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SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

12/31/2023

SETON HALL UNIVERSITY

ADDS08874

22-1500645

51

01/01/2023

1166 AVENUE OF THE AMERICAS
34TH FLOOR
NEW YORK, NY 10036

12/31/202370815

505

01/01/2023

06-0838648

3

MERCER HEALTH AND BENEFITS, LLC

HARTFORD LIFE AND ACCIDENT

SETON HALL UNIVERSITY WELFARE BENEFIT PROGRAM

1471

51



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

X

X

1012

DID NOT PROVIDE THE APPROXIMATE NUMBER OF PERSONS COVERED.

X ACCIDENTAL DEATH AND DISMEMBERMENT

X



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

1025

4565 PAYSPHERE CIRCLE
CHICAGO, IL 60674

SETON HALL UNIVERSITY

CIGNA HEALTH AND LIFE INSURANCE COMPANY AND AFFILIATES

209824

505

59-1031071 67369 3334085

BENEFIT ADVISOR PAYMENTS

01/01/2023

01/01/2023

3

12/31/2023

209824

12/31/2023

MERCER HEALTH AND BENEFITS, LLC

SETON HALL UNIVERSITY WELFARE BENEFIT PROGRAM

22-1500645



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

X

X

X

20985923



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

100832243-0949844

22-1500645

12/31/2023

71870
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SETON HALL UNIVERSITY



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

X

85908
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SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

10457

55085

3

193222-1896118

01/01/2023 12/31/2023

01/01/2023

4565 PAYSPHERE CIRCLE
CHICAGO, IL 60674

DELTA DENTAL OF NEW JERSEY, INC.

07742

22-1500645
SETON HALL UNIVERSITY

MERCER HEALTH AND BENEFITS, LLC

SETON HALL UNIVERSITY WELFARE BENEFIT PROGRAM

10457

12/31/2023

505



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

1045597

862182

0

X

155062

0

0

10457

1045730

X

67868

0

13593

131012

0

0

-133

857280

4902

0

0

0

862182



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

22-1500645

3

12/31/2023

MERCER HEALTH AND BENEFITS, LLC

ALPHA DENTAL PROGRAMS, INC.

12/31/202395163 245

SETON HALL UNIVERSITY

01/01/2023

01/01/2023

4565 PAYSPHERE CIRCLE
CHICAGO, IL 60674

74-2447512

361

SETON HALL UNIVERSITY WELFARE BENEFIT PROGRAM

361

78998

505



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

36084

X

X



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

93-0242990

RSC INSURANCE BROKERAGE INC

MERCER HEALTH AND BENEFITS, LLC

SETON HALL UNIVERSITY

5489

10628

170601

3

3

1321 12/31/2023

22-1500645

11031

505

69019 01/01/2023

01/01/2023

SETON HALL UNIVERSITY WELFARE BENEFIT PROGRAM

CONTINGENT COMPENSATION

12/31/2023

STANDARD INSURANCE COMPANY

1717 ARCH STREET, 11TH FLOOR
PHILADELPHIA, PA 19103

PO BOX 970069
BOSTON, MA 02297

11031



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

MERCER HEALTH AND BENEFITS, LLC

5138 3

4565 PAYSPHERE CIRCLE
CHICAGO, IL 60674



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

0

X

0

0

60465

307214

36012

0

0

6156

X

64499

ACCIDENTAL DEATH AND DISMEMBERMENT

21658

0

256921

315465

255000

0

315465

13547

X

141872

50293

60465



SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

File as an attachment to Form 5500.

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

OMB No. 1210-0110

2023

This Form is Open to Public
Inspection

For calendar plan year 2023 or fiscal plan year beginning and ending

A Name of plan
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI

B Three-digit

plan number (PN) 001

C s shown on line 2a of Form 5500
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
FGHI ABCDEFGHI

D Employer Identification Number (EIN)
012345678

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

1 Coverage Information:

(a) Name of insurance carrier
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

(b) EIN
(c) NAIC
code

(d) Contract or
identification number

(e) Approximate number of
persons covered at end of
policy or contract year

Policy or contract year

(f) From (g) To

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

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

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

123456789012345 123456789012345

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

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid

(e) Organization code(c) Amount (d) Purpose
-123456789012345 -123456789012345 ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDEFGHI ABCDEFGHI
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE

1

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023
v. 230

PO BOX 970069
BOSTON, MA 02297

669 RIVER DRIVE CENTER
SUITE 305
ELMWOOD PARK, NJ 07407

CONTINGENT COMPENSATION

11064

1339 12/31/2023

RSC INSURANCE BROKERAGE INC

EMERSON ROGERS LLC

3

3

12767

505

93-0242990 170601

01/01/2023

SETON HALL UNIVERSITY WELFARE BENEFIT PROGRAM

69019 01/01/2023

7342

5425

22-1500645

STANDARD INSURANCE COMPANY

SETON HALL UNIVERSITY

12/31/2023

11064



Schedule A (Form 5500) 2023 Page 2 1 x

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
123456789 ABCDEFGHI ABCDEFGHI ABCDE
CITY56789 ABCDEFGHI AB, ST 021345678901

(b) Amount of sales and base
commissions paid

Fees and other commissions paid (e)
Organization

code(c) Amount (d) Purpose

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

1



Schedule A (Form 5500) 2023 Page 3

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

4 ................................................ 4 123456789012345
5 accounts at year end................................................... 5 123456789012345
6 Contracts With Allocated Funds:

a State the basis of premium rates

b Premiums paid to carrier ....................................................................................................................................... 6b -123456789012345
c Premiums due but unpaid at the end of the year................................................................................................... 6c -123456789012345
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or

retention of the contract or policy, enter amount. ..................................................................................................
6d -123456789012345

Specify nature of costs

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

(3) X other (specify)

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

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

(3) X guaranteed investment (4) X other

b Balance at the end of the previous year................................................................................................................ 7b 123456789012345
c Additions: (1) Contributions deposited during the year ................................ 7c(1) -123456789012345

(2) Dividends and credits............................................................................... 7c(2) -123456789012345
(3) Interest credited during the year .............................................................. 7c(3) -123456789012345
(4) Transferred from separate account.......................................................... 7c(4) -123456789012345
(5) Other (specify below) ............................................................................... 7c(5) -123456789012345

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

(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) -123456789012345
(2) Administration charge made by carrier ..................................................... 7e(2) -123456789012345
(3) Transferred to separate account ............................................................... 7e(3) -123456789012345
(4) Other (specify below) ................................................................................ 7e(4) -123456789012345

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



Schedule A (Form 5500) 2023 Page 4

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

8 Benefit and contract type (check all applicable boxes)

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

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

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

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

9 Experience-rated contracts:

a Premiums: (1) Amount received ................................................................. 9a(1) -123456789012345
(2) Increase (decrease) in amount due but unpaid.................................... 9a(2) -123456789012345
(3) Increase (decrease) in unearned premium reserve ............................. 9a(3) -123456789012345
(4) Earned ((1) + (2) - (3))...................................................................................................................................... 9a(4) 123456789012345

b Benefit charges (1) Claims paid................................................................ 9b(1) -123456789012345
(2) Increase (decrease) in claim reserves ................................................. 9b(2) -123456789012345
(3) Incurred claims (add (1) and (2))................................................................................................................... 9b(3) 123456789012345
(4) Claims charged ............................................................................................................................................. 9b(4) 123456789012345

c Remainder of premium: (1) Retention charges (on an accrual basis) -- -123456789012345
(A) Commissions ................................................................................ 9c(1)(A) -123456789012345
(B) Administrative service or other fees .............................................. 9c(1)(B) -123456789012345
(C) Other specific acquisition costs .................................................... 9c(1)(C) -123456789012345
(D) Other expenses ............................................................................ 9c(1)(D) -123456789012345
(E) Taxes ............................................................................................ 9c(1)(E) -123456789012345
(F) Charges for risks or other contingencies....................................... 9c(1)(F) -123456789012345
(G) Other retention charges ................................................................ 9c(1)(G) -123456789012345
(H) Total retention ........................................................................................................................................ 9c(1)(H) 123456789012345

(2) Dividends or retroactive rate refunds. (These amounts were X paid in cash, or X credited.) .................. 9c(2) 123456789012345
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1) 123456789012345

(2) Claim reserves ............................................................................................................................................. 9d(2) 123456789012345
(3) Other reserves.............................................................................................................................................. 9d(3) 123456789012345

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9c(2).) .............................. 9e 123456789012345
10 Nonexperience-rated contracts:

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

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

-
123456789012345

Specify nature of costs.
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

Part IV Provision of Information

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

12
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI

ABCDEFGHI ABCDE

665617

23831

X

0

27987

1844

25158

690775

0

175573

665617

X

0

39276

10004

146848

0

0

102942

0

690775

28725

0



















Group Name: SETON HALL UNIVERSITY

Group Number: 78998

Division Number:

Number of Subscribers: 117

Number of Members: 245

Commissions Paid: $360.79

Plan Year: 01/01/2023 -12/31/2023

Premium Paid: $36,084.13

Carrier: Alpha Dental Programs, Inc.

Delta EIN: 74-2447512

Delta NAIC: 95163

This statement contains only the data necessary to complete your Form 5500.
It does not represent the actual form. For further information about filing,

please contact your attorney or tax consultant.

APPENDIX
BROKER COMMISSIONS
Broker Name: $Commissions Paid:
MERCER HEALTH & BENEFITS LLC $360.79

Form 5500 - Insurance Information



B) AMOUNT OF COMMISSION PAID FEES PAIDA) NAME & ADDRESS OF AGENT OR

BROKER TO WHOM COMMISSION OR

FEES WERE PAID
COMMISSIONS CONTINGENT

COMP*

C) AMOUNT D) PURPOSE

E) ORG.

CODE

RSC INS BROKERAGE INC

PO BOX 970069

BOSTON, MA 02297

$0.00 $11,030.71 $0.00 3

MERCER HEALTH & BENEFITS

4565 PAYSPHERE CIRCLE

CHICAGO, IL 60674

$5,138.43 $0.00 $0.00 3

MERCER HEALTH & BENEFITS

1717 ARCH ST 11TH FLOOR

PHILADELPHIA, PA 19103

$5,489.10 $0.00 $0.00 3

TOTAL COMMISSIONS PAID $10,627.53

TOTAL CONTINGENT COMP PAID $11,030.71

*'Contingent Compensation', sometimes referred to as contingent commissions, means compensation that is contingent on the satisfaction of one or

more minimum requirements, such as a specified minimum amount of new premium volume or persistency in connection with the producer's block of

business. The amount in Column B represents that portion of compensation attributable to the coverage referenced above. The Contingent

Compensation is allocated to each policyholder in the same proportion that the policyholder's premium bears to the producer's total premium with The

Standard.

STANDARD INSURANCE COMPANY

SETON HALL UNIVERSITY

1/1/2023

12/31/2023

1,321

93-0242990

000-69019

$21,658.24

$0.00

THE FINANCIAL DATA BELOW IS PROVIDED FOR YOUR INFORMATION

IT CAN BE USED TO COMPLETE THE SCHEDULE A FOR THE FORM 5500

IF YOUR PLAN IS REQUIRED TO FILE SUCH A SCHEDULE

LIFE INSURANCE

C) PLAN SPONSOR:

PART I

1) COVERAGE -

a) CARRIER:

b) EIN:

c) NAIC CODE:

d) CONTRACT NUMBER:

e) NUMBER OF PERSONS COVERED:

f) FROM:

2) INSURANCE FEES AND COMMISSIONS PAID TO AGENTS, BROKER, AND OTHER PERSONS:

g) TO:

AMOUNT OF COMMISSIONS PAID:

PLAN INFORMATION REPORT FOR THE PERIOD OF

FEES PAID / AMOUNT:

170601

LONG FORM INFORMATION

TO1/1/2023 12/31/2023



PLAN INFORMATION REPORT FOR THE PERIOD OF

PART III -

7) BENEFIT TYPE:

STANDARD INSURANCE COMPANY HEREBY CERTIFIES THAT THIS INFORMATION IS COMPLETE AND ACCURATE

EXPERIENCE RATED CONTRACTS

a) PREMIUMS: (1) AMOUNT RECEIVED

(2) INCREASE (DECREASE) IN DUE BUT UNPAID

(3) INCREASE (DECREASE) IN UNEARNED PREMIUM RESERVE

(4) EARNED PREMIUM ((1) +(2) - (3))

$50,293.00

$0.00

$307,214.15

b) BENEFIT CHARGES: (1) CLAIMS PAID

(2) INCREASE (DECREASE) CLAIM RESERVES

INCURRED CLAIMS ((1) +(2))

$255,000.00

$60,465.00

$315,465.00

(A) COMMISSIONS

(B) ADMINISTRATIVE SERVICE OR OTHER FEES

(C) OTHER SPECIFIC ACQUISITION COSTS

(D) OTHER EXPENSES

(E) TAXES

(F) CHARGES FOR RISK OR OTHER CONTINGENCIES

(G) OTHER RETENTION CHARGES

(H) TOTAL RETENTION

$315,465.00

$21,658.24

$0.00

$64,499.00

$36,011.61

$6,155.57

$13,547.29

$0.00

c) REMAINDER OF PREMIUM: (1) RETENTION CHARGES

(4) CLAIMS CHARGED

(2) DIVIDEND OR RETROACTIVE RATE REFUND

(1) AMOUNT HELD TO PROVIDE BENEFITS AFTER RETIREMENT

(2) CLAIM RESERVES

(3) OTHER RESERVES

$141,871.72

$ 0.00

$60,465.00

$0.00

$0.00

d) STATUS OF POLICY HOLDER RESERVES AT END OF YEAR

(E) DIVIDENDS OR RETROACTIVE RATE REFUNDS DUE

170601

LIFE INSURANCE

$256,921.15

LONG FORM INFORMATION

1/1/2023 12/31/2023TO



B) AMOUNT OF COMMISSION PAID FEES PAIDA) NAME & ADDRESS OF AGENT OR

BROKER TO WHOM COMMISSION OR

FEES WERE PAID
COMMISSIONS CONTINGENT

COMP*

C) AMOUNT D) PURPOSE

E) ORG.

CODE

RSC INS BROKERAGE INC

PO BOX 970069

BOSTON, MA 02297

$5,424.72 $0.00 $0.00 3

EMERSON ROGERS LLC

669 RIVER DRIVE

SUITE 305

ELMWOOD PARK, NJ 07407

$7,342.43 $11,064.12 $0.00 3

TOTAL COMMISSIONS PAID $12,767.15

TOTAL CONTINGENT COMP PAID $11,064.12

*'Contingent Compensation', sometimes referred to as contingent commissions, means compensation that is contingent on the satisfaction of one or

more minimum requirements, such as a specified minimum amount of new premium volume or persistency in connection with the producer's block of

business. The amount in Column B represents that portion of compensation attributable to the coverage referenced above. The Contingent

Compensation is allocated to each policyholder in the same proportion that the policyholder's premium bears to the producer's total premium with The

Standard.

STANDARD INSURANCE COMPANY

SETON HALL UNIVERSITY

1/1/2023

12/31/2023

1,339

93-0242990

000-69019

$23,831.27

$0.00

THE FINANCIAL DATA BELOW IS PROVIDED FOR YOUR INFORMATION

IT CAN BE USED TO COMPLETE THE SCHEDULE A FOR THE FORM 5500

IF YOUR PLAN IS REQUIRED TO FILE SUCH A SCHEDULE

LONG TERM DISABILITY

C) PLAN SPONSOR:

PART I

1) COVERAGE -

a) CARRIER:

b) EIN:

c) NAIC CODE:

d) CONTRACT NUMBER:

e) NUMBER OF PERSONS COVERED:

f) FROM:

2) INSURANCE FEES AND COMMISSIONS PAID TO AGENTS, BROKER, AND OTHER PERSONS:

g) TO:

AMOUNT OF COMMISSIONS PAID:

PLAN INFORMATION REPORT FOR THE PERIOD OF

FEES PAID / AMOUNT:

170601

LONG FORM INFORMATION

TO1/1/2023 12/31/2023



PLAN INFORMATION REPORT FOR THE PERIOD OF

PART III -

7) BENEFIT TYPE:

STANDARD INSURANCE COMPANY HEREBY CERTIFIES THAT THIS INFORMATION IS COMPLETE AND ACCURATE

EXPERIENCE RATED CONTRACTS

a) PREMIUMS: (1) AMOUNT RECEIVED

(2) INCREASE (DECREASE) IN DUE BUT UNPAID

(3) INCREASE (DECREASE) IN UNEARNED PREMIUM RESERVE

(4) EARNED PREMIUM ((1) +(2) - (3))

$28,725.00

$0.00

$175,573.41

b) BENEFIT CHARGES: (1) CLAIMS PAID

(2) INCREASE (DECREASE) CLAIM RESERVES

INCURRED CLAIMS ((1) +(2))

$25,157.86

$665,616.83

$690,774.69

(A) COMMISSIONS

(B) ADMINISTRATIVE SERVICE OR OTHER FEES

(C) OTHER SPECIFIC ACQUISITION COSTS

(D) OTHER EXPENSES

(E) TAXES

(F) CHARGES FOR RISK OR OTHER CONTINGENCIES

(G) OTHER RETENTION CHARGES

(H) TOTAL RETENTION

$690,774.69

$23,831.27

$0.00

$39,276.00

$27,987.09

$1,843.53

$10,003.88

$0.00

c) REMAINDER OF PREMIUM: (1) RETENTION CHARGES

(4) CLAIMS CHARGED

(2) DIVIDEND OR RETROACTIVE RATE REFUND

(1) AMOUNT HELD TO PROVIDE BENEFITS AFTER RETIREMENT

(2) CLAIM RESERVES

(3) OTHER RESERVES

$102,941.76

$ 0.00

$665,616.83

$0.00

$0.00

d) STATUS OF POLICY HOLDER RESERVES AT END OF YEAR

(E) DIVIDENDS OR RETROACTIVE RATE REFUNDS DUE

170601

LONG TERM DISABILITY

$146,848.41

LONG FORM INFORMATION

1/1/2023 12/31/2023TO
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Self‐Insured Benefits

Schedule As will not be included in the 5500 for the benefits
that were self‐insured. Schedule As are only to report fully
insured benefits.

We did include the appropriate benefit code(s) for the
benefit(s) and checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client . This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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Self‐Insured Benefit

Employee Assistance Program (EAP)

A Schedule A will not be included in the 5500 as the benefit was self‐
insured. A Schedule A is only to report fully insured benefits.

We did include the appropriate benefit code for the benefit and
checked general assets for funding.

Disclaimer: Wrangle, an Ascensus® company, as well as its employees and affiliates do not offer legal or accounting consultation or services and does not assist with
plan design or implementation. Information provided by Wrangle is for informational purposes only and is not intended to constitute legal or other advice or opinions on
any specific matters. The client should always seek the advice of an independent qualified attorney, accountant, or other professional advisor. Wrangle applies its best
effort to provide accurate and complete information and provides its service in accordance with ERISA and based on the information provided by the client . This document
contains information that is confidential and any use, disclosure, distribution, or duplication by anyone other than an intended recipient is prohibited. Ascensus is not a
broker, consultant, or fiduciary, as defined by ERISA. Ascensus® and the Ascensus logo are registered trademarks of Ascensus, LLC. Copyright© 2024 Wrangle, an
Ascensus® company. All rights reserved.
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