€ Buildings and other property used in plan operation ...........cc..cccooirviecninnn, 1e 0 39440
f Total assets (add all amounts in lines 12 through 1€) .........ccc.oveveveeeriienenienis f 7546034 6564484
Liabilities
g Benefit claims payable...........ccoocini et 19 2836949 2636753
h Operating Payables ..........cc..coo.ooiiiii ettt 1h
i AcQUISIION INDEDEANESS ... 1
j Other Habilities. ......ccooeveeii e 1j 4709082 3927661
K Total liabilities (add all amounts in lines 1g through1j) 1k 7546031 6564414
Net Assets
| Netassets (subtract line 1k from in@ 1) ..o I H | 3 70

‘ Part Il ]!ncome 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) Emplovers.. 2a(1)}(A) 90952636
(B) Participants 2a(1)(B) 26889075
(C) Others (INCIUAING FOIOVEIS) .....ovovvirviieeieieesesense e 2a(1)(C)
(2) NONCASH CONMHDUIONS ... ..oocovoeeirriereereneeserererieseess e esee s sesns et nennsens 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and fine 2a(2)................. 2a(3) 117841711
b Earnings on investments:
(1) Interest:
(A) lnte!’est—bearing cash (including money market accounts and 2b(1)A)
certificates of dePOSIt).........corerrviiiiic et
(B) U.S. GOVErNMENt SECUMIES ..........voveveeeeriiieiereeeeereeeeseeesee e 2b(1XB)
(C) Corporate debt INSUMENES .........coccrrveerrerreesienseseeseeeessssereseenens 2b(1)(C)
(D) Loans (other than to Participants) ...........ccccceeuererevremerrereirmsrirnsennes 2b(1)(D)
(E) Participant loans.. e et 2b(1)E)
(F)  OMNOI oot 2b(1)(F)
(G) Total interest. Add lines 2b(1)}{A) through (F)......c..ocoeveurrrriererinnen 2b(1)(G)
(2) Dividends: (A) Preferred S10CK...........ooevvivieiuiinnseiiassensesssessessnsessnsenes 2b(2)(A)
(B)  COMMON SEOCK....vvevecviriieeeesiee e isaesessssrss e sses s nsssssses 2b(2)(B)
(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) , 0
(B) RENS....coiieeieieeeeeeeieese et s s sees et iee s s s aens s s ansans s e 2b(3) ‘ '
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..........coceen.... 2b(4)(A)
(B) Aggregate carrying amount (see InStructions).........c.c.c.ceceveveiirnons 2b(4)(B) ;
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result............... 2b(4)C) | 0
{5) Unrealized appreciation (depreciation) of assets: (A) Real estate........................ 2b(5)(A)
(B) OUNEI ..o oo ee s ean e 2b(5)(B)
(C) Total unrealized appreciation of assets. 2b(5)(C) 0

Add lines 2b{(5)}{(A) and (B)........ccooceeir e
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(a) Amount (b) Total

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

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

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

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

(10) Net inve_stment gain {loss) from registered investment 2b(10)
companies (€.g., Mutual funds)......ccoooveiicii e
€ Other INCOME......cociiiiiiiiri e e e 2c
d Total income. Add all income amounts in column (b) and enter total 2d 117841711
Expenses

e Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 36483602

(2) To insurance carriers for the provision of benefits......................coccoooie.n. 2e(2) 78964694

(3) OMNEE .ottt 2e(3) 3168

(4) Total benefit payments. Add lines 2e(1) through (3)...ovvveer oo | 2e(4) 115451464
f Corrective distributions (see INSrUCHONS) ...........ovvvvevvieerieeeeeeee e 2f
g Certain deemed distributions of participant loans (see instructions)............... 2g
B INEIESt @XDENSE ...t 2h
i Administrative expenses: (1) Professional fees...........cc..coocovoooiieceoeeeeneeen. 2i(1) 2390180

(2) Contract administrator fees..... e 2i(2)

(3) Investment advisory and management feeS..........oovvvvevovenrecenersoreseneea, 2i(3)

(4) DI ooooe ettt 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4) 2i(5) 2390180
j Total expenses. Add all expense amounts in column (b) and enter total......... 2j 117841644

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 67
I Transfers of assets:

(1) TO RIS PIBR ... oot nes s 2(1)

(2) From this plan ..................................................................... 21(2)

I Part Hli |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) @ Unqualified 2 D Qualified (3) [] Disclaimer 4) I:[ ‘Adverse

b Did the accountant perform a limited scope audit pursuant to 290 CFR 2520.103-8 and/or 103-12(d)? D Yes No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: MOSS ADAMS (2)EIN: 91-0189318

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, or MTIA.  (2) D it will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

I Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTlAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 |Es also do not complete lines 4j and 4. MTiAs also do not complete line 4i.

During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) .....

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 1 if “Yes” is
ChEEKEA. ). et e e e e s
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Yes No Amount

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 Il if “Yes” is checked.) ........ccccccvveeinienne 4c X

.
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 11l if “Yes” is

CIEBOKEA.) ..o e e et e sttt ettt es e e 4d X

Was this plan covered by @ GRlity BONA? ........oov.ooeoreees s eeoeeereseeeeeeeseeseeseeese et ese e s de X 4000000

f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or diShONESTY? .ovii e

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?.......c.c.coooeviviciieviicnnns

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?.........

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIremMents.) ..o e

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format requirements.) ...

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

m  If this is an individual account plan, was there a biackout period? (See instructions and 29 CFR
43y R 10 R T U UV OSSR UU PRI P U PRUSTPRRP

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 28 CFR 2520.101-3....ooovivieinee 4n

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employerthis year...........cc.ococeeen.. D Yes B] No Amount:

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)

5¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... D Yes D No D Not determined

Trust Information (optional)
6a Name of trust 6b Trust's EIN
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REPORT OF INDEPENDENT AUDITORS

To the Trustees and Hanford Employee Welfare Committee of the
Hanford Employee Welfare Trust

Report on the Financial Statements

We have audited the accompanying financial statements of the Hanford Employee Welfare Trust, which comprise the
statements of net assets available for benefits as of December 31, 2014 and 2013, 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.

Management’s Responsibility for the Financial Statements

Management is responsible for the preparation and fair presentation of these financial statements in accordance
with accounting principles generally accepted in the United States of America; this includes 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.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on our audits. We conducted our
audits in accordance with auditing standards generally accepted in the United States of America. Those standards
require that we plan and perform the audit to obtain reasonable assurance about whether the financial statements
are free from material misstatement.

An audit involves performing procedures to obtain audit evidence about the amounts and disclosures in the financial
statements. The procedures selected depend on the auditor’s judgment, including the assessment of the risks of
material misstatement of the financial statements, whether due to fraud or error. In making those risk assessments,
the auditor considers internal control relevant to the Plan's preparation and fair presentation of the financial
statements 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 the Plan’s internal control. Accordingly, we express no such opinion. An
audit also includes evaluating the appropriateness of accounting policies used and the reasonableness of significant
accounting estimates made by management, as well as evaluating the overall presentation of the financial
statements.

We believe that the audit evidence we have obtained is sufficient and appropriate to provide a basis for our audit
opinion,

Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, the financial status
of the Plan as of December 31, 2014 and 2013, and the changes in its financial status for the years then ended, in.
accordance with accounting principles generally accepted in the United States of America.

o355 Blasms il

Yakima, Washington
September 8, 2015

1
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HANFORD EMPLOYEE WELFARE TRUST
STATEMENTS OF NET ASSETS AVAILABLE FOR BENEFITS

December 31,

2014 2013
ASSETS
Cash $ 3,307,157 $ 5,221,662
Contribution receivable
Sponsors 3,022,904 2,095,691
Participants 74,983 59,641
Rebate receivable 120,000 130,000
Prepaid insurance 39,440 39,040
Total assets 6,564,484 7,546,034
LIABILITIES
Drafts payable 146,586 376,496
Accounts payable 2,177,048 2,224,010
Other liabilities 4,240,780 4,945,525
Total liabilities 6,564,414 7,546,031
NET ASSETS AVAILABLE FOR BENEFITS $ 70 $ 3

See accompanying notes. 2




HANFORD EMPLOYEE WELFARE TRUST
STATEMENTS OF CHANGES IN NET ASSETS AVAILABLE FOR BENEFITS

Year Ended December 31,
2014 2013
ADDITIONS TO NET ASSETS ATTRIBUTED TO:
Contributions
Sponsors $ 90,952,636 $ 92,824,548
Participants 26,889,075 23,224,492
Total additions ’ 117,841,711 116,049,040
DEDUCTIONS FROM NET ASSETS ATTRIBUTED TO:
Benefit expense
Health care claims 33,184,540 35,642,211
Health care premiums 71,214,442 67,042,788
Life insurance premiums 5,690,494 5,607,408
Disability insurance claims 2,953,658 3,154,972
Disability insurance premiums 2,408,330 2,337,023
Administrative expenses 2,390,180 2,264,644
Total deductions 117,841,644 116,049,046
CHANGE IN NET ASSETS 67 (6)
NET ASSETS AVAILABLE FOR BENEFITS
Beginning of year 3 9
End of year $ 70 $ 3

See accompanying notes. 3




HANFORD EMPLOYEE WELFARE TRUST
NOTES TO FINANCIAL STATEMENTS

Note 1 - Description of Plan

Formation of the Plan - The Hanford Employee Welfare Trust (the Plan) provides benefits to the eligible
employees and retirees of Hanford Site Contractors. The Plan was established January 1, 2000 and is
administered by the Board of Trustees. Prior to January 1, 2000, the benefits offered through this Plan were
administered by Fluor Hanford. All sponsoring employers are prime contractors or subcontractors for the
Department of Energy (DOE) at the Hanford Site in Richland, Washington.

General - The following description is provided for general information purposes only. Participants should
refer to the Plan documents for complete information regarding all of the Plan’s definitions, benefits,
eligibility, and other matters. The Plan is a health and welfare plan and is subject to the provisions of the
Employee Retirement Income Security Act of 1974 (ERISA).

Benefits - The Plan currently provides comprehensive health benefits, life insurance coverage, long-term
and short-term disability benefits, death benefits, dependent care flexible spending accounts, and medical
flexible spending accounts for employees. The Plan covers medical and life insurance for retirees and
dependents under age 65.

Health, disability, and death benefits are provided as either fully insured or claims based. Fully insured
programs are administered by Group Health Cooperative, CIGNA, and Willamette Dental, Inc. Claims based
benefits are administered by UnitedHealthcare, CIGNA, Express Scripts, Inc., and Delta Dental of Washington.
Annual open enrollments offer participants the opportunity to change their coverage elections.

The Plan provides COBRA and/or Displaced Worker Medical Benefits, which are administered by Conexis, to
participants.

The Plan provides retiree health reimbursement arrangement accounts, which are administered by
OneExchange, to Medicare-eligible Plan participants over 65.

The Plan provides post-retirement life insurance for retirees over age 65.

Eligibility - Both full and part time {(in excess of 20 hours a week) regular employees are eligible for
benefits. Retirees who have at least 10 years of pension vesting credit, are at least age 55 as of the last day
worked prior to retirement, and pay the required contributions, are eligible for continuing medical and life
insurance coverage. Employees terminated due to a reduction in force are also eligible for some Plan
benefits for a limited period of time. Effective January 1, 2004, new hires are not eligible for post-retirement
medical and life insurance benefits.

Plan sponsors - As of December 31, 2014, the Plan sponsors include CH2M HILL Plateau Remediation
Company; Johnson Controls, Inc; Energy Northwest; Washington Closure Hanford, LLC; Advanced
Technologies & Laboratories International, Inc.; Washington River Protection Solutions, LLC; and Mission
Support Alliance, LLC and its subcontractors (Akima Hanford Services, LLC; Dade Moeller & Associates; HPM
Corporation - MSA; and Westech International MSA, LLC).

A sponsor may withdraw from participation in the Plan by giving 30 days written notice of intent to the
Board of Trustees.




HANFORD EMPLOYEE WELFARE TRUST
NOTES TO FINANCIAL STATEMENTS

Note 1 - Description of Plan (continued)

Benefit payments and insurance premiums - Certain health and life benefit options provided to
participants are self-funded by the Plan and are the responsibility of the Plan sponsors. As such, the Plan
makes payment on these claims and these claims are reflected as health care claims benefit expense on the
statements of changes in net assets available for benefits.

Alternatively, certain health options provided to participants are administered by outside insurance
companies, The premiums paid for these options are paid by the Plan and are reflected as premium
payments on the statements of changes in net assets available for benefits. Payment of the premiums
transfers the risk of benefit payment to the insurance company.

Contributions - Employees and retirees contribute amounts as determined by the Plan. The Plan sponsor
contributions are calculated by applying an annual rate to their base payroll. The rate is determined
annually as necessary to adequately fund the Plan.

Medicare eligible retirees who reach age 65 are enrolled in a non-contributory health reimbursement
arrangement administered by OneExchange.

Other - The Board of Trustees has the right under the Plan to modify the benefits provided to active
employees, participants receiving COBRA and/or Displaced Worker Medical Benefits, and retirees. The
Board of Trustees has the right to amend and/or modify the Plan subject to ERISA provisions.

Note 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 the Plan’s financial statements in conformity with accounting
principles generally accepted in the United States of America requires management to make assumptions
that affect the reported amounts of assets, liabilities, benefit obligations, and changes therein. Actual results
could differ from those estimates.

Risks and uncertainties - The actuarial present value of Plan benefit obligations is based on certain
assumptions pertaining to interest rates, employee demographics, and medical cost trend rates, all of which
are subject to change. Due to the changing nature of these assumptions, and the uncertainties inherent in the
assumption process, it is at least reasonably possible that changes in these assumptions in the near term
could have a material effect on the financial statements.

Plan sponsors may from time to time engage in labor negotiations, the results of which may have a financial
impact on the Plan.

Cash - Pursuant to its agreement with the DOE, the Plan does not maintain investments in interest-bearing
accounts. Therefore, Plan assets are maintained in non-interest bearing cash accounts at three financial
institutions. The Plan maintains its cash in bank accounts in amounts that, at times, may exceed federally
insured limits. The Plan has not experienced any losses in such accounts.

The Plan funds certain claim payments via wire transfer to accounts used by benefit providers for such
payments on a check-cleared basis. At December 31, 2014 and 2013, the Plan had not completed such wire
transfers to cover outstanding payments, resulting in drafts payable in these accounts. These amounts have
been reflected as drafts payable on the statement of net assets available for benefits.
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Note 2 - Summary of Significant Accounting Policies (continued)

Other liabilities - At times the Plan sponsors may contribute in excess of what is required for health care
claims. The contributions are recorded in other liabilities in the statements of net assets available for
benefits. The excess contributions will offset future Plan sponsors’ contributions.

Administrative expenses - Some administrative fees relating to the direct management of the Plan’s assets
and benefit payments are funded by the Plan on behalf of the sponsoring companies. All professional fees
incurred are paid by the Plan on behalf of the sponsoring companies.

Plan termination - The Plan committee or management of the Plan’s sponsors has not expressed any intent
to discontinue its contributions. In the event such discontinuance results in the termination of the Plan, the
net assets of the Plan would be available for the exclusive use of the participants, but the manner and timing
of allocation is left to the discretion of the Trustees. '

Claims incurred but not reported - Obligations for medical claims incurred but not reported as of
December 31, 2014 and 2013, are estimated by the Plan’s administrator in accordance with accepted
actuarial principles (see Note 4).

Subsequent events - Subsequent events are events or transactions that occur after the statement of net
assets available for benefits date but before financial statements are issued. The Plan recognizes in the
financial statements the effects of all subsequent events that provide additional evidence about conditions
that existed at the date of the statement of net assets available for benefits, including the estimates inherent
in the process of preparing the financial statements. The Plan's financial statements do not recognize
subsequent events that provide evidence about conditions that did not exist at the date of the statement of
net assets available for benefits but arose after the statement of net assets available for benefits date and
before financial statements are available to be issued.

The Plan has evaluated subsequent events through September 8, 2015, which is the date the financial
statements were available to be issued.

Note 3 - Tax Status

The trust established under the Plan holds the Plan’s assets and pays benefits in accordance with the
Hanford Employee Welfare Trust Agreement. Although the Plan is a taxable entity under the Internal
Revenue Code, the plan administrator understands that the Plan had no taxable income during the years
ended December 31, 2014 and 2013. Accordingly, no provision or liability for income taxes has been included
in the financial statements.

Accounting principles generally accepted in the United States of America require plan management to
evaluate tax positions taken by the Plan and recognize a tax liability (or asset) if it has taken an uncertain
position that more likely than not would not be sustained upon examination by the Internal Revenue
Service. The Plan is subject to routine audits by taxing jurisdictions; however, there are currently no audits
for any tax periods in progress. The plan administrator believes it is no longer subject to income tax
examinations for years prior to 2011.
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Note 4 - Actuarial Assumptions

The amount disclosed as the postretirement benefit obligation represents the actuarial present value of
those estimated future benefits that are attributed to employees’ service rendered to the date of December
31, 2014. Postretirement benefits include future benefits expected to be paid to or for (1) currently retired
employees and their beneficiaries and dependents and (2) active employees and their beneficiaries and
dependents after retirement from service with participating employers. The postretirement benefit
obligation represents the amount that is to be funded by contributions from the DOE or the Plan’s
participating employers at the time of payment of benefits.

The actuarial present value of the expected postretirement benefit obligation is determined by an 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.

In addition, a postemployment benefits obligation has been recognized for health and welfare benefits for
individuals currently on long-term disability or receiving COBRA or Displaced Worker Medical Benefits
(DWMB). The obligation for COBRA and DWMB benefits is estimated by an actuary based on the actual
number of employees utilizing COBRA and DWMB benefits as of the measurement date and claim payment
history and includes an estimate for claims incurred by COBRA and DWMB participants that have not been
reported. Long-term disability obligations are estimated by an actuary based on reserve reports prepared
from historical long-term disability benefits data.

The standardized medical trend rates specified by the DOE have been adjusted slightly to reflect the Plan’s
use of a net claims valuation method (versus the gross claims method requested). The adjustment reflects
the leveraging and dampening effects which deductibles, co-payments, and maximum benefit provisions
exert on the trend in gross claims. The leveraging factor assumed increases in the trend rates and is
reflected as follows:

Age Range Used
Year Ending Younger 65 and
December 31, Than 65 Older
2015 7.60% 9.00%
2016 7.20% 8.75%
2017 6.80% 8.50%
2018 6.40% 8.10%
2019 6.00% 7.70%
2020 5.60% 7.30%
2021 5.30% 6.90%
2022 5.00% 6.50%
2023 5.00% 6.10%
2024 5.00% 5.70%
2025 5.00% 5.30%
2026 5.00% 5.00%
2027 5.00% 5.00%
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Note 4 - Actuarial Assumptions {continued)
The following were other significant assumptions used in the valuations as of December 31, 2014 and 2013:

+ Discountrate at December 31, 2014

4.25% (4.75% in 2013)

« Salaryscale - Rates based on tables by vesting service and
sub plan, compounded annually for ASC 715
for fiscal year ending September 30, 2014
expense determination

+ Retirement age - Range from age 55 to 65

»  Mortality -~ Healthy Lives: RP-2014 mortality tables with
MP-2014 projection scale.

Disabled Individuals: DR-2014 mortality
tables with MP-2014 projection scale.

Changes to assumptions - Since the prior valuation, the medical trend, discount rate, and the mortality
table were changed as required by the DOE and updates to the retirement and withdrawal assumptions
were made. The following shows the approximate increases (decreases) in postretirement benefit
obligations due to these changes:

Discount rate $ 20,380,000
Other assumptions (5,530,000)

Note 5 - Related Party and Funding of Benefit Obligations

The DOE requires that funding for postretirement benefits are on a pay-as-you-go basis, and the contractor
sponsors of the Plan have adopted this policy. Therefore, the contractor sponsors fund the Plan on a pay-as-
you go basis and are subsequently reimbursed for the costs through their contract with the DOE. The DOE
has recorded the accrued postretirement benefit costs and the estimated long-term disability as an
unfunded liability as of December 31, 2014 and 2013, the end of the DOE'’s fiscal year. Additionally, Mission
Support Alliance, LLC provides upfront funding to the Plan through a letter of credit arrangement with the
DOE on behalf of all other Plan sponsors to meet cash requirements.

To develop the expected claims assumption used to project the postretirement benefit obligation, the
actuary used paid claims from 2012 and 2013. The actuary obtained this data from the administrators of the
Plan: UnitedHealthcare for medical claims and Express Scripts for prescription drug claims. For retirees with
coverage through the Group Health Options Plan, the actual retiree premium rates were used.
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Note 6 - Plan Benefit Obligations

The following table details the statement of Plan benefit obligations at December 31:

2014 2013
Amounts currently payable
Claims payable, claims incurred but not
reported, and premiums due to insurers $ 3,512,049 $ 3,880,423
Postemployment benefit obligations, net of
amounts currently payable
Disability benefits for inactive participants 15,148,101 14,337,576
Postretirement benefit obligations, net of
amounts currently payable
Current retirees 200,773,703 188,095,098
Other participants 95,837,581 97,539,489
Participants not yet fully eligible for benefits 84,050,742 81,450,325
380,662,026 367,084,912
Total benefit obligations $ 399,322,176 $ 385,302,911

The following table details the statement of changes in Plan benefit obligations:

2014 2013

Amounts currently payable
Balance at beginning of the year $ 3,880,423 $ 4,501,611
Increase in claims reported and approved for
payment, including benefits reclassified
from benefit obligations (368,374) {621,188)

Balance at end of year 3,512,049 3,880,423

Postretirement and postemployment benefit obligations,
net of amounts currently payable

Balance at beginning of the year 381,422,488 429,929,891
Changes in discount rate 20,381,084 (43,993,916)
Changes in other actuarial assumptions (5,529,198) (7,428,937)

Increase in benefits accumulated during the year 1,528,304 10,596,319

Increase due to decrease in discount period 17,544,743 15,684,274
Expected benefit payments {24,118,935) {23,365,143)

Excise tax cost 4,581,641 -

Balance at end of year 395,810,127 381,422,488

Total benefit obligations at end of year $ 399,322,176 $ 385,302,911

The health care cost-trend rate assumption (see Note 4) has a significant effect on the amounts reported. If
the assumed rates increased by one percentage point in each year, that would increase the obligation as of
December 31,2014 and 2013 by $12,206,917 and $12,083,228, respectively.




HANFORD EMPLOYEE WELFARE TRUST
NOTES TO FINANCIAL STATEMENTS

Note 7 - Form 5500

The 2014 Form 5500, which is filed with the Department of Labor, has several liabilities and items of income
and expense that differ from the amounts shown on the accompanying statement of changes in net assets
available for benefits. These differences relate to classification only and have no effect upon net assets
available for benefits.
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