Form 5500 Annual Return/Report of Employee Benefit Plan OhiEi s, 2100110
This form is required to be filed for employee benefit plans under sections 104 -

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Internal Revenue Service sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2014
Department of Labor ~
Employee Benefits Security » Complete all entries in accordance with
Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
l Part | | Annual Report Identification Information
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A This return/report is for: [[ a multiemployer plan; &[ a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions); or
D a single-employer plan; D a DFE (specify) _
B This return/report is: I:[ the first return/report; D the final return/report;
l:[ an amended return/report; D a short plan year return/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, CheCK REre. . . ... . ...\ttt ettt et it e et e » |:|
D Check box if filing under: @ Form 5558; |:[ automatic extension; |:[ the DFVC program;
D special extension (enter description)
l Part I | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN mumbsr PN) >_| 001
1c Effective date of plan
01/01/2009
2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification
NONPROFIT ASSOCIATION OF THE MIDLAN Number (EIN)
DS 47-0778684
2C Plan Sponsor’s telephone
number
11205 WRIGHT CIRCLE - STE 210 (402) 557-5800
2d Business code (see
OMAHA NE 68144 instructions)
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.

::EGRI:IE (\’WN\W 83? lb Anne Hindery
Signature of plan admimgtrator Date Enter name of individual signing as plan administrator
son (e Ml ~ 2.97. 5 |aune ninsery
Signature of employerlplamponsor Date Enter name of individual signing as employer or plan sponsor
|4
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) (optional) Preparer’s telephone number
(optional)
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form §500. Form 5500 (2014)

v. 140124




Form 5500 (2014) 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 | 978
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¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN Y& .............cco..oovweerveeveeee oo eeseeesesee o] 6a(1) 877
a(2) Total number of active participants at the end of the PIAN YEAT .............cvcverireereenneesesis e ssssesssssesssssss s essseesenas 6a(2) 918
b Retired or separated participants reCeiViNg BENES ...............c..ovuervureueeeeereereeersceseseesseesesseesssesesessees s ssesesseesessessssesesesees 6b 10
C Other retired or separated participants entitled to future benefits..............ooeiriiiriiiiiir e 6¢c 97
d  Subtotal. Add NS 6a(2), BB, NG BC. .....coucrvveveererieceie et ss s s s s sess s st s st s e ses s 6d 1,025
€@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits............ccceoerreiiiiiiiinnciee. 6e 0
T Total. Add INES 6 BN BE. .........oeeeeeeeeeeceeeeeeeeeee e ee e eeeee e eeee e eeseeeese e eeeeersseeeens 6f 1,025
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE thiS IEM) ..vvuveieeiieiiiiiess ettt sttt s sssesas st st bt s b s s e bs bbbt st et s e et st ene et 6g 691
h Number of participants that terminated employment during the plan year with accrued benefits that were
T i, e < O ———— 6h 28
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:
2G 2L 2M 2S 2T
b Ifthe 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) x| Insurance
(2) Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
(3) Trust (3) | Trust
4) ﬂ 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 Ig R (Retirement Plan Information) o) g H (Financial Information)
(2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money 2) |:| I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) 5 _1 A (Insurance Information)
actuary @ K C (Service Provider Information)
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)




Form 5500 (2014) Page 3

Part lll 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.) coooovccvcverenrerveccccneee . L 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)) ........... D Yes D No

11¢ Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to
enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




Attachment to 2014 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 0.82
Collective for Youth 27-4577729 2.16
Domestic Violence Council 39-1901782 0.47
Educare of Omaha, Inc. 80-0015385 8.11
Family, TInc. 51-0657063 3.52
Film Streams, Inc. 20-2549448 0.98
Goodwill TIndustries of Greater Nebraska 47-0522836 28.73
The Groundwater Foundation 36-3413351 1.94
Habitat for Humanityv of Omaha 36-3283625 14.33
Heartland Workforce Solutions, Inc. 27-3845112 0.71
Institute for Career Advancement Needs 47-0633139 0.81
Impact One Cummunity Connection 27-0318102 0.29
Joseph's Coat 20-1380542 0.69
Literacy Center for the Midlands 47-0688932 0.10
Live Well Omaha 47-0834161 Q.22
Merrymakers Association 47-0692363 0.12
Midwest Women & Children's Services 47-0632459 2.22
Nonprofit Association of the Midlands 47-0778684 0.85
NorthStar Foundation 26-0494022 1.83
Omaha Conservatory of Music 47-0834657 1.23
Omaha Healthy Kids Alliance 20-5085175 1.31
OpenSky Policy Institute 45-3327969 2.06
Opera Omaha 47-6032795 3.59
Partnership 4 Kids 47-0762798 3.98
Platte River Whooping Crane Maintenance Trust, Inc.| 47-0623996 3.80
Ronald McDonald House Charities in Omaha 47-0755104 1.75
Strategic Air and Space Museum 47-0619646 4.39
United Cerebral Palsy of NW Missouri 43-0909607 5.67
Urban League of Nebraska 47-0384575 1.70
Women's Fund of Omaha 47-0840885 1.62




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance 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).

P File as an attachment to Form 5500.

2014

» Insurance companies are required to provide the information

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
plan number (PN) 4 001

NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN

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

NONPROFIT ASSOCIATION OF THE MIDLANDS

47-0778684

D Employer Identification Number (EIN)

Partl| 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

LINCOLN NATIONAL LIFE INSURANCE COMPANY

Approximate number of Policy or contract year
(c) NAIC (d) Contract or ©
(b) EIN code identification number persons covered atendiaf () From (9) To
policy or contract year
35-0472300 . 65676 CR27274 38 01/01/2014 12/31/2014

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

137

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 PARKWAY

ST PETERSBURG

FL 33716-1202

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

137

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

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(c) Amount

(d) Purpose

(e) Organization code

4

Schedule A (Form 5500) 2014
v. 140124



Schedule A (Form 5500) 2014 Page 2 - |

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

(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
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Part II Investment and Annuity Contract Information

purposes of this report.

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

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

................................................. 70,016
5 Current value of plan’s interest under this contract in separate accounts at year end..................cooooevereeueeevreeeeereennn., 5
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums Paid 10 CAITIET ........coovuiveeieeeeeeeeceee e ses e ees s s s e eessse s s 6b
C Premiums due but unpaid at the end of the YEar............cccueciiiiiieieie ettt n e e aereans 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, enter amount. ...
Specify nature of costs P
e Type ofcontract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here » D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) [] deposit administration (2) [ ] immediate participation guarantee
3) |:| guaranteed investment 4) E other » GROUP VARIABLE ANNUITY W/ GUAR FUND
b Balance at the end 0f the PreVIOUS YEAI .........o..cvceececeeeeeee et sesnsceesesesssesnssseesasesseasssenaseannaed | 7b 104,402
C Additions: (1) Contributions deposited during the year............c.ccccoovevrirnennnes 7c(1)
(2) DiVIdENdS N CIEAIES ... ee s eeeeee e eeeseseaee e 7¢(2)
(3) Interest credited during the year...... L 7c(3) 3,018
(4) Transferred from Separate @CCOUNL...................c.vevvmeersessnnssessssessssessssens 7c(4)
(5) Other (SPEGITY BEIOW)...........voeeveeeeeeseeeeeeeeessceeseeesereeeeseesseess e sessesesseesenes 7¢(5) 4,484
’May include loan repayments,
forfeitures, takovers and/or
adjustments
(B) TOAI @AAIIONS. ....veovrvevseieeisee et esssssesssesse s sssss s s ssssses s e sssens e s s s ss s st e s s s en s banesens ensssssssensens 7c(6) 7,502
d Total of balance and additions (2dd iNES 7D @Nd 7C(B)) .......vvveevrreereerreereeeeeeeesreseeeeeeesesseeseceeneeeesessenessseesseasneeneaen | 7d 111,904
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year | 7€(1) 29.760
(2) Administration charge made by CaIMEr.........c...ouvervveereserisisnsesersesssenesas 7e(2) 578
(3) Transferred to separate account ..............occevviciineieninneinne e 7e(3)
(4) Other (SPECITY DEIOW) ..........oeoeeeieeeeeeeeeeeee et seees 7e(4) 11,550
PMay include loans issued,
forfeitures, fees, correctives
and/or adjustments
(5) TOLAI EUUCHIONS .eveveveeeeeeece oo ses e s es s seeesseeessseesssesenssessaseseseseseessseseseens 7¢e(5) 41,888
f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ..............corerrrerreerrerrrerierererenerieenrenaenes 7f 70,016
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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 D Health (other than dental or vision) b |:| Dental c D Vision d D Life insurance
e D Temporary disability (accident and sickness) |:| Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i [] stop loss (large deductible) j [] HMO contract k[] PPO contract 1] ] indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) AMOUNE F@CEIVEM.......c.ovurieerieeeeceeiee ettt es 9a(1)
(2) Increase (decrease) in amount due but unpaid...............ccccceeveverernnnn.. 9a(2)
(3) Increase (decrease) in unearned premium reSeIVe.............ccc.verueveuennses 9a(3)
(8) EAMEA ((1) + (2) = (3)) cvvvvvevrerereessssseemsaoessessesesssssssssssesssesesssssssssssssesese sessesseseasesssssssssesssasssssessssseseesansesseces | 9a(4)
b Benefit charges (1) Claims Paid ...........cccoeevvveereererseieesrseesssieresssssissssssensd 9b(1)
(2) Increase (decrease) in claim reserves...........
(3) Incurred claims (@dd (1) AN (2)) ......oveicureeerereeirierre ettt e e ettt s et e s e nane s 9b(3)
(4) ClAIMS CAIGEA ...ttt ettt ea ettt saeaessasaes s aessessesssesessaesassesassessssassesssesesssnsessansessasnsesensnasans 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .......courueirieereeeee et e s eaees s eer et sesse s 9c(1)(A)
(B) Administrative service or other fees .............cooveueveeeveeeeereeeseereenn, 9¢c(1)(B)
(C) Other specific aCqUISIION COSES ...........o...vveeeeeceeeeeeeeereee oo 9c(1)(C)
(D) Other expenses.... 9c(1)(D)
(E) TAXES w.vevveevesrvesesviee s s sesessssssssssssssss s essssssssesssssssssasssnens 9c(1)(E)
(F) Charges for risks or other CONtINGENGIES «........e.vvvereeeeesereeereeee . 9c(1)(F)
(G) Otherretention ChATFES .....u.ssmsissississsimsmimesesissssssmeis 9c(1)(G)
(H) TOtaI FREENHON ....coiiieieieieecie ettt ettt ettt st sttt e st e s ettt sseasssessasesetessetes snesennanans 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts wereD paid in cash, or D credited.)........ccecurennnee 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................ 9d(1)
(2) ClRIM TESEIVES ....cuiuiueiuiee i itieseeaestses bt e ae st et se e sese s seae et e s et ss e s s s eesesss et b ess s es e ses e sesesnsesennees 9d(2)
(B) ONEI TESEIVES .....c.oeievieieteece et eeaes et es et aes s e s esass s ess et esss et eeseesaesssesesesesasneasasssessessessnssensnssenensesennseees 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....ccooeviviviiinncnnnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIET ........c.coviiieiri e e 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........cc..oevvvveerennen. 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 D No

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



SCHEDULE C Service Provider Information okl
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2014
ptermal Revenue Service Retirement Income Security Act of 1974 (ERISA).
D f Lab A
Employee )i g:tczrnyaAz;ninistration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
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 | |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. Ifa 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).. .. ............ @ Yes DNo

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) 2014
v. 140124



Schedule C (Form 5500) 2014 Page 2- |

(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) 2014

Page 3 - |

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

(@) 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. [f none,

(e)
Did service 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-.
RECORDKEEPER 36,802 Yes[d No[] Yes ]  No[ ] of 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

9
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 11,971 Yes Q NoD Yes Q No|:| o| Yes |:| No&]
(a) Enter name and EIN or address (see instructions)
(b) Service Code(s)
(c) (d) (e) (f) (h)
Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service

employer, employee
organization, or

person known to be
a party-in-interest

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

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

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

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

provider give you a
formula instead of
an amount or
estimated amount?

Yes D No|:|

Yes I:l NoD

Yes D NoD




Schedule C (Form 5500) 2014
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Partl [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.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

(d) Enter name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.




Schedule C (Form 5500) 2014
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| Partli | 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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Termination Information on Accountants and Enrolled Actuaries (see instructions)

Part Il
(complete as many entries as needed)
a Name: b EIN:
C Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:

Explanation:




SCHEDULE H Financial Information
(Form 5500)
DRt S 6 TRaEu This schedule is required to be filed under section 104 of the Employee

Internal Revenue Service

Beparaert of Labar Internal Revenue Code (the Code).

Employee Benefits Security Administration

Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the

P File as an attachment to Form 5500.

OMB No. 1210-0110

2014

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B  Three-digit
plan number (PN) 4 001

NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN

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¢(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 noninteTrest-beaning Cash.....o.vsivissivsmmmmisiussissosmsssmssms s 1a
b Receivables (less allowance for doubtful accounts):
(1) EMployer CONtABULONS. ...............ovveveeeeeeeee e eeeess e eenesene 1b(1) 14,126 8,284
(2) Participant contributions... ' 1b(2) 19,796 9,507
(3) ONBE oo ettt ena e 1b(3)
C General investments:
(1) Interest—b_earing cash (include money market accounts & certificates 1c(1)
of deposit)
(2) U.S. GOVEMMENt SBOURHES . ........veeeeeeee oo 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred..... it 1c(3)(A)
(B) AILORET .....oeoeeeeee e 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 .............ocovuureeereineeisereeeessesss s eeeenns 1c(5)
(6) Real estate (other than employer real property).............c..cocoovveeeenns 1¢(6)
(7) Loans (other than to participants).............c.ccceevuereeeerieereereereereeeseeeenes 1c(7)
(8) Participant loans 1c(8) 77,448 90,059
(9) Value of interest in common/collective trusts ...........c.oevveereeernerersserenenns 1c(9)
(10) Value of interest in pooled separate accounts.............ccocvvevvevesieeveeecnnnns 1c(10)
(11) Value of interest in master trust investment accounts .............ccoeeuneanes 1c(11)
(12) Value of interest in 103-12 investment entities. ...........coo..rervveerreinnenns 1c(12)
(13) \f/alue of interest in registered investment companies (e.g., mutual 1c(13)
(V137 L) 1O 6,300,156 7,069,332
(14) Value of funds held in insurance company general account (unallocated 1c(14)
CONETACES) ...cveiueereeeerecrerre s eeraesrresr s eeseereersesbereebeeses sassbestessensensssenransensen 69,352 49,976
(18) OO s cscsssassassvamssassvuass soesss smiomsss s ossess s H 8 oSS58 5 e npe s 1c(15)

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

Schedule H (Form 5500) 2014
v. 140124
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYETr SEOUMLIES. ...t et es s s 1d(1)
(2) EMPIOYEr 18I PrOPEIY ......vveveeeeeeeeeeeeeese e es s e eseseeneeen 1d(2)
1e Buildings and other property used in plan operation .............cccccoevevvevvreeeeunnne. 1e
1f Total assets (add all amounts in lines 1a through 1€) ..........ccoeevvvevrvecreeenennne. 1f 6,480,878 7,227,158
Liabilities
1d Benefit Claims PAYADIE ...........coovevreeeeeeeeeeeeeeeee et e 1g
Th Operating payables...........cccoocvvieiviene et sssss s 1h
1i  Acquisition iNdebtedness............c..co.eveeueverureereeeereeeeeee e seeeereees 1i
1] Other ablIEs.........o.vvevvererieeieriecie ettt sttt 1j
1K Total liabilities (add all amounts in lines 1g throughtj) 1k 0 0
Net Assets
1 Net assets (subtract line 1K from iNe 19)...........oc..oooerecer oo 1l 6,480,878| 7,227,158
Partll |Income and Expense Statement

2 Planincome, 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

a

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ...........cccocoveviieeeen.
(B) Participantsi s smumrssmmasmase syt soetsansssas g s siFssstesnseis
(C) Others (including rolloVers)...........ccccoceeviiiriirieeinininiereseee s
(2) Noncash contributions
(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)..........ccccoeviiiiiiiiiii

(B) U.S. Government securities
©
(D)
E)
(F)  OtRer e e et e s e
(G) Total interest. Add lines 2b(1)(A) through (F).......c.ccoeeevviniiciinnnnnnene

(2) Dividends: (A) Preferred StocK...........coouivineecineniieniicee e

(B) Common SEOCK .........couiiiiiiiiiiiii i

Corporate debt instruments
Loans (other than to participants) ...........cccccccvneiecriniiiniee e,

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

(B) OMRET ..o ees oo

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

(a) Amount

(b) Total

2a(1)(A)

495,475

2a(1)(B)

1,097,855

2a(1)(C)

48,235

2a(2)

2a(3)

1,641,565

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

3,975

2b(1)(F)

2b(1)(G)

3,975

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) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts.............cooo....... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts 2h(7)
(8) Net investment gain (loss) from master trust investment accounts............ 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities...................... 2b(9)
(10) Net inve'stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds) ..........cccceveieicricieeeeceeee s 271,731
C  OtheriNCOME......ccciiiiiiiiiiiiiitet ettt st st st s e e 2c
d Total income. Add all income amounts in column (b) and enter total..................... 2d 1,917,271
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 1,155,469
(2) To insurance carriers for the provision of benefits 2e(2)
(k3 0111 1Y SO 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3) .......cocovevveverererirens 2e(4) 1,155,469
f Corrective distributions (se€ INSUCHONS) ...........c.ovueeeveeeereereirieseeese e s 2f
g Certain deemed distributions of participant loans (see instructions)................ 2g 15,522
D INtErESt @XPENSE. .......oeoceeceeeeeee ettt 2h
i Administrative expenses: (1) Professional fees ..........cooverveevrereerereseresrssnns 2i(1)
(2) Contract adminiStrator fES ..............oovwoveereveeieeeeeeeeeseseeeeeeeeeseees e eee e 2i(2)
(3) Investment advisory and management fees ...........ccvcevevrvereeseeciecneenennn 2i(3)
() ONET ...ttt et s et e e s e ee e nanenn 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4) 2i(5) 0
j Total expenses. Add all expense amounts in column (b) and enter total........ 2j 1,170,991
Net Income and Reconciliation
K Net income (loss). Subtract line 2j from liNE 2dk.........c..ereevoereeesooeesssseres e 2k 746,280
I Transfers of assets:
(1) TO OIS PIAN....oeveveee e 21(1)
(2) FrOM thiS PIAN ........oecveeeeeeeeieeeeeee et eee st eee e eea s sesee e sne e 21(2)

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):
(1)[ ] Unqualified (2) [ ] Qualified (3) [x] Disclaimer (@) []Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Iﬁ Yes D No

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

() Name:pepoer & Associates, PC (2)EIN-47-0836395

d The opinion of an independent qualified public accountant is not attached because:

(1) |:| This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV |Compliance Questions

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

During the plan year: Yes No

Amount

a Wasthere a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.)..... 4a X

14,304

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CHBCKEA.) ..o ettt st s ettt s s e e ae e ae st s s etens 4b X
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Yes No Amount

C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ......ccccocevveivveccennene 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 IIl if “Yes” is

CRBCKEA.Y vusisssrussvsssenmvsssssusvssmmmmunssssesses o mvesy45wsss £50m SEasis s ons N s oS3 43 S R O SR S Ve 4d X

Was this plan covered by a fidelity bond?..........ccccviiininiiinneirc e e 4e X 200,000
f  Didthe plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fralid ordiSNONESEY? «cusssscumsessscnsminmmssmamms msmnismssusssiss ;TS ss5assn a6 So 06450 s 4000 s8ES TR ERSH R inas 4f X

g Didthe plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?............cccceceeonevenicinnenees 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 Didthe plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIreMENts.) ..........occoeeiiiiie e 4i X
i 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 requiremMents.).........ccccveeiiiniiiiiieniiesess s esneessiscneesne s s e csnineens 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?........ccccovivveivieiinie e e seesressennvnees 4k X
| Has the plan failed to provide any benefit when due under the plan?........cccccoeovvveieienceeeenee. 41 X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
P L N 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.........ccocevvvinicnnennae 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If“Yes,” enter the amount of any plan assets that reverted to the employer this year...................... D Yes |>__<_I No  Amount:

5b I, 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)

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

Part V ITrust Information (optional)
6a Name of trust 6b Trust's EIN




Attachment to 2014 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:
14,304 0




SCHEDULE R Retirement Plan Information OMB No. 12100110

(Form 5500) 2014
Department of the Treasury This schedule is required to be filed under section 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

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

Uopdimental Lt This Form is Open to Public
Exployse: Beuehts Ssouriycominigimbion P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
plan number
(PN) 4 001
NONPROFIT ASSOCIATION OF THE MIDLANDS 403 (b) PLAN
C Plan sponsor’s hame 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

2

3

Total value of distributions paid in property other than in cash or the forms of property specified in the
INSEIUCHONS. v vivvse ssssessunmmssessosasssnsssusssesesessossssoiss s mes s 5oss Sx0w 5 H0FE 5w S e T8 5568 S5 S0 ST S 0SS0 6450 S50 600 T8 600 1 0

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.

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)

4  Isthe plan administrator making an election under Code section 412(d)(2) or ERISA Section 302(d)(2)7............oooecccc.. [] Yes [] no  [] na
If the plan is a defined benefit plan, go to line 8.
5 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 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.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
I ) .
b Enter the amount contributed by the employer to the plan for this plan year................ccccooeerveireervciees e, 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ negative amount) ..o 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢c be met by the funding deadline? ...........ccccocevevvvveeerecennees D Yes I:I No D N/A
8 Ifachange 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 Change?..........cccuii it I:l es D B D —
Partlll | Amendments
9 Ifthis 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
box. If no. check the “No” box. D Increase D Decrease D Both D No
Part IV 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?............. D Yes D No
11 @ Doesthe ESOP hold @ny Preferred SEOCK?........c.vivivieeveeeieeeeieis e ssesssssssesssssessssessssesssssssasssssssssassssassssasssssessssssasssssesssesnsessesans |:| Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes |:| No
(See instructions for definition of “back-t0-back” 10AN.) .........cccoiiiiiiiieeiiiei e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?..............ccooueoreererrerecerresronnen. |:| Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2014

v. 140124
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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 (If employer contributes under more than one collective bargaining agreement, check boxl:l
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 boxD and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: I:] Hourly I:I Weekly D Unit of production |:| 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[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 l Unit of production |:| 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 boxl:l
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 boxﬂ and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: |:| Hourly [] Weekly D 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 boxl:l
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 boxD and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents
(2) Base unit measure: D 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 boxD
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (/f 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 € Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxD
and see instructions regarding required aftachment. 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 (in dollars and cents)
(2) Base unit measure: |:| Hourly D 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 YEAM......oueuerereseaeisesee et st essessess e sss st seeseseesssses ute et st sebebs b b e et et sk sbs b bt st sebens bbb ettt 14a
b The plan year immediately preceding the CUITENt PIaN YEar.........c.eeveeveceeureesireseeeseeeeseesese e seeserenseeensessesases 14b
€ The second preceding PIAN YEAT ..c.cccciumiiinsisioisinmsision ssivesissssssinst sosussos simssssstssssis ssuvesssansssns sssasessinsiassansans 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...............cccccceeiin. 15a

b The corresponding number for the second preceding PIan YE&T ..............c.c.cvoveveveveverierreieisiciesreieieseressnssernens 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 planyear ...........cccccooeiveviivciiniiiciicnnnns 16a

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

assessed against such Withdrawn @MPIOYETS.........oviiiiiriiriiiiiirsisr st sss s s s ssrssaasae s sassan e

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. ..........coiiiiiiiiiii e |:|

| 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 imnmediately before such plan year, check box and see instructions regarding supplemental
information to be/inclided asamattaCMENT .. coumummso s oot o b S S 5060 0 s e o3 4T S R RS R R E  oR 4Y S e SR e S

19 Ifthe total number of participants is 1,000 or more, complete lines (a) through (c)

a

b

Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

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 D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
What duration measure was used to calculate line 19(b)?

D Effective duration |:| Macaulay duration D Modified duration |:|Other (specify):
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31l  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) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 47-0778684
11205 WRIGHT GIRGLE - STE.210 Social security number (SSN) (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
OMAHA NE 68144

C Piun fEie Plan ) Plan year ending—

number MM DD YYYY

NONPROFIT ASSOCIATION OF THE MIDLANDS 403(b) PLAN 0 0 1 12 31 2014

x:1gd|ll 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

1
in Part 1, C above.
2 | request an extension of time until 10 , 15 , 2015 to file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.
3 lrequest 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.

ladlll]l Extension of Time To File Form 5330 (see instructions)

4 | 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.

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

5  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)



