Filing Authorization

for the 2015 Form 5500 / Form 5500-SF

Name of Plan: Nonprofit Association of the Midlands 403(b) Plan

EIN / PN: 47-0778684 Plan No. 001

Plan Year Ending:  12/31/2015

PART I Authorization of Practitioner to Electronically Sign and File

I hereby authorize Benefit Plans, Inc. (BPI) to electronically sign and file the above-named return/report through
EFAST2.

I understand that in granting this authority:

e I/we must manually sign and date page 1 of the Form 5500 and / or page 1 of Form 5500-SF and provide
a scanned copy of that signature page to BPI before the electronic filing can be initiated;

e BPI will retain a copy of this written authorization in its records;

e BPI will notify the individual(s) signing below as plan administrator/employer about any inquiries and
information it receives from EFAST2, DOL, IRS, or PBGC regarding this annual return/report; and

e A copy of my signature, as it appears on page 1 of the Form 5500 and / or page 1 of Form 5500-SF, will
be included with the return/report posted by the Department of Labor on the Internet for public disclosure.

e BPI shall not be deemed an administrator or other fiduciary with respect to any Plan solely on account of
the services performed under this authorization.

This authorization is applicable only to the filing for the above-named Plan and applies only for Plan year end
stated above.

Plan Administrator: O\A\M/ )NDM/\A/ Date: 0.5 b

Employer/Plan Sponsor (if not the Plan Administré&)): Date:

PARTII = Acknowledgement of Receipt of Authorization

On behalf of BPI, I hereby certify that the firm will use the authority granted only for the express purposes
described above; that the firm will not disclose confidential information to any parties other than the DOL, as
required for EFAST filing; and that the firm will take reasonable steps to assure that confidential information
provided by the Plan Administrator or Plan Sponsor is protected from unauthorized disclosure.

For Benefit Plans, Inc: Date:

(signature and title)

The designated service provider must retain this authorization. Do not submit this form to the DOL unless requested to do so.



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internel Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee B_gneﬁts? Security 201 5
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A This returnireport is for: D a multiemployer plan; El a mglfiple.-employer pla.n (Filers. chgcking this box n.1ust attach a.1 list of.
participating employer information in accordance with the form instructions); or
D a single-employer plan; D a DFE (specify)
B This return/report is: |:| the first return/report; D the final return/report;
|:| an amended return/report; D a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, Check NEre. . . . . ... ... ittt e e e e » |:|
D Check box if filing under: @ Form 5558; |:| automatic extension; D the DFVC program;
D special extension (enter description)
Part Il Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN number (PN) » 001
1c Effective date of plan
01/01/2009
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 47-0778684
g(S)NPROFIT ASSOCIATION OF THE MIDLAN 2C Plan Sponsor's telephone
number
(402) 557-5800
11205 WRIGHT CIRCLE - STE 210 2d Business code (see
instructions)
OMAHA NE 68144 813000

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

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

sn | (e Bl 0.5 U [anme indery
Signature of plan adminigtra}or Date Enter name of individual signing as plan administrator
SIIE(};{; Oj\u/ %\Y\W lo .(’_). Uo Anne Hindery
Signature of employerlplaUsponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address (include room or suite number) Preparer’s telephone number
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)

v. 150123



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Intemal Revenue Serice and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee Bepeﬁl§ Security 2 01 5
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
Part| | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A This return/report is for: D a multiemployer plan; E] a mLIJIFipIe.-emponer plgn (Filers' chgcking this box must attach a.\ list of-
participating employer information in accordance with the form instructions); or
D a single-employer plan; D a DFE (specify)
B This return/report is: D the first return/report; I:I the final return/report;
|:| an amended return/report; |:| a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, CheCk REre. . . . ... .. ...ttt et e et » D
D Check box if filing under: |g] Form 5558; D automatic extension; D the DFVC program;
|:| special extension (enter description)
Part Il Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN number (PN) » 001
1c Effective date of plan
01/01/2009
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 47-0778684
ggNPROFIT ASSOCIATION OF THE MIDLAN 2C Plan Sponsor's telephone
number
(402) 557-5800
11205 WRIGHT CIRCLE - STE 210 2d Business code (see
instructions)
OMAHA NE 68144 813000

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

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

SioN O Pondiow 0.5 lb |anne mindery
Signature of plan administra(t_&r Date Enter name of individual signing as plan administrator
son (M, S0l 0.5, I |amne soncery
Signature of employerlpla6 sbonsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address (include room or suite number) Preparer’s telephone number
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5§500. Form 5500 (2015)

v. 150123



Form 5500 (2015) Page 2

3a Plan administrator's name and address @Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4  Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 | 1,030
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PIan YEar................cccvrveveieriieesiserie et 6a(1) 919
a(2) Total number of active participants at the end of the PIAN YA ..........cccceeurieiririeriririeeeeeeee et 6a(2) 1,130
b Retired or separated participants receiving DENERILS ...........cccoueiueuerieierieieeses ittt aes st senes 6b 15
C Other retired or separated participants entitled to future benefits............ccceiiieiiiii i 6¢c 113
d  Subtotal. Add INES Ba(2), BB, ANU BC. .........c.eeeeeeieceeeceeeeeeeeee e eeeee e s eteseeseesesteseeeseeesesseseeessseseeeeseassessesssmssesseseensssemees 6d 1,258
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits...........ccooervvniiiiiiiniiiinene. 6e 0
T Total. Add INES B BNG BE. .......cvveveeeeicececereaeeeeeesesee st eeesseseestesssssessessesstesssesesesssessesessssesesensesssssssessssssesseeseessasseneesessaseseenas 6f 1,258
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS M) ... voeeve e es s es e s s es s s ees s en e s es s e s e ees e ee s ees e seses e eeeessesseeseseeeseneeeneeean 6g 877
h Number of participants that terminated employment during the plan year with accrued benefits that were
€SS thAN 100% VESTEA ... .cvuvuieisseiesissisesssssssessssssess e s st sess st Es bt b st s st ettt 6h 48
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 4

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

2G 2L 2M 2S 2T

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) Insurance 1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor 4) General assets of the sponsor

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

a Pension Schedules b General Schedules
(1) E] R (Retirement Plan Information) )

Purchase Plan Actuarial Information) - signed by the plan (3)
actuary @)

(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5)

H (Financial Information)

_1 A (Insurance Information)
C (Service Provider Information)
D (DFE/Participating Plan Information)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) % I (Financial Information — Small Plan)

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)




Form 5500 (2015) Page 3

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

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) oovvveercnneeinseenee e e [1 Yes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 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




Attachment to 2015 Form 5500

Form 5500 Multiple Employer Plan Participating Employer Information

Plan Name NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN EIN: 47-0778684
Plan Sponsor's Name NONPROFIT ASSOCIATION OF THE MIDLANDS PN: 001
Percent
Name of participating employer EIN of Total
Contributions

Business Ethics Alliance 74-3244900 0.30
Collective for Youth 27-4577729 1.29
Platte River Whooping Crane Maintenance Trust, Inc. 47-0623996 4.06
Domestic Violence Council 39-1901782 0.54
Educare of Omaha, Inc. 80-0015385 5.70
Family, Inc. 51-0657063 3.69
Film Streams, Inc. 20-2549448 1.88
Goodwill Industries of Greater Nebraska, Inc. 47-0522836 22,779
Grand Island Community Foundation 47-6032570 1.23
The Groundwater Foundation 36-3413351 1:55
Habitat for Humanity of Omaha 36-3283625 12,91
Heartland Workforce Solutions, Inc. 27-3845112 0.52
Institute for Career Advancement Needs 47-0633139 0.66
Impact One 27-0318102 0.21
Inclusive Communities Barbara Weitz Community Centef 20-3290755 0.20
Joseph's Coat 20-1380542 0.67
Literacy Center for the Midlands 47-0688932 0.22
Live Well Omaha 47-0834161 0.19
Merrymakers Association 47-0692363 0.10
Midwest Women & Children's Services 47-0632459 1.95
Nebraska Affiliate of Susan G. Komen Breast Cancer Fold®05é6%,/1In| 0.31
Nebraska Early Childhood Collaborative, LLC 46-5532642 240
Nelson Mandela Elementary 47-1348136 2.09
Nonprofit Association of the Midlands 47-0778684 0.86
NorthStar Foundation 26-0494022 1.19
Omaha Conservatory of Music 47-0834657 3.28
Omaha Early Learning Centers, Inc. 47-1523974 3.49
Omaha Healthy Kids Alliance 20-5085175 0.65
OpenSky Policy Institute 45-3327969 2.36
Opera Omaha, Inc. 47-6032795 2 .53
Partnership 4 Kids 47-0762798 3.96
Phoenix Academy 02-0732028 0.76
Ronald McDonald House Charities in Omaha 47-0755104 1.42
Strategic Air & Space Museum 47-0619646 3.23
The Bike Union Mentoring Project 46-4886610 1.58
Together, Inc. of Metropolitan Omaha 47-0589290 1.46
United Cerebral Palsy of NW Missouri 43-0909607 4.57
Urban League of Nebraska, Inc. 47-0384575 1.72
Women's Fund of Omaha 47-0840885 0.78




SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015

OMB No. 1210-0110

Department of Labor

Employee Benefits Security Administration P File as an attachment to Form 5500.

Pension BenafkCuaranty Corperation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
plan number (PN) > 001

NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NONPROFIT ASSOCIATION OF THE MIDLANDS 47-0778684

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

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

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN o S d at end of

(b) code identification number pegzﬁgf gfzg:ﬁ r a; ;ga r° (f) From (g) To
35-0472300 65676 CR27274 31 01/01/2015 12/31/2015

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
54 0

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

TRANSAMERICA FINANCIAL ADVISOR
570 CARILLON PKWY

ST PETERSBURG FL 33716-1202
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
54 4

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
k Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
For Paperwork Reducti : : Schedule A (Form 5500) 2015

v. 150123



Schedule A (Form 5500) 2015 Page 2 -

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

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

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

Fees and other commissions paid

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

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

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

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

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

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

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

commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2015 Page 3

Part Il Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 61,129
5 Current value of plan’s interest under this contract in separate accounts atyear end.....................coooeeoeeeerereeeeerncnn. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIEN..........oveeeeeeeceeeeeeeeee et se ettt et ses st eneeeeesneeeen 6b
C  Premiums due but unpaid at the end of the year 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @nter @MOUNL. ...........cooiiiiiiiiiii e e e e e e err e e e nas
Specify nature of costs P
e Type of contract: (1) I:I individual policies 2) |:| group deferred annuity
@) [] other (specify) »
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) |:| immediate participation guarantee
() [] guaranteed investment (4) [ other » GROUP VARIABLE ANNUITY W/ GUAR FUND
b Balance at the end Of the PrEVIOUS YEAT.................c.ovvvveeeeeeeeeeeeeeeeeeeeeeerereeeeeeeeeeereseseseseseseeesessesesvesessesesesreesen [ 7b 70,016
C  Additions: (1) Contributions deposited during the year...............cccovvveeenne. 7c(1) 0
(2) Dividends and credits.................. 0
(3) Interest credited during the year 2,277
(4) Transferred from separate aCCOUNt................ovveeeceveeeeeeeeeeeeeeeeeeee e 7c(4) 0
(5) Other (SPECIfY DEIOW) ....cuvuvviveeeceeeceeceieve e ees e 7c(5) 3,157
4 May include Loan repayments, Forf,
Takeovers and /or Adjustments
o o1 [ 1a Lo 115] 3 T 7¢(6) 5,434
d Total of balance and additions (add INES 7b AN 7C(B)). ......evevvrererereieeeeteeeeeeieeeee e e eeeeeesseeesr e eeenae | 7d 75,450
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 6,256
(2) Administration charge made by CAITIET .............ccouveeeieeeeeeeeeeeeceeeereennd 7e(2) 291
(3) Transferred to Separate aCCOUNL.............ocvevmevemeeeeeeeeeeeeeeeeeeeeeeeee s ene e 7e(3) 0
(4) Other (SPECIfY DEIOW) .......cvvveeee e ee e en e 7e(4) 7,774
» May include Loans issued, Forf,
Fees, Correctives and/or Adjustment
(5) TOLAI AEAUCHONS .........voveeeeeercece s eeeeeeseses et s e sess s s sesessessesssessssasasesessesessssessssessesesessesesenesesessesesssaseesesrases 7e(5) 14,321
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ................cooooveeueeeeoreeeeeeeeeeeeeeereeenann l 7f 61,129




Schedule A (Form 5500) 2015 Page 4

Part Il | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:

a Premiums: (1) AMOoUNt reCeived............ocevuiviiniiniiinciiiiiiccsc s 9a(1)

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

(3) Increase (decrease) in unearned pPremium reSErVe ............ceeereereeeennd 9a(3)

(4) EAME (1) + (2) = (3)) everveeeeeeermeeeresseerseeseeseeessesseseessessesseessesesessseeens 9a(4)
b Benefit charges (1) Claims Paid..........cccoeveivieiriecrernieieeieieres e

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

(3) Incurred claims (add (1) @nd (2)) ......ccoveriierenninieiieeee e 9b(3)
(4) Claims Charged ...sisassssmsmssssmssscsissssmas i s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ...vuvevieereietieeeeeresseeaereseesessesesesaesesssessesessessessssenen 9c(1)(A)
(B) Administrative service or other fees...........coevvevveveeeececveeieereerenennd 9¢c(1)(B)
(C) Other specific acquisition CoStS .......cceeveeiriieciiieiiie e 9¢(1)(C)
(D) Other expenses .| 9¢(1)(D)
(E) TAXES cvrereereeeeereeeeeeeeeeeeee e eees e eseseaeesereseenseseensneasesereseseeseseeseened 9c(1)(E)
(F) Charges for risks or other CONtINGENCIES ............vereeeerereermereerenenns 9c(1)(F)
(G) Other retention Charges ...........cecoeermienieeniinnee e e 9¢(1)(G)
(H) Total retention: cmssmssmmmnssmmmmmmmssronsrmim s s as a5 s5 00 seassensssseanssessnsasapansans 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, or D credited.).. 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM TESEIVES ....ecveveetiereetieteeteteseeseeseesseseeseessesessassess st esseeseensessessessesenseaneseeesensensessessensensessessensaresreenenes 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).)........c.ccccceeeevveennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArmier...........cccciiviiiiiiiiiiinieee e s 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part [, line 2 above, report amount................ccceveenenn. 10b
Specify nature of costs P
[ Part IV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes D No

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



SCHEDULE A Insurance Information
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015

OMB No. 1210-0110

Department of Labor

Employee Benefits Security Administration D File as an attachment to Form 5500.

Pension Bstifit Gusparly Goporion » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
plan number (PN) » 001
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NONPROFIT ASSOCIATION OF THE MIDLANDS 47-0778684

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

1 Coverage Information:

(a) Name of insurance carrier

NATIONWIDE LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
(c) NAIC (d) Contract or (e)
(b) EIN " : : persons covered at end of
code identification number policy or contract year () From (g) To
31-4156830 66869 GAPB2EZ47Z 890 01/01/2015 12/31/2015

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
22 0

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

CAMBRIDGE INVESTMENT RESEARCH
1776 PLEASANT PLAIN RD

FAIRFIELD IL 52556-8757
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
22 4

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
4
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.
Schedule A (Form 5500) 2015

v. 150123



Schedule A (Form 5500) 2015 Page 2 -

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

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

commissions paid (c) Amount (d) Purpose code

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2015

Page 3

Part Il Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at Year end.................oceeeeeeoveeeerereeressrnnen. 4
5 Current value of plan’s interest under this contract in separate accounts at YEaln BNU.:cossimsasmisnmmmmmamsiiio 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUms Paid t0 CAITIEN..........ucveieceececiecece ettt et et s s s et ses e eeee e eenseseeseseeseseensereseesserens 6b
C  Premiums due but unpaid at the end of the YEAT.........ccoecuiiiiiiieieeee et eean 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, @Nter @MOUNL. ............cciiiiiiiiieee ettt e e eeaeeaes
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
@) [] other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 []
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2) D immediate participation guarantee
3) gl guaranteed investment 4) |:| other P
b Balance at the end of the PrEVIOUS YEAT.............c..c.ouerueveieeeieeieeeeeeeeeeeeeeeeeeeeeeeeeeeeseseeseeseseesesssesesseseeseseseseseesesses , 7b 2,488
C  Additions: (1) Contributions deposited during the year .| 7¢(1) 3,559
(2) Dividends and Credits .............coeveveeeeeeeieeec et ies s e ee et eeee s s 7¢(2)
(3) Interest credited dUring the YEar.............ccocoveveeevieeeeeeeeeeeeeeiseeeeeeeeeeeseend 7¢(3) 106
(4) Transferred from separate aCCOUNL.............cc.occveeevreeieeeeeeeeeeeeeeeeneseenend 7c(4) 2,150
(5) Other (SPECITY DEIOW) w......cvuvvieieiiireeiteeicesae e sesses e 7¢(5) 1,819
» LOAN REPAYMENT - PRINCIPAL
TRANSFER FROM OUTSIDE NW - PRINCIPA
(B)TOtAl AUIIONS ..........veceveeeeeeee e ses e es s ses e seeeseseseeeseeesene ettt 7¢(6) 7,634
d Total of balance and additions (add lINES 7D AN TC(B)). .......eveeeeerereerreeeeereeseeeeeeeeeeseeeeseseeen s seeeeeseseereseeseessssenes | 7d 10,122
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 587
(2) Administration charge made by Carfer............c.ovovuevevcveveveeeeeeeeereeeeas 7e(2) 190
(3) Transferred to separate @CCOUNL...........c.cveveevereveeeeeeeeeceeeeee e 7¢(3) 106
(4) Other (specify below) 7e(4) 1,000
» LOAN WITHDRAWAL
(Y RN o1 = 1o (=T [0 ox o] - R VS U AR 1,883
f Balance at the end of the current year (subtract line 7e(5) from line 7d) .. 8,239
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) Amount received............cccceeueunee .l 9a(1)
' (2) Increase (decrease) in amount due but unpaid............c.coeeveverircenncnnnd 9a(2)
(3) Increase (decrease) in unearned Premium reServe ............coeeeeeeeeerenend 9a(3)
(4) EArned ((1) + (2) = (3)) ceeeereereemeererreeeeeeeeseteeseereseseeeseeees e ee e saeeeees 9a(4)
b Benefit charges (1) Claims paid......c.cvissssamsssismmsssnsaressasinsssssossssssnd
(2) Increase (decrease) in claim reserves... .
(3) Incurred claims (add (1) @nd (2) ...c.eeveeeereeieeeeeeeereere e e seseneens 9b(3)
L0 T o= Lo L= c 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS .isvvvvasisssssssmmasssmsssmssvessssmmsssmivesssmsiissssmssaii 9c(1)(A)
(B) Administrative service or other fees..........cccevverieveenievieciireceenenne 9¢(1)(B)
(C) Other SPeCific ACQUISItION COSES .........ovveeeeereeeeeeseeeeeeesseseeeseneeeend 9¢(1)(C)
(D) Other @XPENSES........cuurveeereereeseeersesesessesssssesssssessssesessssssssssssneens 9c(1)(D)
(E) TAXES ..cuviiurieiireiiieiiieeteetteteestessaesabeeteeseesae st enseeatesatasaenseensassaaned 9c(1)(E)
(F) Charges for risks or other CONtINGENGIES.............vveewreeeereereeens 9c(1)(F)
(G) Other retention CRATGES ............vveereeireeeeeeeseeess s eesessee s s 9¢c(1)(G)
(H) TOLAI TEEENEION ......vvieeeeeiiete ittt ies e b et ses sttt etessasses s et snseasseseseseesesesereasesansssesenessanasesensanseennis 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orD credited.)...... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) ClRIM TESEIVES ....eecveuverieriereieresiesesesseseeseseesassesassesesesarseseseesassasessesansesesenssessesensessssesseseesesessesessesessssessssass 9d(2)
(3) Other reserves 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......ccccceveviercennnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAIMIEN .........ciiiiiiiiiiiee e e e s 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount...............ccccccueuenene 10b
Specify nature of costs P
| PartIV | Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ D Yes |:| No

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



SCHEDULE C
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2015
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA).

Service Provider Information Ol No. 1210-0110

Department of Labor

Employee Benefits Security Administration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection.
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN plan number (PN) 14 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NONPROFIT ASSOCIATION OF THE MIDLANDS 47-0778684

Part | ]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).. . ............. E Yes I:l No

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

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

1776 Pleasant Plain Road

Fairfield IA 52556-8757

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation
TBS Agency, Inc.

1776 Pleasant Plain Road

Fairfield IA 52556-8757

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

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

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2015

v.150123
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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




Schedule C (Form 5500) 2015

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

NATIONWIDE

ONE NATIONWIDE PLAZA

COLUMBUS

OH 43215

(b) Service Code(s) 13 15

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(). If none, enter -0-.
RECORDKEEPER 59,052 Yes[x No[] Yes [ No[] 0| Yes[] No]

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

BENEFIT PLANS,

INC.

16924 FRANCES STREET - STE 100

OMAHA

NE 68130-2357

(b) Service Code(s) 15

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did sefvice provider
receive indirect
compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f. If none, enter -0-.
TPA 17,186  Yes No[ ] Yes [x] No[ ] 0| Yes[] Nof
(@) Enter name and EIN or address (see instructions)
(b) Service Code(s)
(c) (d) (e) (h)

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

Enter direct
compensation paid
by the plan. If none,
enter -0-.

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D NOD

Yes D NoD

Yes D NoD
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Part | |Service Provider Information (continued)

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

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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I Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)
a Name: b EIN:

C Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:
C Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE H
(Form 5500)

Department of the Treasury
Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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).

2015

P File as an attachment to Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B  Three-digit
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN plan number (PN) » 001

C Plan sponsor’s name as shown on line 2a of Form 5500
NONPROFIT ASSOCIATION OF THE MIDLANDS

D Employer Identification Number (EIN)
47-0778684

Part| |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1¢(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |[Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash..........ccccceiiininiisiiiimionsimisnsssassasinsssansanss 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONtHDULIONS ..o ese s raeeeeseeeseseeseesens 1b(1) 8,284 22,375
(2) Participant CONIBULIONS............o..vverieeeeeeeeceees e essressesereseresseseneeens 1b(2) 9,507 36,389
()0 1T OO 1b(3)
C General investments:
1) lnterest-bfearing cash (include money market accounts & certificates 1¢(1)
Of AEPOSIE) vttt ettt et
(2) U.S. GOVErNMENt SECUMLIES ..........voveeeeceeeeee oo sessesses s sesnaaees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEf@ITEA.......cvevecrcteerererecesesreseseesssssessessseesessessssssssssssssssssnssssssnssnss 1c(3)(A)
(B) Al OtNET .ottt aenen e 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PrEFEITEA. ... eeeeeeeeeeeesesesess s seessraeesesseessaseseesseseeseeseesanenn 1c(4)(A)
(B) COMMON ..o eeeeee e saee e sessa s et es e ss e seese s 1c(4)(B)
(5) Partnership/joint venture iNterests ............co.oooovweeeveieeceeieeeie e eseeseseeseenas 1¢(5)
(6) Real estate (other than employer real property) ............cooeeeveeeeerereerreenes 1¢(6)
(7) Loans (other than to PArtiCIPANTS) .........veeeeeeeererereeeseeeeesreeeresesseseeeeeseeenes 1c(7)
(8) PartiCiPant 08NS ......c.cveverveereeeeereseeeeesesseseessees s seeseessess s saes s eeesseseees 1c(8) 90,059 81,830
(9) Value of interest in common/collective trusts ................ooevoeeeerecrveeuecnens 1c(9)
(10) Value of interest in pooled separate acCoUNtS ...........cccouveueevecmereercrrennnes 1¢(10)
(11) Value of interest in master trust investment accounts ...........c.ccccoo......... 1c(11)
(12) Value of interest in 103-12 investment entities ................ccoocueewreveeereenee 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1¢(13)
FUNAS) vttt ene 7,069,332 7,918,631
ity 1 eurance company genera) acooun (unallocsted | tetta 19,976 57,023
(15) OHNET «...ooieeeeisiie ettt ss e s 1¢(15)

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

Schedule H (Form 5§500) 2015
v. 150123



Schedule H (Form 5500) 2015

Page 2

1d

Employer-related investments:
(1) Employersecuntios ... rosimmimmeimomsemmosms i mimsmieei e vesgmg

(2) Employer real property.....c..ceeneeinincseiseecnecee e

€ Buildings and other property used in plan operation...........ccccececevuiriiriiennenen.

Total assets (add all amounts in lines 1a through 1€)......cccccooieiiiiniiinicnccieen.
Liabilities

Benefit claims payable..........ccuiiiiii e

Operating payables.......cimivnemmismiisssnii s sisisies

Acquisition iINAebtednNessS.......ccceiiiiiiiiicc s

Other liabile s s ammmmnmms st oy 6o 58 shs oA disy TR RS i e5usy

Total liabilities (add all amounts in lines 1g through1j)......ccccccvieiiiiiiiniiniinnnns
Net Assets

Net assets (subtract line 1k from line 1f).......cccooeririninnicrcreee

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

1,227,158

8,116,248

19

1h

1i

1j

1k

|

7,227,158

8,116,248

| Part Il llncome and Expense Statement

2

a

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 [Es do not complete

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers........cccccoveeviivnneencenn
(B)  PartiCipants ........cooeeeeieieeieinieceee et e
{C) Others (iNClUAING FOIOVETS)....cisumrimmisiimsssuimirmsinsssssmsnmsminsusmsasossmmssnsminsn
(2) Noncash CONtADULIONS coivvussisvessvissssssisssssmsississsmesisisvassassinssiissessisinisiissvassase
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)..................
Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dEPOSIt) .....ccceververiererceer s

(B) U.S./Goverfiment SECURHES ....cumsmmmismmiommommommasisnsoimmmemsmissis mansn
(C) Corporate debt instruments ............ccocvvivniniciinniininen
(D) Loans (other than to participants)........ccoeecoiiiimniiiiiicncc e
(E) Participant l0@Nns ........cocueecieriireectesere et e
(F)  Other ettt sa e s s
(G) Total interest. Add lines 2b(1)(A) through (F) ....cccceeeeivenenirieeieneene
(2) Dividends: (A) Preferred stock..

(B) CommON StOCK......cccciiiiiiiiiiniiciiriesenece e

(C) Registered investment company shares (e.g. mutual funds).............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
[ T =T
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...........ccccueuuenee
(B) Aggregate carrying amount (see instructions) .........cccccceeeeveecieviencnnens
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.............c...........

(B) O ssosmmmsmommsmsmsnss s s s s e s s o s s oarsies

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

(a) Amount

(b) Total

2a(1)(A)

636,111

2a(1)(B)

1,289,071

2a(1)(C)

105, 541

2a(2)

2a(3)

27030;723

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

3,393

2b(1)(F)

2b(1)(G)

3,393

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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- >a -

(6) Net investment gain (loss) from common/collective trusts..................
(7) Netinvestment gain (loss) from pooled separate accounts................
(8) Net investment gain (loss) from master trust investment accounts....

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

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

companies (e.g., mutual funds).........ccccovriinnininincicecie
OthEr INCOMIB....eicieiceieeee ettt sttt s e sessn e

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

Expenses

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ......
(2) Toinsurance carriers for the provision of benefits .........cccccoeeceencee
(3) Other.....mmmarmmannrarm s T s
(4) Total benefit payments. Add lines 2e(1) through (3)......c.cccevveiiiiucnnns
Corrective distributions (see instructions) ..........cccceviiniinniiiiiniinninnen.
Certain deemed distributions of participant loans (see instructions) ........
INterest EXPENSE.....cccuiiiiiiiiii
Administrative expenses: (1) Professional fees.......c.ccocevueiiiniineccncnnene
(2) Contract administrator fees ..........coceveeverererrcnereee e
" (3) Investment advisory and management fEes........cccovvereerennreceeceenenen
(4) OBNET ..ttt e e n e e
(5) Total administrative expenses. Add lines 2i(1) through (4) ................

Total expenses. Add all expense amounts in column (b) and enter total
Net Income and Reconciliation

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

(a) Amount

(b) Total

2b(6)

2h(7)

2h(8)

2h(9)

2b(10)

-172,409

........ 2c

........ 2d

1,861,707

2e(1)

959, 611

2e(2)

2¢(3)

2e(4)

........ 2f

........ 29

2h

959, 611

13,006

2i(1)

2i(2)

2i(3)

2i(4)

2i(5)

2

0

972,617

2k

Transfers of assets:

(1) TothiS Plan.ccmsssessosssssssssssssssisisissssovisssssamsevssvesessssisessassssmimoussens
(2) From this: Plan cisessssssisssssscassssasies assossssmmmasiossamsenssasaoaripisnss srsesansss

21(1)

21(2)

889,090

J Part Il |Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
@) [ ] Adverse

(1) |:| Unqualified (2) |:| Qualified (3) E Disclaimer

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

E(} Yes |:| No

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

(1) Name: DeBoer & Associates, PC

(2) EIN:47-0836395

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

| Part IV |Comp|iance Questions

4

CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 43, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4. MTIAs also do not complete line 4.

During the plan year:

Was there a failure to transmit to the plan any participant contributions within the time

period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures

Yes No N/A

Amount

until fully corrected. (See instructions and DOL'’s Voluntary Fiduciary Correction Program.).....| 4a

Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant
loans secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if

45,769

"YEST IS BRBCKBA. )inociimmmmisssmmssimmesmsns ssssmessmsusinisnmmee verspsss s swmss s wsiiobese iosss s e om sions s o i w315 4b




Schedule H (Form 5500) 2015 Page 4- D

Yes No N/A Amount
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccceveecreenennans 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include
transactions reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
checked. ). cusnmmmmnmmasmwanrmmmmsmas as i T R S T s 4d X
€  Was this plan covered by a fidelity DONA?........c.ccouiiiiiierieieieeeiee et 4e | X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diShONESTY? ..o e s 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?........cccoceeeeeevenececeseeneenens 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser? ........ 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is
checked, and see instructions for format requirements.) .......ccceceeceeecieeieecece e 4i X
j  Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format requIreMents.) ..o e 4j X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC?........ccceeieiiiiiiiecieceicieeeeceecaeenens 4k
| Has the plan failed to provide any benefit when due under the plan?..........cccccoeveeeieiieceinens 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 252010753} smssvessssussvuismossssossevaisss sos oo iimuanissis sis i sois s s e s s v e 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ......c.cccceueee. 4n
O Did the plan trust incur unrelated business taxable income? ...............cceceevevvveeninneee... |40
P  Werein-service distributions made during the planyear? .......c...cccoiiiiiiiiiiiiiiiciiee e, [ 4P
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year........................... |:| Yes BI No Amount:

5b

If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

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

[Part \ ITrust Information

6a Name of trust

6b Trust's EIN

6C Name of trustee or custodian

6d Trustee's or custodian’s telephone number




Attachment to 2015 Form 5500
Schedule H, line 4a - Schedule of Delinquent Participant Contributions

Plan Name NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN

EIN: 47-0778684

Plan Sponsor's Name

NONPROFIT ASSOCIATION OF THE MIDLANDS PN: 001
Total that Constitute Nonexempt Prohibitied Transactions
Participant Total Fully
Contributions Contributions Contributions Corrected Under
Transferred Contributions Corrected Pending Correction VFCP and PTE
Late to Plan Not Corrected Outside VFCP in VFCP 2002-51
Check here
if Late
Participant
Loan
Repayments
are included:
45,769 0




SCHEDULE R Retirement Plan Information
(Form 5500)

Department of the Treasury

This schedule is required to be filed under section 104 and 4065 of the

Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

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

Employee Benefits Security Administration

OMB No. 1210-0110

2015

This Form is Open to Public

- : P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN ?é?)numbe; -

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NONPROFIT ASSOCIATION OF THE MIDLANDS 47-0778684
| Part | | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the 1
[T (0 T3 (o] 4 -SSR SRS U URTTRRURRRINt 0
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 31-1592130 35-1140070
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or

ERISA section 302, skip this Part)

6

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

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

If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month

[] Yes [] No [] wa

Day

Year

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

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

deficiency not waived) ....................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan Year ..........ccccoeeeerucreereeeensrueecnens

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

(enter a minus sign to the left of a negative amount)..........cccoiiiiiiiinii e

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

6a

6b

6¢c

7  Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ............cccccoeeueveverereremreneennnne.

[] Yes []Nne  [] NA

8

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing. automatic approval for the change or a class ruling letter, does the plan sponsor or plan

administrator agree With the:€haNGE P ...sussvsssssisssasmssssvssississvsiissessos o iisisssamistesssssobeiysstisssysss sess ioseeasssestossoss

[] ves [] No [] wa

Partlll | Amendments

9

If this is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

DOX. If 110, CRECK thE “NO” DOX. ..vevrevreeeeereeeeseeieeeeseesesseesseesssssesessessasssssesseneseseseesesseseeesansenes D Increase

|:| Decrease |:| Both D No

| Part IV I ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.................. [ Yes No

1 a

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

(See instructions for definition of “back-t0-DaCK” I0AN.) ......ccciuiiiiuiiiiiiiiic e

Does the ESOP hold ‘any. prefermed STOCK? .cus:issssssssessmsssesiss g satsosssssssasssiasss s sssismss sssss oo ismasss s dassaaisssssssstssentasssss sssesssoniss ] Yes [ No

D Yes D No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market?

D Yes |:| No

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

Schedule R (Form §500) 2015
v. 150123
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[ PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

13  Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box [] and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cents
(2) Base unit measure Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (ln dollars and cents
(2) Base unit measure Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EN » C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (|n dollars and cents
(2) Base unit measure Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (If more than one rate applies, check this box l:] and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cents
(2) Base unit measure Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (|n dollars and cents
(2) Base unit measure Hourly Weekly Unit of production D Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (I/f more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (m dollars and cen

ts
(2) Base unit measure Hourly Ij Weekly Unit of production D Other (specify):
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14  Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

@ THE CUITENE YEAT ...eevoveveveieeevter e eescte e seses e sesess s sssessesssesssesssseasaeses s e st st ssasseasssasseessesssseseeseeeseeeneneeseneassenenennned 14a

b The plan year immediately preceding the current plan year 14b

C The second PreCeding PN YEAI ........cocueeuiereerierieeeereieeierteeeesteeiseeseessesssseeeseessessseesseesesssesseesssesseessesaseseessessessed 14c
15  Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an

employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ..........ccccceeevevennenennd 15a

b The corresponding number for the second preceding PIAN YEaT............coveveuveueeeeeereersrreeeeeeeeeesesseceseeeeseereeseees 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year ........ccccevoeeecieeeeeseceeieeeeenennd 16a

b Ifline 16a s greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b

assessed against such withdrawn EMPIOYEIS ..cusvesesssssssisasnassssssuossussnssoss sussvssesssss suosssssssotsssssss issssasavsassssssvsssssssves

17 If assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included as an attaChMENt. ..........iuiiiiiiin i e et e e e e e e e e e e raanas

| PartVl | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an AttACHMENT..........o et s e e e s te s tasae s se s bessesses s eseersoaeea eeeeseseaseeseessessessensessensassensennaneen

19 I the total number of participants is 1,000 or more, complete lines (a) through (c)
a Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: %
b  Provide the average duration of the combined investment-grade and high-yield debt:

D 0-3 years D 3-6 years D 6-9 years D 9-12 years
C  What duration measure was used to calculate line 19(b)?
D Effective duration |:| Macaulay duration D Modified duration I_—_| Other (specify):

Other: %

D 12-15 years |:| 15-18 years D 18-21 years |:| 21 years or more

| Part VII | IRS Compliance Questions

202 15 the PIAN 8 40T(K) PIANT ...veveeeeee e reeeeeeeeeesseesessee s sa s s s ss s sss e e s s eesseeeseeseaesaeses s essassess s saeseansesesneenne

Yes

DNo

20b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and
employer matching contributions (as applicable) under sections 401(k)(3) and 401(M(2)? ..c.ceveeveereereereecreereeeennnnd

Design-based

safe harbor [ ] ADP/ACP test

method
20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current
year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and |:| Yes D No
1,401 (M)=2(A)(2) (11)) 2 - reutruieniit ettt et et ettt et ettt sh et th et h ettt es e sa et shsatsh e st eh stk ehseke et heasesesenaseransenennnaneenennaned
21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section Ratio AVEFA
ge
B O(B) cssssssvssessvsssessssnonsrvesssnsssss sevmssisssess s svansssossss s s sy s eSS oyas S o s 3SR 4R YV S RS S AT S AT R e I:l tpertcentage |:| benefit test
es

21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining
this plan with any other plans under the permissive aggregation rules?............cocuvcvrcieeerirreeneriesiesese e seeseeveeaeeend

D Yes |:| No

DYes []No

22a Has the plan been timely amended for all required tax 1aw ChANGES? ..........oc.eeueeueeeeeeeeereeeeeereeseseeeeeeeeseee s seeeeneeenn

[ nia

22b Date the last plan amendment/restatement for the required tax law changes was adopted
instructions for tax law changes and codes).

. Enter the applicable code (See

22c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or
advisory letter, enter the date of that favorable letter and the letter's serial number

22d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s last favorable
determination letter

23 Is the Plan maintained in a U.S. territory (| e., Puerto Rico (if no election under ERISA section 1022(i)(2) has
been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin

I e T s

|:| Yes D No




- 5558 Application for Extension of Time P —

(Rev. August 2012)

To File Certain Employee Plan Returns

» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Department of the Treasury » Information about Form 5558 and its instructions is at www.irs.gov/form5558
Internal Revenue Service
x:1gd | Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see instructions)
NONPROFIT ASSOCIATION OF THE MIDLANDS Employer identification number (EIN) (@ digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 47-0778684
11205 WRIGHT CIRCLE - STE 210 - - —
Social security number (SSN) (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
OMAHA NE 68144
(o] Plan name Plan Plan year ending—
number MM DD YYYY
NONPROFIT ASSOCIATION OF THE MIDLANDS 403(b) PLAN 0 E 0 i 1 12 31 2015

IEZEIl Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

O Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part 1, C above.

| request an extension of time until 10 , 17 , 2016 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

| request an extension of time until / / to file Form 8955-SSA (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if: (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the third month after the normal due date.

:=1gd|l] Extension of Time To File Form 5330 (see instructions)

| request an extension of time until / / to file Form 5330.
You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

Enter the Code section(s) imposingthetax . . . . . . . . . . . » | a I
Enter the payment amount attached. . . . . . . . . . . . . . . . . . . . . . > |Db
For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . » c

State in detail why you need the extension:

Under penalties of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized
to prepare this application.

Signature » Date »

MGA Form 5558 (Rev. 8-2012)



