
Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

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

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2018

This Form is Open to Public 
Inspection

Part I Annual Report Identification Information
For calendar plan year 2018 or fiscal plan year beginning                                                                      and ending                                                       

A  This return/report is for:
     X  a multiemployer plan       X  a multiple-employer plan (Filers checking this box must attach a list of 

participating employer information in accordance with the form instructions.)

     X  a single-employer plan        X  a DFE (specify)        _C_

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

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

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X 

D  Check box if filing under:                                                            X  Form 5558            X  automatic extension          X  the DFVC program

      X  special extension (enter description) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

Part II Basic Plan Information enter all requested information

1a  Name of plan

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

1b Three-digit plan 
number (PN) 001

1c Effective date of plan

YYYY-MM-DD

2a  if for a single-employer plan)
      Mailing address (include room, apt., suite no. and street, or P.O. Box)

       City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

2b Employer Identification 
Number (EIN)

012345678
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITYEFGHI ABCDEFGHI AB, ST 012345678901
UK 

2c Plan 
number

0123456789

2d Business code (see 
instructions)

012345

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

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

SIGN
HERE

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

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

SIGN
HERE

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

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

SIGN
HERE

YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2018) 

v. 171027

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

503-682-3363

501

Filed with authorized/valid electronic signature.

238900

04/01/2018

01/01/1971

MIKE SALSGIVER

9450 SW COMMERCE CIRCLE
SUITE 200
WILSONVILLE, OR 97070

03/31/2019

X

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.

X

23-7170147

01/15/2020

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.



Form 5500 (2018) Page 2

3a X  Same as Plan Sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITYEFGHI ABCDEFGHI AB, ST 012345678901
UK 

3b  

012345678

3c  
number

0123456789

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

4b EIN012345678

a
c Plan Name

4d PN

012

5 Total number of participants at the beginning of the plan year 5 123456789012

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

a(1)  Total number of active participants at the beginning of the plan year ..........................................................................................6a(1)
  
a(2)  Total number of active participants at the end of  the plan year ................................................................................................6a(2)

b Retired or separated participants receiving benefits.........................................................................................................................6b 123456789012

c Other retired or separated participants entitled to future benefits ................................................................................................6c 123456789012

d Subtotal. Add lines 6a(2), 6b, and 6c..................................................................................................................................... 6d 123456789012

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........................................................6e 123456789012

f Total.  Add lines 6d and 6e. .............................................................................................................................................................6f 123456789012

g Number of participants with account balances as of the end of the plan year (only defined contribution plans 
        complete this item) ................................................................................................................................................................ 6g 123456789012

h Number of participants who terminated employment during the plan year with accrued benefits that were 
      less than 100% vested ................................................................................................................................................................6h 123456789012

7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)....................7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions: 

        

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

(1) X Insurance (1) X Insurance

(2) X Code section 412(e)(3) insurance contracts (2) X Code section 412(e)(3) insurance contracts

(3) X Trust (3) X Trust

(4) X General assets of the sponsor (4) X General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached.  (See instructions)

a Pension Schedules b General Schedules

(1) X R  (Retirement Plan Information) (1) X H  (Financial Information)

(2) X MB (Multiemployer Defined Benefit Plan and Certain Money 

Purchase Plan Actuarial Information) - signed by the plan 
actuary

(2) X I   (Financial Information Small Plan)

(3) X    ___ A  (Insurance Information)

(4) X C  (Service Provider Information)

(3) X SB  (Single-Employer Defined Benefit Plan Actuarial          

Information) - signed by the plan actuary

(5) X D  (DFE/Participating Plan Information)

(6) X G  (Financial Transaction Schedules)

4A

0

X

4E 4F4B

1126

4D

X

5

X

X

1134

X

4

1029

X

1024
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Part III Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR 

2520.101- X    Yes       X   No

         

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

11c Enter the Receipt Confirmation Code for the 2018 Form M-1 annual report.  If the plan was not required to file the 2018 Form M-1 annual report, enter the 
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid 
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)  

         Receipt Confirmation Code______________________             
                                           

X

X

77793542



SCHEDULE A

(Form 5500)
Department of the Treasury

Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2018

This Form is Open to Public 
Inspection

For calendar plan year 2018 or fiscal plan year beginning                                                                     and ending                                                       

A  Name of plan

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

B    Three-digit

plan number (PN)         001

C  s shown on line 2a of Form 5500

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI 

D  Employer Identification Number (EIN)

012345678

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

1  Coverage Information:

(a)  Name of insurance carrier

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b)  EIN
(c)  NAIC 

code
(d)  Contract or

identification number

(e)  Approximate number of 
persons covered at end of 

policy or contract year

Policy or contract year

(f)  From (g)  To

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

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

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

123456789012345 123456789012345

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2018
v. 171027

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

23-7170147

11957

501

KPD INSURANCE

1840

04/01/2018

BROWN & BROWN OF OREGON LLC

2040

03/31/2019

BONUS

3040

BONUS

REGENCE BLUECROSS BLUESHIELD OF OREGON

2261800000016 01/01/2018 12/31/2018

3

93-0238155 54933

3

PO BOX 784
SPRINGFIELD, OR 97477

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.

3256 HILLCREST PARK DR
MEDFORD, OR 97504
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

1

NIEDERMYER RISK MANAGEMENT LLC

WILLIS OF OREGON

BROWN & BROWN OF WASHINGTON SEATTLE

LAPORTE & ASSOCIATES INC

IPG PORTLAND INC

0

1760

840

0

1360

COMMISSION

BONUS

BONUS

3

3

3

3

3

9340 SW BEAVERTON HILLSDALE HWY
SUITE A
BEAVERTON, OR 97005

5515 SE MILWAUKIE AVE
PORTLAND, OR 97202

1501 4TH AVE STE 2400
SEATTLE, WA 98101

12042 SE SUNNYSIDE RD STE 313
CLACKAMAS, OR 97015

1280

222 SW COLUMBIA ST, STE 600
PORTLAND, OR 97201

1760

COMMISSIONS

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

2

HUB INTERNATIONAL NORTHWEST LLC

BARKER-UERLINGS INSURANCE INC

LARRY SHERWOOD & ASSOCIATES

ALDRICH BENEFITS LP

JD FULWILER & CO INSURANCE

560

742

378

440

546

BONUS

BONUS

BONUS

3

3

3

3

3

12100 NE 195TH ST, STE 200
BOTHELL, WA 98041

680 HAWTHORNE AVE SE, STE 140
SALEM, OR 97301

10220 SW GREENBURG RD, STE 225
PORTLAND, OR 97223

PO BOX 68508
PORTLAND, OR 97239

PO BOX 1378
CORVALLIS, OH 97339

BONUS

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

3

CATHY MERZ INSURANCE INC

LAPORTE & ASSOCIATES INC

LEONARD ADAMS INSURANCE INC

MONTCOMERY & GRAHAM, INC

WEIS & ASSOCIATES

280

340

140

180

224

BONUS

BONUS

BONUS

3

3

3

3

3

4858B SW SCHOOLS FERRY RD, STE B
PORTLAND, OR 97225

412 JEFFERSON PKY, STE 100
LAKE OSWEGO, OR 97035

5201 SW WESTGATE DR, STE 300
PORTLAND, OR 97221

PO BOX 158
STAYTON, OR 97383

5515 SW MILWAUKIE AVE
PORTLAND, OR 97202

BONUS

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

4

BROWN & BROWN OF OREGON

MJI INC

SENNHOUSER & ASSOCIATES

126

133

28

BONUS

BONUS

BONUS

3

3

3

PO BOX 847
MCMINNVILLE, OR 97128

PO BOX 123
ASTORIA, OR 97103

PO BOX 29018
PORTLAND, OR 97296
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Part II Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of 
this report.

4  .........................................................4 123456789012345

5  ...........................................................5 123456789012345

6  Contracts With Allocated Funds:

a State the basis of premium rates 

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

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

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

6d -123456789012345

        Specify nature of costs   

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

(3)  X   other (specify)    

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

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

(3)  X  guaranteed investment (4)  X  other  
 

 

 

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

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

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

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

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

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

 

   

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

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

e  Deductions:  

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

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

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

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

  

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

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

0

0

0

0

0
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Part III Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), 
the information may be combined for reporting purposes if such contracts are experience-rated as a unit.  Where contracts cover individual 
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8   Benefit and contract type (check all applicable boxes)

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

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

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

m X  Other (specify) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE

9  Experience-rated contracts:  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

10 Nonexperience-rated contracts:  

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

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

-
123456789012345 

Specify nature of costs.  

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

Part IV Provision of Information 

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

12

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDE

11177043

X

X

X

0

0

0

X



SCHEDULE A

(Form 5500)
Department of the Treasury

Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2018

This Form is Open to Public 
Inspection

For calendar plan year 2018 or fiscal plan year beginning                                                                     and ending                                                       

A  Name of plan

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

B    Three-digit

plan number (PN)         001

C  s shown on line 2a of Form 5500

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI 

D  Employer Identification Number (EIN)

012345678

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

1  Coverage Information:

(a)  Name of insurance carrier

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b)  EIN
(c)  NAIC 

code
(d)  Contract or

identification number

(e)  Approximate number of 
persons covered at end of 

policy or contract year

Policy or contract year

(f)  From (g)  To

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

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

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

123456789012345 123456789012345

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2018
v. 171027

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

23-7170147

501

04/01/2018 03/31/2019

STANDARD INSURANCE COMPANY

337753399D 04/01/2018 03/31/201993-0242990 69019

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

4  .........................................................4 123456789012345

5  ...........................................................5 123456789012345

6  Contracts With Allocated Funds:

a State the basis of premium rates 

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

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

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

6d -123456789012345

        Specify nature of costs   

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

(3)  X   other (specify)    

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

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

(3)  X  guaranteed investment (4)  X  other  
 

 

 

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

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

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

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

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

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

 

   

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

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

e  Deductions:  

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

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

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

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

  

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

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

0

0

0

0

0
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Part III Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), 
the information may be combined for reporting purposes if such contracts are experience-rated as a unit.  Where contracts cover individual 
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8   Benefit and contract type (check all applicable boxes)

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

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

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

m X  Other (specify) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE

9  Experience-rated contracts:  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

10 Nonexperience-rated contracts:  

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

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

-
123456789012345 

Specify nature of costs.  

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

Part IV Provision of Information 

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

12

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDE

46087

52087

0

0

X

201919

332354

-24567

105868

200780

0

7694

201919

307787

13320

0

X

1139



SCHEDULE A

(Form 5500)
Department of the Treasury

Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2018

This Form is Open to Public 
Inspection

For calendar plan year 2018 or fiscal plan year beginning                                                                     and ending                                                       

A  Name of plan

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

B    Three-digit

plan number (PN)         001

C  s shown on line 2a of Form 5500

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI 

D  Employer Identification Number (EIN)

012345678

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

1  Coverage Information:

(a)  Name of insurance carrier

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b)  EIN
(c)  NAIC 

code
(d)  Contract or

identification number

(e)  Approximate number of 
persons covered at end of 

policy or contract year

Policy or contract year

(f)  From (g)  To

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

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

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

123456789012345 123456789012345

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2018
v. 171027

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

23-7170147

501

04/01/2018 03/31/2019

STANDARD INSURANCE COMPANY

400753399V 04/01/2018 03/31/201993-0242990 69019

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.



Schedule A  (Form 5500) 2018 Page 2 1  x  

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

4  .........................................................4 123456789012345

5  ...........................................................5 123456789012345

6  Contracts With Allocated Funds:

a State the basis of premium rates 

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

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

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

6d -123456789012345

        Specify nature of costs   

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

(3)  X   other (specify)    

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

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

(3)  X  guaranteed investment (4)  X  other  
 

 

 

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

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

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

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

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

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

 

   

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

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

e  Deductions:  

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

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

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

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

  

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

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

0

0

0

0

0



Schedule A  (Form 5500) 2018           Page 4

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

8   Benefit and contract type (check all applicable boxes)

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

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

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

m X  Other (specify) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE

9  Experience-rated contracts:  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

10 Nonexperience-rated contracts:  

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

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

-
123456789012345 

Specify nature of costs.  

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

Part IV Provision of Information 

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

12

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDE

9912

11414

X

X

26752

53784

-4474

22559

29242

1233

49310

2071

-2490



SCHEDULE A

(Form 5500)
Department of the Treasury

Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2018

This Form is Open to Public 
Inspection

For calendar plan year 2018 or fiscal plan year beginning                                                                     and ending                                                       

A  Name of plan

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

B    Three-digit

plan number (PN)         001

C  s shown on line 2a of Form 5500

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI 

D  Employer Identification Number (EIN)

012345678

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

1  Coverage Information:

(a)  Name of insurance carrier

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b)  EIN
(c)  NAIC 

code
(d)  Contract or

identification number

(e)  Approximate number of 
persons covered at end of 

policy or contract year

Policy or contract year

(f)  From (g)  To

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

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

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

123456789012345 123456789012345

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

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid

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

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2018
v. 171027

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

23-7170147

501

04/01/2018 03/31/2019

LIFEMAP ASSURANCE COMPANY

1005OR300267 04/01/2018 03/31/201993-6030398 97985

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.



Schedule A  (Form 5500) 2018 Page 2 1  x  

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base 
commissions paid

Fees and other commissions paid (e)
Organization 

code(c) Amount (d) Purpose

-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

1



Schedule A  (Form 5500) 2018           Page 3

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

4  .........................................................4 123456789012345

5  ...........................................................5 123456789012345

6  Contracts With Allocated Funds:

a State the basis of premium rates 

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

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

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

6d -123456789012345

        Specify nature of costs   

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

(3)  X   other (specify)    

f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here         X
7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)  

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

(3)  X  guaranteed investment (4)  X  other  
 

 

 

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

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

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

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

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

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

 

   

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

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

e  Deductions:  

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

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

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

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

  

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

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

0

0

0

0

0
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Part III Welfare Benefit Contract Information
If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s), 
the information may be combined for reporting purposes if such contracts are experience-rated as a unit.  Where contracts cover individual 
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8   Benefit and contract type (check all applicable boxes)

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

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

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

m X  Other (specify) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE

9  Experience-rated contracts:  

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

10 Nonexperience-rated contracts:  

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

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

-
123456789012345 

Specify nature of costs.  

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

Part IV Provision of Information 

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

12

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDE

40064

X

0

0

X

0



SCHEDULE C

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Service Provider Information

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

File as an attachment to Form 5500.

OMB No. 1210-0110

2018

This Form is Open to Public 
Inspection.

For calendar plan year 2018 or fiscal plan year beginning                                                                      and ending                                                       

A  Name of plan

ABCDEFGHI 
B  Three-digit

plan number (PN)         001

C  

ABCDEFGHI 
D   Employer Identification Number (EIN)

012345678

Part I Service Provider Information (see instructions)

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

1  Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

    indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . . . . . . . . . . . . .    X Yes   X No

b  ervice providers who 
    received only eligible indirect compensation.  Complete as many entries as needed (see instructions). 

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

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

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

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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2018
v.180523

X

COLUMBIA WANGER ASSET MGMT, LLC

COLUMBIA MGMT INVST. ADVISORS, LLC

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

23-7170147

501

04/01/2018

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.

04-3519872

03/31/2019

41-1533211
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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

1
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

1

5665 SW MEADOWS ROAD, #200
LAKE OSWEGO, OR 97035

175298

VIMLY BENEFIT SOLUTIONS, INC.

107044

WILLIS OF OREGON, INC.

34374

93-0569898

91-1603312

16 50 53

13 50

22 50 53

ALDRICH BENFITS, LP

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

2

560 COUNTRY CLUB PKWY.
EUGENE, OR 97401

FORMERLY FULLERTON AND COMPANY INC
2701 NW VAUGHN ST SUITE 340
PORTLAND, OR 97210

10220 SW GREENBURG RD #225
PORTLAND, OR 97223

33296

LARRY SHERWOOD & ASSOCIATES, INC

31703

WARD INSURANCE AGENCY, INC.

30804

22 50 53

22 50 53

22 50 53

BROWN & BROWN NORTHWEST INSURANCE

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

3

1111 GATEWAY LOOP
SPRINGFIELD, OR 97477

100 E. MAIN STREET
SUITE B
MEDFORD, OR 97501

5885 SE HARMONY RD, BLDG B
MILWAUKIE, OR 97222

26695

INFINITY PARTNERS GROUP

26495

KPD INSURANCE, INC

22168

22 50 53

22 50 53

22 50 53

STRAUS & ASSOCIATES, INC.

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

4

5515 SE MILWAUKIE AVE
PORTLAND, OR 97202

340 NW 5TH ST
CORVALLIS, OR 97330

5201 SW WESTGATE DR, SUITE 300
PORTLAND, OR 97221

19459

LEONARD ADAMS INSURANCE

17968

LAPORTE & ASSOCIATES INC

16426

22 50 53

22 50 53

23 50 53

BARKER UERLINGS INSURANCE INC

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

5

888 SW 5TH AVE, SUITE 1170
PORTLAND, OR 97204

11808 MIRACLE HILLS DRIVE
OMAHA, NE 68154

15030

WEST HEALTH ADVOCATE SOLUTIONS, INC

14744

CLIFTONLARSONALLEN LLP

13845

41-0746749

10 50

16 49 50

22 50 53

PROPEL INSURANCE

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

6

6218 6TH AVE NW
SEATTLE, WA 98107

380 E PARKCENTER BLVD STE 300
BOISE, ID 83706

968 COMMERCIAL
ASTORIA, OR 97103

13075

MARTIN KNUTSEN & SON, INC.

11932

LSA, INC

11874

22 50 53

22 50 53

22 50 53

BPA HEALTH

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

7

10998 SW 68TH PARKWAY
PORTLAND, OR 97223

448 N 2ND AVE
STAYTON, OR 97383

12100 NE 195TH ST, #200
BOTHELL, WA 98011

10957

HUB INTERNATIONAL NORTHWEST, LLC

7198

GOLSON SCRUGGS INSURANCE INC.

7125

22 50 53

22 50 53

22 50 53

WEIS & ASSOCIATES, INC

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X X

X

X

8

225 SW 5TH STREET
PENDLETON, OR 97801

448 SE BAKER ST
MCMINNVILLE, OR 97128

6351

STOEL RIVES

5810

ISU THE STRATTON AGENCY

5593

93-0408771

22 50 53

16 29 50

22 50 53

HAGAN HAMILTON INSURANCE SERVICES

NONE

NONE

NONE
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 

more in total compensation 

(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

(b)
Service 
Code(s) 

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor)

(f)
Did indirect compensation 

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

disclosures?

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X

123456789012345
Yes  X    No  X

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

 
 
 
 
 

(b)
Service 
Code(s)

(c)
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest

(d)
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-.

(e)
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f)
Did indirect compensation 

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

disclosures? 

(g)
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 

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

(h)
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount? 

ABCDEFGHI
ABCDEFGHI
ABCD

123456789012
345 Yes  X    No  X Yes  X    No  X Yes  X    No  X 

X

9

9340 SW BEAVERTON HILLSDALE HWY
SUITE A
BEAVERTON, OR 97005

5656

NIEDERMEYER RISK MANAGEMENT, LLC

22 50 53 NONE
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Part I Service Provider Information (continued)

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes
(see instructions)

(c) Enter amount of indirect 
compensation

 

 

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula 

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 

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 

for or the amount of the indirect compensation.

1
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Part II Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete 
this Schedule.

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

(b) Nature of 
Service  
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

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

c Position: ABCDEFGHI ABCDEFGHI ABCD

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD

e Telephone: 1234567890
 

Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:  123456789

c Position: ABCDEFGHI ABCDEFGHI ABCD

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD

e Telephone: 1234567890
 

Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789

c Position: ABCDEFGHI ABCDEFGHI ABCD

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD

e Telephone: 1234567890
 

Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789

c Position: ABCDEFGHI ABCDEFGHI ABCD

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD

e Telephone: 1234567890
 

Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789

c Position: ABCDEFGHI ABCDEFGHI ABCD

d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD

e Telephone: 1234567890
 

Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

1



SCHEDULE H

(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

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

Internal Revenue Code (the Code).

File as an attachment to Form 5500.

OMB No. 1210-0110

2018

This Form is Open to Public 
Inspection 

For calendar plan year 2018 or fiscal plan year beginning                                                                      and ending                                                       

A Name of plan B Three-digit

plan number (PN)         

C D    Employer Identification Number (EIN)

Part I Asset and Liability Statement
1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report 

n a line-by-line basis unless the value is reportable on 
lines 1c(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar 
benefit at a future date. Round off amounts to the nearest dollar.  MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h, 
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

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

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

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions.......................................................................... 1b(1)

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

(3) Other..................................................................................................... 1b(3)

c General investments:

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

1c(1)

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

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

1c(13)

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

1c(14)

(15) Other..................................................................................................... 1c(15)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2018
v.171027

ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST

23-7170147

501

04/01/2018

1056246

03/31/2019

45580

139693210875

1092456

8292

OREGON-COLUMBIA CHAPTER AGC OF AMERICA, INC.
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(5) Unrealized appreciation (depreciation) of assets: (A) Real estate........................ 2b(5)(A) -123456789012345

(B) Other ................................................................................................ 2b(5)(B) -123456789012345
(C) Total unrealized appreciation of assets. 

Add lines 2b(5)(A) and (B)................................................................
2b(5)(C) -123456789012345

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

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

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

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

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

Liabilities

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

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

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

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

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

Net Assets

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

Part II Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained 
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not 
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total

a Contributions:

(1) Received or receivable in cash from: (A) Employers................................ 2a(1)(A) -123456789012345

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

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

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

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

b Earnings on investments:

(1) Interest:

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

2b(1)(A) -123456789012345

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

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

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

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

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

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

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

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

(C) Registered investment company shares (e.g. mutual funds) ............. 2b(2)(C)

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) -123456789012345

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

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

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

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

31235

0

12777291275413

120747102113

12180639

12276222

1095263 1077092

8400

78037

31235

79890

87183

180150 200637

0

0
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(a) Amount (b) Total

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

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

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

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

companies (e.g., mutual funds).................................................................
2b(10) -123456789012345

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

  d Total income. Add all income amounts in column (b) and enter total..................... 2d -123456789012345

Expenses

  e Benefit payment and payments to provide benefits:

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

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

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

(4) Total benefit payments. Add lines 2e(1) through (3).................................. 2e(4) -123456789012345

  f Corrective distributions (see instructions) ....................................................... 2f -123456789012345

  g Certain deemed distributions of participant loans (see instructions) ................ 2g -123456789012345

  h Interest expense............................................................................................. 2h -123456789012345

  i Administrative expenses:  (1) Professional fees.............................................. 2i(1) -123456789012345

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

(3) Investment advisory and management fees.............................................. 2i(3) -123456789012345

(4) Other ........................................................................................................ 2i(4) -123456789012345

(5) Total administrative expenses. Add lines 2i(1) through (4)........................ 2i(5) -123456789012345

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

Net Income and Reconciliation
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(2) From this plan........................................................................................... 2l(2) -123456789012345

Part III

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 
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a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
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period described in 29 CFR 2510.3-102?
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12331208

775208

12313037

4974

20840

11532476

796944

1788

606

X

X

896

CLIFTONLARSONALLEN LLP 41-0746749

11534264

X

-18171



Schedule H (Form 5500) 2018 Page 4- 1  x 

Yes No Amount

c Were any leases to which the plan was a party in default or classified during the year as 
...................................... 4c -123456789012345
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f
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INDEPENDENT AUDITORS’ REPORT 

Board of Trustees 
Associated General Contractors Health Benefit Trust 
Wilsonville, Oregon 

Report on the Financial Statements 

We have audited the accompanying financial statements of Associated General Contractors Health 
Benefit Trust (the Plan), which comprise the statements of benefit obligations and net assets available 
for benefits as of March 31, 2019 and 2018, and the related statements of changes in benefit 
obligations and 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. 

Auditors’ 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 auditors’ 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. 



Board of Trustees 
Associated General Contractors Health Benefit Trust 

(2)

Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, the 
financial status of the Plan as of March 31, 2019 and 2018, and the changes in financial status for the 
years then ended, in accordance with accounting principles generally accepted in the United States 
of America. 

Report on Supplementary Information 

Our audits were conducted for the purpose of forming an opinion on the financial statements as a 
whole. The supplemental schedule of assets (held at end of year) as of March 31, 2019, and schedules 
of administrative expenses for the years ended March 31, 2019 and 2018 are presented for the 
purpose of additional analysis and are not a required part of the financial statements. The schedule of 
assets (held at end of year) is supplementary information required by the Department of Labor’s Rules 
and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of 
1974. Such information is the responsibility of the Plan’s management and was derived from and 
relates directly to the underlying accounting and other records used to prepare the financial statements. 
The information has been subjected to the auditing procedures applied in the audits of the financial 
statements and certain additional procedures, including comparing and reconciling such information 
directly to the underlying accounting and other records used to prepare the financial statements or to 
the financial statements themselves, and other additional procedures in accordance with auditing 
standards generally accepted in the United States of America. In our opinion, the information is fairly 
stated in all material respects in relation to the financial statements as a whole. 

CliftonLarsonAllen LLP 

Bellevue, Washington 
January 9, 2020 
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INDEPENDENT AUDITORS’ REPORT 

Board of Trustees 
Associated General Contractors Health Benefit Trust 
Wilsonville, Oregon 

Report on the Financial Statements 

We have audited the accompanying financial statements of Associated General Contractors Health 
Benefit Trust (the Plan), which comprise the statements of benefit obligations and net assets available 
for benefits as of March 31, 2019 and 2018, and the related statements of changes in benefit 
obligations and 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. 

Auditors’ 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 auditors’ 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. 



Board of Trustees 
Associated General Contractors Health Benefit Trust 
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Opinion

In our opinion, the financial statements referred to above present fairly, in all material respects, the 
financial status of the Plan as of March 31, 2019 and 2018, and the changes in financial status for the 
years then ended, in accordance with accounting principles generally accepted in the United States 
of America. 

Report on Supplementary Information 

Our audits were conducted for the purpose of forming an opinion on the financial statements as a 
whole. The supplemental schedule of assets (held at end of year) as of March 31, 2019, and schedules 
of administrative expenses for the years ended March 31, 2019 and 2018 are presented for the 
purpose of additional analysis and are not a required part of the financial statements. The schedule of 
assets (held at end of year) is supplementary information required by the Department of Labor’s Rules 
and Regulations for Reporting and Disclosure under the Employee Retirement Income Security Act of 
1974. Such information is the responsibility of the Plan’s management and was derived from and 
relates directly to the underlying accounting and other records used to prepare the financial statements. 
The information has been subjected to the auditing procedures applied in the audits of the financial 
statements and certain additional procedures, including comparing and reconciling such information 
directly to the underlying accounting and other records used to prepare the financial statements or to 
the financial statements themselves, and other additional procedures in accordance with auditing 
standards generally accepted in the United States of America. In our opinion, the information is fairly 
stated in all material respects in relation to the financial statements as a whole. 

CliftonLarsonAllen LLP 

Bellevue, Washington 
January 9, 2020 



ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST 
STATEMENTS OF BENEFIT OBLIGATIONS AND 

NET ASSETS AVAILABLE FOR BENEFITS 
MARCH 31, 2019 AND 2018 

See accompanying Notes to Financial Statements.  
(3)

2019 2018

BENEFIT OBLIGATIONS

PREMIUMS PAYABLE 35,465$      47,506$      

DOLLAR BANK OBLIGATION 85,282 54,607

TOTAL BENEFIT OBLIGATIONS 120,747 102,113

NET ASSETS AVAILABLE FOR BENEFITS

ASSETS

INVESTMENTS (at Fair Value)
Mutual Funds 1,092,456 1,056,246

CASH 139,693 210,875

RECEIVABLES
Employer Contributions 45,580 8,292

Total Assets 1,277,729 1,275,413

LIABILITIES

ACCOUNTS PAYABLE 7,108 657

DEFERRED INCOME 72,782 77,380

Total Liabilities 79,890 78,037

NET ASSETS AVAILABLE FOR BENEFITS 1,197,839 1,197,376

EXCESS OF NET ASSETS AVAILABLE FOR BENEFITS
  OVER BENEFIT OBLIGATIONS 1,077,092$      1,095,263$      



ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST 
STATEMENTS OF CHANGES IN BENEFIT OBLIGATIONS 

AND NET ASSETS AVAILABLE FOR BENEFITS 
YEARS ENDED MARCH 31, 2019 AND 2018 

See accompanying Notes to Financial Statements.  
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2019 2018
NET INCREASE (DECREASE) IN BENEFIT OBLIGATIONS

Change in Premiums Payable (12,041)$          25,968$           
Change in Dollar Bank Obligation 30,675             (2,715)             

Total Net Increase (Decrease) in Benefit Obligations 18,634             23,253             

ADDITIONS:

INVESTMENT INCOME
Interest and Dividends 31,235             17,081             
Net Appreciation in Fair Value of Investments 4,974               11,488             

Total Investment Income 36,209             28,569             

CONTRIBUTIONS
Employer 12,241,989      10,584,315      
Participant 87,183             64,905             

Total Contributions 12,329,172      10,649,220      

OTHER INCOME 9,006               2,939               

Total Additions 12,374,387      10,680,728      

DEDUCTIONS:

INSURANCE PREMIUMS 11,576,980      9,964,987        

ADMINISTRATIVE EXPENSES 796,944           715,104           

Total Deductions 12,373,924      10,680,091      

NET INCREASE IN NET ASSETS AVAILABLE FOR BENEFITS 463                 637                 

NET (DECREASE) IN EXCESS OF NET ASSETS AVAILABLE FOR

  BENEFITS OVER BENEFIT OBLIGATIONS (18,171)           (22,616)           

EXCESS OF NET ASSETS AVAILABLE FOR BENEFITS

  OVER BENEFIT OBLIGATIONS

Beginning of Year 1,095,263        1,117,879        

End of Year 1,077,092$      1,095,263$      
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MARCH 31, 2019 AND 2018 
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NOTE 1 DESCRIPTION OF PLAN 

Nature of Operations 

The following description of Associated General Contractors Health Benefit Trust (the Plan) 
provides only general information. Participants should refer to the Plan document for a more 
complete description of the Plan’s provisions. 

General 

The Plan and trust became effective January 1, 1971, as a result of an agreement between 
the Oregon-Columbia Chapter, The Associated General Contractors of America, Inc. (Plan 
Sponsor), and its employer members for the benefit of the members’ employees. It is subject 
to the provisions of the Employee Retirement Income Security Act of 1974 (ERISA), as 
amended.

Benefits

The Plan provides medical, dental, prescription drug, vision, life, accidental death and 
dismemberment, short-term disability, wellness, and EAP benefits through group insurance 
policies for eligible members as specified in the Plan. Each participating employer elects the 
eligibility provisions for their employees from pre-defined options at annual contract renewal. 

Contributions 

Participating employers make monthly contributions to the Plan to provide benefits for 
employees based on specified rates. Terminated participants may contribute to the Plan 
under the provisions of COBRA to maintain coverage. 

NOTE 2 SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES 

Basis of Accounting 

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

Valuation of Investments 

Investments are reported at fair value. Fair value is the price that would be received to sell 
an asset in an orderly transaction between market participants at the measurement date. 
See Note 5 for discussion of fair value measurements. Purchases and sales are recorded 
on a trade-date basis. Interest income is recorded on an accrual basis. Dividends are 
recorded on the ex-dividend date. Net appreciation includes the Plan’s gains and losses on 
investments bought and sold as well as held during the year. 

Use of Estimates 

The preparation of financial statements in conformity with accounting principles generally 
accepted in the United States of America requires the Plan administrator to make estimates 
and assumptions that affect the reported amounts of assets, liabilities, benefit obligations, 
and changes therein, and disclosure of contingent assets and liabilities at the date of the 
financial statements. Actual results could differ from those estimates. 
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NOTE 2 SUMMARY OF SIGNIFICANT ACCOUNTING POLICIES (CONTINUED) 

Benefit Obligations 

Participating employers may elect to contribute dollars in excess of those necessary to 
provide current insurance coverage. Such contributions are held in a dollar bank for the 
employee and are used to provide continuing coverage under the Plan when the employee’s 
hours counted for eligibility to receive coverage fall below the level required for coverage 
paid with current employer contributions. These future benefits can be accumulated for each 
employee for up to a maximum of 18 months of health insurance coverage. The obligation 
calculation is the actual amount of eligible contributions held in the dollar bank and not used 
for benefits as of year-end. 

Premiums payable is based on actual payments to insurance carriers subsequent to year-
end for coverage prior to the years ended March 31, 2019 and 2018. 

Premiums

Premiums are recorded when paid. 

Administrative Expenses 

All expenses of maintaining the Plan are paid by the Plan. 

Concentration of Credit Risk 

The Plan’s cash balances are held at one financial institution. Accounts at this institution are 
insured by a government agency up to $250,000. At times, the balances in the account may 
exceed the insured limit. 

Subsequent Events 

In preparing these financial statements, the Plan has evaluated events and transactions for 
potential recognition or disclosure through January 9, 2020, the date the financial 
statements were available to be issued. 

NOTE 3 PLAN TERMINATION 

Although it has not expressed any intention to do so, the Plan Sponsor has the right under 
the Plan to modify the benefits provided to, and contributions required of participants, to 
discontinue its contributions at any time and to terminate the Plan subject to the provisions 
of ERISA. In the event of termination of the Plan, remaining assets will be applied in a 
uniform and nondiscriminatory manner toward the provision of benefits or for on account of 
the participants. No assets of the Plan may revert to the Plan Sponsor or be used for 
purposes other than for the exclusive benefit of the Plan’s participants. 
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NOTE 4 TAX STATUS 

The trust established under the Plan to hold the Plan’s assets is intended to qualify pursuant 
to Section 501(c)(9) of the Internal Revenue Code (IRC) and, accordingly, the trust’s net 
investment income is exempt from income taxes. The trust has obtained a favorable tax 
exemption letter on February 28, 1972, in which the Internal Revenue Service (IRS) stated 
that the trust, as then designed, was in compliance with the applicable requirements of the 
IRC. The Plan administrator believes that the trust, as amended, continues to qualify and to 
operate in accordance with the applicable provisions of the IRC. 

Accounting principles generally accepted in the United States of America require Plan 
management to evaluate tax positions taken by the Plan and recognize a tax liability (or 
asset) if the Plan has taken an uncertain position that more likely than not would not be 
sustained upon examination by the IRS. The Plan is subject to routine audits by taxing 
jurisdictions; however, there are currently no audits for any tax periods in progress.  

NOTE 5 FAIR VALUE MEASUREMENTS 

The framework for measuring fair value provides a fair value hierarchy that prioritizes the 
inputs to valuation techniques used to measure fair value. The hierarchy gives the highest 
priority to unadjusted quoted prices in active markets for identical assets or liabilities 
(Level 1) and the lowest priority to unobservable inputs (Level 3). The three levels of the fair 
value hierarchy are described as follows: 

Level 1 – Inputs to the valuation methodology are unadjusted quoted prices for identical 
assets or liabilities in active markets that the Plan has the ability to access. 

Level 2 – Inputs other than quoted prices included within Level 1 that are observable for 
the asset or liability, either directly or indirectly, such as: 

- quoted prices for similar assets or liabilities in active markets; 

- quoted prices for identical or similar assets or liabilities in inactive markets; 

- inputs other than quoted prices that are observable for the asset or liability; 

- inputs that are derived principally from or corroborated by observable market 
data by correlation or other means. 

If the asset or liability has a specified (contractual) term, the Level 2 input must be 
observable for substantially the full term of the asset or liability. 

Level 3 – Inputs to the valuation methodology are unobservable and significant to the fair 
market value measurement. 

The asset or liability’s fair value measurement level within the fair value hierarchy is based 
on the lowest level of any input that is significant to the fair value measurement. Valuation 
techniques used need to maximize the use of observable inputs and minimize the use of 
unobservable inputs. 
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NOTE 5 FAIR VALUE MEASUREMENTS (CONTINUED) 

Following is a description of the valuation methodologies used for assets measured at fair 
value. There have been no changes in the methodologies used at March 31, 2019 
and 2018. 

Mutual Funds: Valued at the daily closing price as reported by the fund. Mutual funds 
held by the Plan are open-ended mutual funds that are registered with the Securities and 
Exchange Commission. These funds are required to publish their daily net asset value 
(NAV) and to transact at that price. The mutual funds held by the Plan are deemed to be 
actively traded. 

The following tables set forth by level, within the fair value hierarchy, the Plan’s assets at fair 
value as of March 31: 

Level 1 Level 2 Level 3 Total
Mutual Funds 1,092,456$      -$                    -$                    1,092,456$      

Level 1 Level 2 Level 3 Total
Mutual Funds 1,056,246$      -$                    -$                    1,056,246$      

2019

2018

NOTE 6 RISKS AND UNCERTAINTIES 

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

The liability for the dollar bank obligation at March 31, 2019 and 2018, was estimated based 
on actual contributions remitted prior to March 31 but not applied to benefits before 
March 31. The liability for premiums payable at March 31, 2019 and 2018, was estimated 
using actual payments to insurance carriers subsequent to year-end. Due to uncertainties 
inherent in the estimations and assumptions process, it is at least reasonably possible that 
changes in these estimates and assumptions in the near term would be material to the 
financial statements. 
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NOTE 7 PARTY-IN-INTEREST AND RELATED PARTY TRANSACTIONS 

Columbia Management Investment Services Corp. is the custodian as defined by the Plan 
and, therefore, certain transactions qualify as party-in-interest transactions. 

The Plan Sponsor provides certain administrative services to the Plan for which fees are 
charged based on customary and reasonable rates for such services. Fees incurred relative 
to services performed by the Plan Sponsor were $996 and $4,034 for the years ended 
March 31, 2019 and 2018, respectively.  

NOTE 8 RECONCILIATION OF FINANCIAL STATEMENTS TO FORM 5500 

The following is a reconciliation of net assets available for benefits per the financial 
statements to Form 5500 at March 31: 

2019 2018
Net Assets Available for Benefits per the
  Financial Statements 1,197,839$      1,197,376$      
Less: Total Benefit Obligations (120,747) (102,113)

Net Assets Available for Benefits per Form 5500 1,077,092$      1,095,263$      

The following is a reconciliation of the costs of benefits provided per the financial statements 
to Form 5500 for the year ended March 31, 2019: 

Net Increase in Net Assets Available for Benefits per 
 the Financial Statements 463$           
Less: Total Benefit Obligations at March 31, 2019 (120,747)
Add Back: Total Benefit Obligations at March 31, 2018 102,113

Net Loss per Form 5500 (18,171)$          
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(a) (b) (c) (d) (e)

Description of Investment

Including Maturity Date,
Identity of Issue, Borrower, Rate of Interest, Collateral, Current

Lessor, or Similar Party Par, or Maturity Value Cost Value

Mutual Funds:
* Columbia Management Short-Term Bond Fund 347,871$         362,305$         
* Columbia Management Balanced Fund 340,465           372,022           
* Columbia Management Money Market Fund 357,839           358,129           

Total Investments 1,046,175$      1,092,456$      

* Indicates party-in-interest



ASSOCIATED GENERAL CONTRACTORS HEALTH BENEFIT TRUST 
SCHEDULES OF ADMINISTRATIVE EXPENSES 

YEARS ENDED MARCH 31, 2019 AND 2018 

(11)

2019 2018

Administrative Agent and Broker Fees 668,064$    591,103$         
Vimly Benefit Solutions, Inc. Administrative Fees 107,044 100,460
Audit and Tax Fees 15,030 14,450
AGC Chapter Administrative Fees 996 4,034
Legal Fees 5,810 3,642
Website Expenses - 80
Travel and Conferences - 49
Postage - 956
Printing Expense - 330

Total Administrative Expenses 796,944$    715,104$         
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Including Maturity Date,
Identity of Issue, Borrower, Rate of Interest, Collateral, Current

Lessor, or Similar Party Par, or Maturity Value Cost Value

Mutual Funds:
* Columbia Management Short-Term Bond Fund 347,871$         362,305$         
* Columbia Management Balanced Fund 340,465           372,022           
* Columbia Management Money Market Fund 357,839           358,129           

Total Investments 1,046,175$      1,092,456$      

* Indicates party-in-interest


