Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2010

This Form is Open to Public
Inspection

Part |

Annual Report Identification Information

For calendar plan year 2010 or fiscal plan year beginning

01/ 01/ 2010

and ending 127 317 2010

A This return/report is for:

B This return/report is:

C Ifthe plan is a collectively-bargained plan, check here

D Check box if filing under:

a multiemployer plan;

IE a single-employer plan;

D the first return/report;

I:I an amended return/report;

X Form 5558;

|:| special extension (enter description)

|:| automatic extension;

|:| a multiple-employer plan; or
|:| a DFE (specify)

|:| the final return/report;
|:| a short plan year return/report (less than 12 months).

|:| the DFVC program;

Part Il

Basic Plan Information—enter all requested information

1a Name of planSet on Hal |

Uni versity Wel fare Benefit Program

1b Three-digit plan

number (PN) » 505

1c Effective date of plan

09/ 16/ 1966

2a Plan sponsor’s name and address (employer, if for a single-employer plan)
(Address should include room or suite no.)

Set on Hal |

400 S Orange Avenue

Sout h Orange

Uni versity

NJ

2b Employer Identification
Number (EIN)

22-1500645

2c

Sponsor’s telephone
number

be
(973) 761- 9181

2d

Business code (see
instructions)

07079- 2646 611000

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

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

SIGN Robert McLaughlin
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

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

Form 5500 (2010)
v.092307.1




Form 5500 (2010) Page 2

3a SF"Al\anlandministrator’s name and address (if same as plan sponsor, enter “Same”) 3b Administrator’s EIN

3c Administrator’s telephone
number

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

a Sponsor’'s name 4c PN

5  Total number of participants at the beginning of the plan year 5 1, 289

6  Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d).

@ ACHVE PAITICIDANTS. ......evevieetiietecetee ettt ettt ettt et et e se et eae et et et beseesese s ese et ene e b eseesesese s eseseesese s esese s eneesesensesene s eseneesene e enin 6a 1,224
b Retired or separated participants receiving BENEFItS............cevcveveveiieeeecececeeeeteee et e ea et en e 6b 26
C Other retired or separated participants entitled to future benefits.............ccoiiiiiii 6¢c 0
A Subtotal. Add lINES B, BB, ANA BC.........o.eeeeeeeeeeeeeeeee et eee ettt e et et et e e et e e e ee s et e eesee e et e e e et et e e e e en e 6d 1,250
@ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits............ccccveeeiiiiiicii e, 6e
f Total. A INES BU AN BE.............eeeeeeeecece ettt 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans

COMPIEEE thiS HEIM)... ..ottt ettt ettt e e aea s e s st s s s en e s s sasse st e s s sseaeseses s senanssaesesesenannsssssssesanssnas 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were

1SS thaN 100% VESTEA. ...t ee e eeenenerssseeenenas 6h

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)....... 7

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

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

4A 4B 4D 4L 4Q

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor

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

a Pension Schedules b General Schedules
(1) R (Retirement Plan Information) (1) H (Financial Information)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2) ] I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) X _3 A (Insurance Information)
actuary (4) ] C (Service Provider Information)
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) | D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)

4Q Enpl oyee Assi stance Program



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 O
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/ 01/ 2010 and ending 12/ 31/ 2010
A Name of plan B Three-digit
plan number (PN) 4 505

Seton Hall University Welfare Benefit Program

C Plan sponsor’'s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
Seton Hall University 22-1500645
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Connecticut General Life Insurance Conpany and affiliates

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
06- 0303370 62308 3325912 1,799 01/ 01/ 2010 12/ 31/ 2010

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 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

116, 663 0

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

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

Mer cer
4565 Paysphere Circle

Chi cago IL 60674
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
116, 663 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2010

v.092308.1



Schedule A (Form 5500) 2010 Page 2-[ |

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

Fees and other commissions paid

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

(e) Organization
code

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

Fees and other commissions paid

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

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code




Schedule A (Form 5500) 2010 Page 3

Part Il Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd.................cccccevevevevrereruerererenennn. 5

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

D Premiums Paid t0 CAMTIET ... ......c.veeieeeceeeeeeeeeeeeeee ettt 6b
C  Premiums due but unpaid at the end of the year 6¢Cc
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €NtEr @MOUNT............ooiiiiii e e e snnee e e
Specify nature of costs P
@ Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > |:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) I:I deposit administration (2) |:| immediate participation guarantee
(3) I:I guaranteed investment 4) |:| other P
b Balance at the end Of the PreVIOUS YEAT ...............ccovuiueveuiieeeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 7b
C Additions: (1) Contributions deposited during the year..............ccccecvevevernnee. 7c(1)
(2) DivIdENdS @Nd Credits ..........c.cvveverereeeereieeeeeeeeeeceeaeae e e eeeese e es e 7¢(2)
(3) Interest credited dUMNG the YEaT..........coveveeeeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aGCOUNt .............ccoveveeeeeeeeeeeeeeeeeeeeeeeeenen 7c(4)
(5) Other (SPECIFY DEIOW).........ecvvreceeeceeeeeeeeeies e eseeee s een e ene s enes s eneen 7¢(5)
4
(B)TOAI AAGIIONS ...ttt e e ee e e e ee e eeee s e e e s eee s e e ee s es s e ee s et ene s eeeeeeees 7¢(6)
d Total of balance and additions (@dd b @Nd C(B)). .....c.c.cvverurueeeieeeeeeeceeee ettt enene e 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier.............ccoevveuevieeiieesiniieeeees 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............ocooveveeeeeeeeeeeeeeeee e 7¢(3)
(4) Other (SPECIfY DEIOW)........cvvveeeereceeeeeeieieiee e enen e 7e(4)
4
LG L= 1 [T [T T T3 PSPPSR 7¢e(5)
f Balance at the end of the current year (Subtract @(5) From d) ..........oovoveeevieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 7f




Schedule A (Form 5500) 2010 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

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

m D Other (specify) »

9 Experience-rated contracts:
A Premiums: (1) AMOUNt r€CEIVE.......ccueeiiieieiieiie e 9a(1) 2, 803,978
(2) Increase (decrease) in amount due but unpaid 9a(2) 1, 393, 858
(3) Increase (decrease) in unearned premium reserve............c.coeeeuveuenen.. 9a(3)
(4) Earned (1) + (2) = (3)) vevereveeeerereeeereeeeesseeeressesseenns 4,197, 836
b Benefit charges (1) Claims paid
(2) Increase (decrease) in ClaiM FESEIVES...........ooveeeeeeeeeeeeeeeeeeeeeesees 9b(2) 337,473
(3) Incurred claims (Add (1) @NG (2)) ....ovevereeeeeee e eeee ettt et ee e et et et eseeteseesese s atenseeeseaseseeeetensstereeenneaes 9b(3) 337,473
[N YT TR 1 =T o L= OO 9b(4) 337,473
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS .....oce et 9c(1)(A) 7,913
(B) Administrative service or other fees ...........cccvveiriinneincinncees 9¢c(1)(B)
(C) Other specific aCQUISItION COSES............ovveeeeeeeeeeeeseeeeeeeee e 9¢c(1)(C)
(D) Other EXPENSES ......veeeeeeeeeeeeeeeee e e n s nen e 9¢(1)(D) 990, 837
(E) TAXES c..eeeeeeieeeeeeeeeeee et ee et n e nn e 9¢(1)(E) 26, 105
(F) Charges for risks or other contingencies ................cocovveeeveveeeen. 9c(1)(F)
(G) Other retention ChArgES ............oooieeeeeeeeeeeeeeeeeeeeeeeee e 9¢(1)(G)
RIS LE= =1 T=T1 (o OO 9c(1)(H) 1, 024, 855
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orl:l credited.) ....cccoeerneennnn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. . 9d(1)
(2) ClAIM TESEIVES ...tttk b ettt a et e st eeh et e e a ettt beh ettt b et st e et eb bt neebe e enebe e 9d(2) 2,023,412
(3) OFNET TESEIVES .....c.eiueeuieieeeeeteete et ee e et et e teete st e e et e st eseeseeteseese e e eseeseeseeaeeeeasenseneeneemee e e e seeseeseenesaesenseneaneeseneenen 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not include amount entered in €(2).) .........cccoeveeiiiiniininannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to CAITIEN ..............ccocveeeveueeeeeeeee et e e e 10a 690, 733
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, item 2 above, report amount..................c.......... 10b

Specify nature of costs P

| Part IV | Provision of Information

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

Yes

IENO

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 O
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/ 01/ 2010 and ending 12/ 31/ 2010
A Name of plan B Three-digit
plan number (PN) 4 505

Seton Hall University Welfare Benefit Program

C Plan sponsor’'s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
Seton Hall University 22-1500645
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Connecticut General Life Insurance Conpany and affiliates

(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
06- 0303370 62308 3013 3 01/ 01/ 2010 12/ 31/ 2010

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 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

1 0

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

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

Mer cer
4565 Paysphere Circle

Chi cago IL 60674
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
1 3

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

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2010

v.092308.1



Schedule A (Form 5500) 2010 Page 2-[ |

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

Fees and other commissions paid

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

(e) Organization
code

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

Fees and other commissions paid

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

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code




Schedule A (Form 5500) 2010 Page 3

Part Il Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd.................cccccevevevevrereruerererenennn. 5

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

D Premiums Paid t0 CAMTIET ... ......c.veeieeeceeeeeeeeeeeeeee ettt 6b
C  Premiums due but unpaid at the end of the year 6¢Cc
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €NtEr @MOUNT............ooiiiiii e e e snnee e e
Specify nature of costs P
@ Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > |:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) I:I deposit administration (2) |:| immediate participation guarantee
(3) I:I guaranteed investment 4) |:| other P
b Balance at the end Of the PreVIOUS YEAT ...............ccovuiueveuiieeeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 7b
C Additions: (1) Contributions deposited during the year..............ccccecvevevernnee. 7c(1)
(2) DivIdENdS @Nd Credits ..........c.cvveverereeeereieeeeeeeeeeceeaeae e e eeeese e es e 7¢(2)
(3) Interest credited dUMNG the YEaT..........coveveeeeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aGCOUNt .............ccoveveeeeeeeeeeeeeeeeeeeeeeeeenen 7c(4)
(5) Other (SPECIFY DEIOW).........ecvvreceeeceeeeeeeeeies e eseeee s een e ene s enes s eneen 7¢(5)
4
(B)TOAI AAGIIONS ...ttt e e ee e e e ee e eeee s e e e s eee s e e ee s es s e ee s et ene s eeeeeeees 7¢(6)
d Total of balance and additions (@dd b @Nd C(B)). .....c.c.cvverurueeeieeeeeeeceeee ettt enene e 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier.............ccoevveuevieeiieesiniieeeees 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............ocooveveeeeeeeeeeeeeeeee e 7¢(3)
(4) Other (SPECIfY DEIOW)........cvvveeeereceeeeeeieieiee e enen e 7e(4)
4
LG L= 1 [T [T T T3 PSPPSR 7¢e(5)
f Balance at the end of the current year (Subtract @(5) From d) ..........oovoveeevieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 7f




Schedule A (Form 5500) 2010 Page 4

Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a B Health (other than dental or vision) b |:| Dental C |:| Vision
e |:| Temporary disability (accident and sickness)  f |:| Long-term disability g |:| Supplemental unemployment
i |:| Stop loss (large deductible) j |:| HMO contract k |:| PPO contract

m [X Other (specify) »Enpl oyee Assistance Program

d |:| Life insurance
h |:| Prescription drug
| E Indemnity contract

9 Experience-rated contracts:

@ Premiums: (1) Amount received.............c.ooeiiiieiiiiicc ) 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reserve............c.coeeeuveuenen.. 9a(3)

(4) Earned (1) + (2) = (3)) vevereveeeerereeeereeeeesseeeressesseenns

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES..........ccvererierierieieieeeeeee e 9b(2)
(3) Incurred claims (AAd (1) NG (2)) ..veveeerieieeieseree ettt sttt et steste st eseeseeseasestessesseseeseesessessessessenseneaneas 9b(3)
L @A E=TT  TSRet  P=To T=T FSS 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....oeviiiiieieiete ettt 9¢c(1)(A)
(B) Administrative service or other fees ...........cccvveiriinneincinncees 9¢c(1)(B)
(C) Other specific aCqUISIIoN COSS..............ooveveeeeeeeeeeeeeeeee e 9¢(1)(C)
(D) OthEr EXPENSES ....eeeiueiieeiiiieeitiiaeetiee e sttt e e steee e et eeeseeeeanneeeennneeeenees 9¢(1)(D)
(S L= GRS 9¢c(1)(E)
(F) Charges for risks or other coNtingeNCIES .........c.cvevevervevereererrernnns 9c(1)(F)
(G) Other retention ChArgES .........ccevevecuevereeeeeeeeeeeeeeeeeese s erneesees 9¢c(1)(G)
(H) TOtI FEEEMEION ...ttt ettt ettt ettt b ettt n ettt eeesne e e 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orl:l credited.) ....cccoeerneennnn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ..l 9d(1)
(2) ClAIM TESEIVES ...tttk b ettt a et e st eeh et e e a ettt beh ettt b et st e et eb bt neebe e enebe e 9d(2)
(3) OFNET TESEIVES .....c.eiueeuieieeeeeteete et ee e et et e teete st e e et e st eseeseeteseese e e eseeseeseeaeeeeasenseneeneemee e e e seeseeseenesaesenseneaneeseneenen 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not include amount entered in €(2).) .........cccoeveeiiiiniininannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAITIEN .............ccocvvcveveueeceeeeeeeeeeieeeeeeeee e 10a 23
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, item 2 above, report amount..................c.......... 10b

Specify nature of costs P

| Part IV | Provision of Information

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

|:| Yes

IENO

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



SCHEDULE A Insurance Information
(Form 5500)

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 O
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2010 or fiscal plan year beginning 01/ 01/ 2010 and ending 12/ 31/ 2010
A Name of plan B Three-digit
plan number (PN) 4 505

Seton Hall University Welfare Benefit Program

C Plan sponsor’'s name as shown on line 2a of Form 5500. D Employer Identification Number (EIN)
Seton Hall University 22-1500645
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

Hartford Life and Acci dent

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number persons covered at end of (f) From (g) To
policy or contract year
06- 0838648 70815 208165G 1, 545 01/ 01/ 2010 12/ 31/ 2010

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in item 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

10, 017 3,071

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

Mer cer
4565 Paysphere Circle

Chi cago IL 60674

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

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

Al l ocation of non-contingent

10, 017 3,071 conpensat i on 3
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2010
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

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

(e) Organization
code

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

Fees and other commissions paid

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

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code

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

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

commissions paid (c) Amount (d) Purpose

(e) Organization
code
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Part Il Investment and Annuity Contract Information

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

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

5 Current value of plan’s interest under this contract in separate accounts at year €nd.................cccccevevevevrereruerererenennn. 5

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

D Premiums Paid t0 CAMTIET ... ......c.veeieeeceeeeeeeeeeeeeee ettt 6b
C  Premiums due but unpaid at the end of the year 6¢Cc
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €NtEr @MOUNT............ooiiiiii e e e snnee e e
Specify nature of costs P
@ Type of contract: (1) D individual policies (2) |:| group deferred annuity
(3) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan check here > |:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) I:I deposit administration (2) |:| immediate participation guarantee
(3) I:I guaranteed investment 4) |:| other P
b Balance at the end Of the PreVIOUS YEAT ...............ccovuiueveuiieeeeeeeeeeeeeeeeeeeeeeeeeeeeee e | 7b
C Additions: (1) Contributions deposited during the year..............ccccecvevevernnee. 7c(1)
(2) DivIdENdS @Nd Credits ..........c.cvveverereeeereieeeeeeeeeeceeaeae e e eeeese e es e 7¢(2)
(3) Interest credited dUMNG the YEaT..........coveveeeeeeeeeeeeeeeeee e 7¢(3)
(4) Transferred from separate aGCOUNt .............ccoveveeeeeeeeeeeeeeeeeeeeeeeeenen 7c(4)
(5) Other (SPECIFY DEIOW).........ecvvreceeeceeeeeeeeeies e eseeee s een e ene s enes s eneen 7¢(5)
4
(B)TOAI AAGIIONS ...ttt e e ee e e e ee e eeee s e e e s eee s e e ee s es s e ee s et ene s eeeeeeees 7¢(6)
d Total of balance and additions (@dd b @Nd C(B)). .....c.c.cvverurueeeieeeeeeeceeee ettt enene e 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier.............ccoevveuevieeiieesiniieeeees 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............ocooveveeeeeeeeeeeeeeeee e 7¢(3)
(4) Other (SPECIfY DEIOW)........cvvveeeereceeeeeeieieiee e enen e 7e(4)
4
LG L= 1 [T [T T T3 PSPPSR 7¢e(5)
f Balance at the end of the current year (Subtract @(5) From d) ..........oovoveeevieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeen 7f
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Part lll | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a D Health (other than dental or vision) b |:| Dental C |:| Vision
e |:| Temporary disability (accident and sickness)  f |:| Long-term disability g |:| Supplemental unemployment
i |:| Stop loss (large deductible) j |:| HMO contract k |:| PPO contract

m [X Other (specify) P Acci dental Death & Di smenber ment

d ¥ Life insurance
h |:| Prescription drug

| D Indemnity contract

9 Experience-rated contracts:

@ Premiums: (1) Amount received.............c.ooeiiiieiiiiicc ) 9a(1)
(2) Increase (decrease) in amount due but unpaid 9a(2)
(3) Increase (decrease) in unearned premium reserve............c.coeeeuveuenen.. 9a(3)

(4) Earned (1) + (2) = (3)) vevereveeeerereeeereeeeesseeeressesseenns

b Benefit charges (1) Claims paid

(2) Increase (decrease) in Claim rESEIVES..........ccvererierierieieieeeeeee e 9b(2)
(3) Incurred claims (AAd (1) NG (2)) ..veveeerieieeieseree ettt sttt et steste st eseeseeseasestessesseseeseesessessessessenseneaneas 9b(3)
L @A E=TT  TSRet  P=To T=T FSS 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .....oeviiiiieieiete ettt 9¢c(1)(A)
(B) Administrative service or other fees ...........cccvveiriinneincinncees 9¢c(1)(B)
(C) Other specific aCqUISIIoN COSS..............ooveveeeeeeeeeeeeeeeee e 9¢(1)(C)
(D) OthEr EXPENSES ....eeeiueiieeiiiieeitiiaeetiee e sttt e e steee e et eeeseeeeanneeeennneeeenees 9¢(1)(D)
(S L= GRS 9¢c(1)(E)
(F) Charges for risks or other coNtingeNCIES .........c.cvevevervevereererrernnns 9c(1)(F)
(G) Other retention ChArgES .........ccevevecuevereeeeeeeeeeeeeeeeeese s erneesees 9¢c(1)(G)
(H) TOtI FEEEMEION ...ttt ettt ettt ettt b ettt n ettt eeesne e e 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were |:| paid in cash, orl:l credited.) ....cccoeerneennnn. 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.. ..l 9d(1)
(2) ClAIM TESEIVES ...tttk b ettt a et e st eeh et e e a ettt beh ettt b et st e et eb bt neebe e enebe e 9d(2)
(3) OFNET TESEIVES .....c.eiueeuieieeeeeteete et ee e et et e teete st e e et e st eseeseeteseese e e eseeseeseeaeeeeasenseneeneemee e e e seeseeseenesaesenseneaneeseneenen 9d(3)
€@ Dividends or retroactive rate refunds due. (Do not include amount entered in €(2).) .........cccoeveeiiiiniininannn. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CAITIEN .............ccocvvcveveueeceeeeeeeeeeieeeeeeeee e 10a 379, 557
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, item 2 above, report amount..................c.......... 10b

Specify nature of costs P

| Part IV | Provision of Information

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

|:| Yes

IENO

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



