2014 Plan Information Worksheet

Status:Not Ready

Plan Sponsor Information

Plan Sponsor's Name Plan Sponsor's Mailling Address Foreign C
CHILD INC. 818 E. 53RD STREET
Abbreviated Plan Sponsor's Name Plan Sponsor’s Mailing City, Province, State and ZIP
CHILD INC. AUSTIN TX 78751
Plan Sponsor's Doing Business As Name Plan Sponsor's Location Address Foreign C
Plan Sponsor’s Care Of Name
Plan Sponsor’s Location City, Province, State and ZIP
Plan Sponsor’s EIN
74-1722420
Plan Sponsor's Phone Number
(512) 451-7361
Plan Administrator Information
& Same as Plan Sponsor
Plan Administrator's Name Plan Administrator's Address Foreign C
Plan Administrator's Care Of Name Plan Administrator’s City, Province, State and ZIP
Plan Administrator's EIN Plan Administrator's Phone Number
Plan Information
Plan Name Business Code Filing for Plan Year: DFE Plan C
CHILD INC. 401K RETIREMENT PLAN 624410 2014
Plan Year MM/DD/YYYY MM/DD/YYYY
Begins 01/01/2014 Ends 12/31/2014
Abbreviated Plan Name Tax Year MM/DD/YYYY MM/DD/YYYY
CHILD INC. 401K RETIREMENT PLAN Begins 05/01/2014 Ends 04/30/2015

Plan ID
G31108

Three-digit Plan Number
001

EIN for PBGC Forms

Name Control

Effective Date of Plan

10/01/1987

Transmitter Information

Transmitter's TIN

35-0145825

Transmitter's Name

AMERICAN UNITED LIFE INSURANCE COMPANY

60A13

Company Name

AMERICAN UNITED LIFE INSURANCE COMPANY

Company Mailing Address
ONE AMERICAN SQUARE, PO BOX 368

Company City, Province, State and ZIP
INDIANAPOLIS

Foreign

IN 46206-0368

Transmitter Control Code (TCC)

C

Contact Name

REGULATORY SERVICES ANALYST

Contact Telephone Number

(800) 261-9618

Contact E-Mail Address
WEBCLIENT.RS@ONEAMERICA.COM

Do NOT File with IRS, DOL or PBGC



Preparer Information

Preparer's Name

AMERICAN UNITED LIFE INSURANCE CO.

Preparer's Firm Name

AMERICAN UNITED LIFE INSURANCE CO.

Preparer's Address

ONE AMERICAN SQUARE, PO BOX 368

Foreign C

Preparer’s City, Province, State and ZIP
INDIANAPOLIS IN
Preparer's Phone Number

(800) 261-9618

46206-0368

Trust Information

Name of Trust

Trust EIN

Signers, Service Providers and Interested Individuals

& Notify Plan Sponsor

Contact Name

Contact ID

Contact Phone Number

E-Mail Address
DWALLS@CHILDINC.ORG

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

C Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address




Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

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

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

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), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 201 4

1210-0089

This Form is Open to Public
Inspection

l Part| | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning

01/01/2014 and ending 12/31/2014

A This return/report is for:

B This return/report is:

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

|:| a multiemployer plan;

|:| a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions); or

El a single-employer plan;

|:| the first return/report;

|:| an amended return/report;

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

D Check box if filing under: @ Form 5558; |:| automatic extension; |:| the DFVC program;
|:| special extension (enter description)
Part i Basic Plan Information—enter all requested information

1a Name of plan
CHILD INC.

401K RETIREMENT PLAN

1b Three-digit plan
number (PN) » 001

1C Effective date of plan
10/01/1987

2a Plan sponsor's name and address; include room or suite number (employer, if for a single-employer plan) 2b Employer Identification

CHILD INC.

818 E. 53RD STREET

AUSTIN

Number (EIN)
74-1722420

2C Plan Sponsor's telephone
number

(512) 451-7361

2d Business code (see
X 78751 instructions)

624410

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 SHATOYIA VANDERHORST
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN ALBERT L. BLACK
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
Preparer's name (including firm name, if applicable) and address (include room or suite humber) (optional) Preparer’s telephone number
AMERICAN UNITED LIFE INSURANCE CO. (optional)
AMERICAN UNITED LIFE INSURANCE CO.
ONE AMERICAN SQUARE, PO BOX 368 (800) 261-9618
INDIANAPOLIS IN 46206-0368
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2014)

v. 140124




Form 5500 (2014) Page 2

3a Plan administrator's name and address E'Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator's telephone
number
4 Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 | 271
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginning of the Plan YEaT...............cccovurvirueieeeeeeeeee oo 6a(1) 227
a(2) Total number of active participants at the end of the Plan YEAr ..........c..ccco.covevieviiieieeeieeeeeeee oo e 6a(2) 209
b Retired or separated participants receiving DENEItS ...............c.ooii oo o] 6b 0
C Other retired or separated participants entitled to future benefits..............coo e 6¢c 48
d Subtotal. Add lines 6a(2), BB, AN BC. ... 6d 257
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits..............cccoii 6e 0
T Total. AddINES BA @NA BE. .........c..oeovieeiieeeeee ettt tee et ee et e e s eeaens e en s ena s eneeseneene e 6f 257
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEIMY ...ttt ettt e eee et et et et ee et ee et ettt et e e ee st eee et ee et ee et er e, 6g 256
h Number of participants that terminated employment during the plan year with accrued benefits that were
less than 100% Vested . oo o o e 6h 9
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) 7
8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2J 2K 2T 3D
b Ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) 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) BI R (Retirement Plan Information) )

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

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

H (Financial Information)

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

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

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)




Form 5500 (2014) Page 3

Partlll Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.10T-2.) covocevrecieonsic e e O Yes [ No

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

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

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

Receipt Confirmation Code




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 §500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2014

This Form is Open to Public

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

CHILD INC.

401K RETIREMENT PLAN

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

CHILD INC.

74-1722420

D Employer Identification Number (EIN)

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

1 Coverage Information:

(a) Name of insurance carrier

AMERICAN UNITED LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . d h persons covered at end of
code identification number policy or contract year (f) From (g) To
35-0145825 60895 G31108 256 01/01/2014 12/31/2014

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

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

{b) Amount of sales and base

commi

Fees and other commissions paid

ssions 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
commissions paid

Fees and other commissions paid

{c) Amount

(d) Purpose

(e) Organization code

Schedule A (Form 5500) 2014
v. 140124



Schedule A (Form 5500) 2014 Page 2 - |

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

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

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

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

commissions paid {c) Amount {d) Purpose code

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

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

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

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

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

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




Schedule A (Form 5500) 2014 Page 3

Part Il Investment and Annuity Contract Information

purposes of this report.

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

4 Current value of plan’s interest under this contract in the general account at yearend...................ccccccocooevroveerrnnn.n.. 4 1,336,706
5 Current value of plan’s interest under this contract in separate accounts at year end.............c..ccoooeriiunirieiriinicninns 5 10,874,272
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid t0 CAMTIET ... .o, 6b
C  Premiums due but unpaid at the end of the year.............coi e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enter @amMOUNt. ... o e
Specify nature of costs P
e Type of contract: (1) D individual policies 2) D group deferred annuity
3 D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here P D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Typeofcontract: (1) D deposit administration 2 D immediate participation guarantee
(3) D guaranteed investment 4 D other » GROUP ANNUITY CONTRACT
b Balance at the end of the PreVIOUS YEaT ..o oo | 7b 1,284,041
C Additions: (1) Contributions deposited during the year................................. 7c(1) 88,594
(2) Dividends and CreditS ...........ooovieee oo 7¢(2) 0
(3) Interest credited dUriNg the YEaI...........oovov i, 7¢(3) 37,614
(4) Transferred from separate aCCOUNL.............coovoverveveeeeeeeeeeeeese e 7c(4) 89,404
(5) Other (SPECIfy BEIOW)........o.ovoeeeeeeeeeeee oo 7¢(5) Q
»
(B)TOtAI @ATIIONS ...ttt et e 7¢(6) 215,612
d Total of balance and additions (add [iNes 7b @nd 7C(6)) ..........c.oov oo | 7d 1,499,653
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 155,422
(2) Administration charge made by carrier... . 923
(3) Transferred to separate aCCOUNt ...............coeeveveeeeeeeeiceee e 6,602
(4) Other (SPeCify DEIOW) ......oiiiiiii e 0
»
(5) TOLAI AEAUCHIONS ...ttt e e et e e et et e s e 7e(5) 162,947
f Balance at the end of the current year (subtract line 7e(5) from 1iN€ 7d) ...........c..oooivivvoviocioiiiiiiieieees | 7f 1.336.706




Schedule A (Form 5500) 2014

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 organizations(s), the
information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)
a |:| Health (other than dental or vision) b D Dental

e D Temporary disability (accident and sickness)  f D Long-term disability

i |:| Stop loss (large deductible) i |:| HMO contract

m [ | Other (specify) P

c |:| Vision

k D PPO contract

d D Life insurance

g D Supplemental unemployment  h D Prescription drug

| D Indemnity contract

9 Experience-rated contracts:
a Premiums: (1) Amount received.............cccooiiiiiiiii 9a(1)
(2) Increase (decrease) in amount due but unpaid................ccccccooeevenne. 9a(2)
(3) Increase (decrease) in unearned Premium resServe.............ccc.oeveee.... 9a(3)
L= Lo I T ] TR ) PRSP 9a(4)
b Benefit charges (1) Claims paid .................c.cooo oo 9b(1)
(2) Increase (decrease) in Claim reSEIVES...........c..ccccoveeeveee e 9b(2)
(3) Incurred claims (@dd (1) @NA (2)) .voveveeeeee et e ee et en e n e 9b(3)
(4) CIRIMS CRAMGEA ... oottt ettt et ee et et e e et ettt ee e as s 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS .........coeeeieiiieieieeeeeeeee e e ee e 9c(1)(A)
(B) Administrative service or other fees ..........cccocoeveveeoecee e 9¢(1)(B)
(C) Other specific acquisition COStS ...........ooiiiiiii 9c(1)(C)
(D) Other EXPENSES .....c.vviuiiiiiie ettt ettt 9¢(1)(D)
(E) TAXES oottt et e s 9c(1)(E)
(F) Charges for risks or other contingencies ...............cccoeeniiinnll 9c(1)(F)
(G) Other retention charges .. 1 .9¢(1)(G)
(H) TOLAI FEIENLION ..o 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts WereD paid in cash, or D credited.).......cccooeeirnnnn 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement .... 9d(1)
(2) ClAIM TESEIVES .....eiveieee ettt e ettt e et ettt ettt es e e e s et es s eenn e teeeeeen 9d(2)
(B) ONEI TESEIVES ....ovivee ettt ettt e et et et e et e et et en s e et e es e e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......cccoccvvieiiinnne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArrier............cooiiiiiiiii e 10a
b Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount................c.ccoccee 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 @ No

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

»



SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 201 4
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

Department of Labor

Employee Benefits Security Administration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
plan number (PN) 4 001
CHILD INC. 401K RETIREMENT PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
CHILD INC. 74-1722420

Partl |Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ............ Yes DNo

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
AMERICAN UNITED LIFE INSURANCE CO

35-0145825
(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2014

v. 140124



Schedule C (Form 5500) 2014 Page 2- |

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

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

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

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

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

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

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

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




Schedule C (Form 5500) 2014

Page 3 - |

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

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

AMERICAN UNITED LIFE INSURANCE CO

35-0145825

(b) Service Code(s) 15 50 64 52 59 60 63 66 67

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

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

(e)

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

4]

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

NONE 525 Yes NoD Yes D No 39,781 Yes NoD
(a) Enter name and EIN or address (see instructions)

PRONVEST

62-1823351

(b) Service Code(s) 26 50 51

(c)
Relationship to
employer, employee
organization, or

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

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

4]
Did indirect compensation
include eligible indirect
compensation, for which the

(9)

Enter total indirect
compensation received by
service provider excluding

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

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
NONE 10,155 Yes D No@ Yes D NOI:I Yes D NoD
(a) Enter name and EIN or address (see instructions)
(b) service Code(s)
(c) (d) (e) (f) (9) (h)

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

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

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

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

Enter total indirect
compensation received by
service provider excluding

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

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D NoD

Yes D NoD

Yes D NoD




Schedule C (Form 5500) 2014

Page 4- |

Partl |Service Provider Information (continued)

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

as many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERTICAN UNITED LTFE INSURANCE CO

66 67

39,781

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

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

AMERICAN UNITED LIFE INSURANCE CO
35-0145825

ASSET CHARGE

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

0

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

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

AMERICAN CENTURY INVESTMENTS
20-2036524

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LTIFE INSURANCE CO

63 60 52 59

0

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

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

AMERICAN FUNDS
95-1411037

REVENUE SHARING FORMULA - SEE ATTACHED




Schedule C (Form 5500) 2014

Page 4- |

Partl |Service Provider Information (continued)

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

as many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERTICAN UNITED LTFE INSURANCE CO

63 60 52 59

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

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

CALVERT INVESTMENTS
52-6228948

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

0

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

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

COLUMBIA MGMT INVESTMENT ADVISORS
04-3156901

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LTIFE INSURANCE CO

63 60 52 59

0

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

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

DEUTSCHE
13-3241232

REVENUE SHARING FORMULA - SEE ATTACHED
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Partl |Service Provider Information (continued)

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

as many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERTICAN UNITED LTFE INSURANCE CO

63 60 52 59

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

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

FIDELITY INVESTMENTS
04-2270522

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

0

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

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

FRED ALGER & COMPANY INC
13-2510833

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LTIFE INSURANCE CO

63 60 52 59

0

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

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

INVESCO
74-1881364

REVENUE SHARING FORMULA - SEE ATTACHED
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Partl |Service Provider Information (continued)

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

as many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERTICAN UNITED LTFE INSURANCE CO

63 60 52 59

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

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

JANUS CAPITAL GROUP INC
75-3019319

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

0

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

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

NEUBERGER BERMAN
13-5521910

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LTIFE INSURANCE CO

63 60 52 59

0

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

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

OPPENHEIMER FUNDS INC.
13-2527171

REVENUE SHARING FORMULA - SEE ATTACHED
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Partl |Service Provider Information (continued)

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

as many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERTICAN UNITED LTFE INSURANCE CO

63 60 52 59

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

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

PIONEER INVESTMENTS
13-1961193

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

0

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

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

PRUDENTIAL INVESTMENTS
22-3468527

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LTIFE INSURANCE CO

63 60 52 59

0

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

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

STATE STREET GLOBAL ADVISORS
04-1867445

REVENUE SHARING FORMULA - SEE ATTACHED
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Partl |Service Provider Information (continued)

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

as many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERTICAN UNITED LTFE INSURANCE CO

63 60 52 59

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

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

T ROWE PRICE
52-1184650

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

AMERICAN UNITED LIFE INSURANCE CO

63 60 52 59

0

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

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

THORNBURG INVESTMENT MANAGEMENT
85-0301299

REVENUE SHARING FORMULA - SEE ATTACHED

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

(b) Service Codes
(see instructions)

(c) Enter amount of
indirect compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE D

(

Department of the Treasury

Form 5500)

Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).
) File as an attachment to Form 5500.

OMB No. 1210-0110

2014

This Form is Open to Public

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

CHILD INC.

401K RETIREMENT PLAN

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

D Employer Identification Number (EIN)

CHILD INC. 74-1722420
Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Complete as many entries as needed to report all interests in DFESs)
b Name of sponsor of entity listed in (a):AMERICAN UNITED LIFE INSURANCE CO
C EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
35-0145825 000 code P 103-12 |E at end of year (see instructions) 10,874,272
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)

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

Schedule D (Form 5500) 2014
v. 140124
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Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Partll | Information on Participating Plans (to be completed by DFEs)

(Complete as many entries as needed to report all participating plans)

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor

Plan hame

Name of C EIN-PN
plan sponsor




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

Financial Information

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

) File as an attachment to Form 5500.

OMB No. 1210-0110

2014

This Form is Open to Public

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

CHILD INC. 401K RETIREMENT PLAN

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

CHILD INC.

D Employer Identification Number (EIN)

74-1722420

| Part1

Asset and Liability Statement

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash...........c.ccco i 1a 0 0
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions 1b(1) 60,871 0
(2) Participant CONtTBULIONS ................ccoeeeeeeeeee e eeeee e 1b(2) 17,228
(3) ONEE oo 1b(3) 0
C General investments:
(1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) .. e
(2) U.S. Government securities ... 1c(2)
(3) Corporate debt instruments (other than employer securities):
(B) PrEfeITed ..o oot 1c(3)(A) 0 0
(B) AllOtNET ... oo, 1c(3)(B) 0 0
(4) Corporate stocks (other than employer securities):
(B) PrEfeITed ..o oot 1c(4)(A) 0 0
(B) COMMON......eiie oottt 1c(4)(B) 0 0
(5) Partnership/joint Venture iNtereSts ............cooovvoivevevicere oo 1c(5) 0 0
(6) Real estate (other than employer real property).... 1c(6) 0 0
(7) Loans (other than to ParticiPants) ............c.cccoeerveeeeeeer e 1c(7) 0 0
(8) PartiCIPANt I0BNS...........voveveceeee oo e 1c(8) 0 0
(9) Value of interest in common/collective trusts ...............ocooveerveceeee e, 1c(9) 0 0
(10) Value of interest in pooled separate accounts ..............ccooveverceeeiennne. 1c(10) 0 0
(11) Value of interest in master trust investment accounts........................... 1c(11) 0 0
(12) Value of interest in 103-12 investment entities. ..............co.occvevrcerne .. 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1¢(13)
L0130 1) 9,824,137 10,874,272
(14) \églntlfag:sf)unds held in insurance company general account (unallocated 1c(14) 1.284.041 1.336.706
.............................................................................................. ’ ’ ’ ’
(18) OtNEE .o 1c(15) 0 0

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

Schedule H (Form 5500) 2014
v. 140124
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYEr SECUMLIES............cveee et e 1d(1) 0 0
(2) EMPIOYEr 1@l PIOPEILY .........coco.veveeeceiee e 1d(2) 0 0
1e Buildings and other property used in plan operation ..................................... 1e 0 0
1f Total assets (add all amounts in lines 1a through 1€)................................... 1f 11,186,277 12,210,978
Liabilities
19 Benefit claims Payable .............c.ccccvovvieiev oo 19 0 0
1h Operating payables ..o, 1h 0 0
1i  Acquisition indebtedness. ..o oo, 1i 0 0
1] Other Iabilities..........cooooooooo oo 1j 0 0
1K Total liabilities (add all amounts in lines 1g through1j) ... 1k 0 0
Net Assets
11 Net assets (subtract line 1K from in@ 1) ..........ccoccoeoiviiiiiinree e 11 11,186,277 12,210,978
Partll |Income and Expense Statement
2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete
lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income (a) Amount {b) Total
a Contributions:
(1) Received or receivable in cash from: (A) Employers .................c.ccco....... 2a(1)(A) 841,810
(B)  PaCIPANS ........vooveieeieeeeeceeeeee e e, 2a(1)(B) 238,220
(C) Others (iNCIUING TOIIOVETS) ...t e 2a(1)(C) 0
(2) Noncash contributions 2a(2) 0
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ................ 2a(3) 1,080,030
b Earnings on investments:
(1) Interest:
(A) Inte_re_st-bearing cash (including money market accounts and 2b(1)(A)
certificates of deposit)..........ccooviiii i 0
(B) U.S. GOVErnmMent SECUMIES .........ovoveeeeeeeeeeeeee e 2b(1)(B) 0
(C) Corporate debt iNSIUMENES .........c.ocovviveeerieieei e 2b(1)(C) 0
(D) Loans (other than to participants) ..............cccoeviveeeevve o 2b(1)(D) 0
(E) Participant loans... 2b(1)(E) 0
(F)  ORer oo e 2b(1)(F) 37,614
(G) Total interest. Add lines 2b(1)(A) through (F).............ccccvevviveerernne. 2b(1)(G) 37,614
(2) Dividends: (A) Preferred StOCK.............ccooooviiieieieeee e 2b(2)(A)
(B)  COMMON STOCK ...oovve oot 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds)............. 2b(2)(C)
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D)
(B) RENS ..ottt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................... 2b(4)(A) 0
(B) Aggregate carrying amount (see instructions)...............cccoeeveeceeen... 2b(4)(B) 0
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ................. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate 2b(S)(A)
(B)  ONEI ..ottt 2b(5)(B)
(C) Total unrealized appreciation of assets. 2b(5)(C) 0

Add liNes 2B(5)(A) AN (B)...........vveeeoreeeeeereeeeeeeeeseeeeesereeeeeeeee e
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(6) Net investment gain (loss) from common/collective trusts.................
(7) Net investment gain (loss) from pooled separate accounts............
(8) Net investment gain (loss) from master trust investment accounts.

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

companies (e.g., mutual funds) ..........ccccooiiii i

(2]

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

Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers......
(2) To insurance carriers for the provision of benefits.................c...........
(3) Other. oo e
(4) Total benefit payments. Add lines 2e(1) through (3) .............ccccoee.

f Corrective distributions (see instructions) ..................ccocovoiiioie .
g Certain deemed distributions of participant loans (see instructions)........
h Interest eXpense. ...
i Administrative expenses: (1) Professional fees ..................................

(2) Contract administrator fees ............coocoiiii i
(3) Investment advisory and managementfees ............cccocceiiiiiin
(B) Other. .o e
(5) Total administrative expenses. Add lines 2i(1) through (4) ...............

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

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

| Transfers of assets:

(1) TOthiS Plan........oooii e
(2) From this plan ...

Other INCOMB.......ooiiii e

(a) Amount (b) Total
2b(6) 0
2b(7) 0
2b(8) 0
2b(9) 0
2b(10) 655,052
2c 0
2d 1,772,696
2e(1) 737,315
2¢e(2) 0
2e(3) 0
2¢(4) 737,315
2f 0
2q 0
2h 0
2i(1) 0
2i(2) 10, 680
2i(3) 0
2i(4) 0
2i(5) 10, 680
2j 747,995
2k 1,024,701
2i(1)
21(2)

Partlll |Accountant’s Opinion

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

attached.

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

(1) [] Unqualified (2) [] qualified (3) [x] Disclaimer

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

@ Yes |:| No

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

(1) Name:ATCHLEY & ASSOCIATES

(2)EIN:74-2920819

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

PartIV |Compliance Questions

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

103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

During the plan year:

a Wasthere a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027 Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.)......

b  Were any loans by the plan or fixed income obligations due the plan in default as of the

close of the plan year or classified during the year as uncollectible? Disregard participant loans

secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
Lo =T o T TR

Yes No Amount
4a X
4b X
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Yes No Amount

C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ..........ccccccooieie 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
CRECKEA.) ..o 4d X

e Wasthis plan covered by a fidelity DONA?...........cc.oeiieeeeeeeee oot de X 800,000

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or diShONESTY? ... i e e 4Af X

g Didthe plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?............c..cccocoiviiinii i 4q X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?......... 4h %

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requirements.) ... 4j X

i Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and

see instructions for format requiremMents.)...........ccoooi i 4j X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control 0f the PBGC7? ........cuuiiiii e 4K X
| Has the plan failed to provide any benefit when due under the plan?..................cccciii e 4] X

m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
270 g 1 PRSP 4m X

n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one
of the exceptions to providing the notice applied under 29 CFR 2520.101-3........cccccoicveeviinenn. an

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enterthe amount of any plan assets that reverted to the employer thisyear..................... |:| Yes E' No Amount:

5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

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

PartV |Trust Information (optional)

6a Name of trust 6b Trust's EIN




Attachment to 2014 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name CHILD INC. 401K RETIREMENT PLAN EIN: 74-1722420
Plan Sponsor's Name  CHILD INC. PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

ALGER CAP APP PORTFOLIO
I-2

MUTUAL FUND SHARES

FRED ALGER & COMPANY INC 0 787,993

AMERCENT EQTY INC INV

MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 0 364,779

AMERCENT ONE CHOICE
2015 INV

MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 0 1,026,085

AMERCENT ONE CHOICE
2025 INV

MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 0 910,979

AMERCENT ONE CHOICE
2035 INV

MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 0 511,526

AMERCENT ONE CHOICE
2055 INV

MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 0 25,812

AMERCENT ONE CHOICE
2020 INV

MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 0 753,030




Attachment to 2014 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name CHILD INC. 401K RETIREMENT PLAN 74-1722420
Plan Sponsor's Name  CHILD INC. 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

AMERCENT ONE CHOICE
2030 INV
MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 1,013,717
AMERCENT ONE CHOICE
2040 INV
MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 434,531
AMERCENT ONE CHOICE
2045 INV
MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 473,140
AMERCENT ONE CHOICE
2050 INV
MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 158,957
AMERCENT ONE CHOICE INC
INV
MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 9,563
AMERCENT SMCAP VAL INV
MUTUAL FUND SHARES

AMERICAN CENTURY INVESTMENTS 357,384

AMERICAN FUNDS

AMERFDS CAP WORLD
GRTH & INC R4

MUTUAL FUND SHARES

129,804




Attachment to 2014 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name CHILD INC. 401K RETIREMENT PLAN EIN: 74-1722420
Plan Sponsor's Name  CHILD INC. PN: 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

AMERFDS GRTH FD OF
AMERICA R4

MUTUAL FUND SHARES

AMERICAN FUNDS 0 259,104

AUL FIXED ACCOUNT

* |AMERICAN UNITED LIFE INS CO 0 1,336,706

COLUMBIA MIDCAP INDX A

MUTUAL FUND SHARES

COLUMBIA MGMT INVESTMENT ADVISORS 0 296,554

FIDELITY ADV STRAT INC A

MUTUAL FUND SHARES

FIDELITY INVESTMENTS 0 218,741

FIDELITY VIP ASSET MNGR
INIT

MUTUAL FUND SHARES

FIDELITY INVESTMENTS 0 223,290

FIDELITY VIP CONTRAFD
INIT

MUTUAL FUND SHARES

FIDELITY INVESTMENTS 0 380,457

ONEAMERICA ASSET
DIRECTOR O

MUTUAL FUND SHARES

* |ONEAMERICA FUNDS INC. 0 170,065




Attachment to 2014 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name CHILD INC. 401K RETIREMENT PLAN 74-1722420
Plan Sponsor's Name  CHILD INC. 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value

OPPENHEIMER DEV MKTS R
MUTUAL FUND SHARES

OPPENHEIMER FUNDS INC. 173,567
OPPENHEIMER INTL GROWTH
Y
MUTUAL FUND SHARES

OPPENHEIMER FUNDS INC. 301,113
PRUDENTIAL GLOBAL
REALESTATE Z
MUTUAL FUND SHARES

PRUDENTIAL INVESTMENTS 203,951
PRUDENTIAL JENN MIDCAP
GRTH Z
MUTUAL FUND SHARES

PRUDENTIAL INVESTMENTS 290,621
PRUDENTIAL JENN NATURAL
RECS Z
MUTUAL FUND SHARES

PRUDENTIAL INVESTMENTS 131,013
PRUDENTIAL TOTAL RETURN
BOND Z
MUTUAL FUND SHARES

PRUDENTIAL INVESTMENTS 518,975

STATE STREET GLOBAL ADVISORS

SSGA S & P 500 INDX F

MUTUAL FUND SHARES

214,319




Attachment to 2014 Form 5500
Schedule H, line 4i - Schedule of Assets (Held at End of Year)

Plan Name CHILD INC. 401K RETIREMENT PLAN 74-1722420
Plan Sponsor's Name  CHILD INC. 001
(c) Description of investment including maturity date, (e) Current
(a) (b) Identity of issue, borrower, lessor, or similar party rate of interest, collateral, par, or maturity value. (d) Cost value
TROWEPRICE EQTY INC INS
MUTUAL FUND SHARES
T ROWE PRICE 366,277
VANGUARD VIF
SMALLCOMPGRTH INS
MUTUAL FUND SHARES
THE VANGUARD GROUP INC 168,921




SCHEDULE R Retirement Plan Information
(Form 5500)

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

Employee Benefits Security Administration

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

Department of Labor

OMB No. 1210-0110

2014

This Form is Open to Public

P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
plan number
(PN) 4 001

CHILD INC. 401K RETIREMENT PLAN

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

D Employer Identification Number (EIN)

CHILD INC. 74-1722420
[ Part | ‘ Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the
INSEIUCTIONS. ... ettt e h ettt e bbbttt e bbbttt et 1 0
2  Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the two
payors who paid the greatest dollar amounts of benefits):
EIN(s): 35-0145825
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan
VAT, .o e e e e et 3
Part Il Funding Information (If the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part)
4 Isthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.........coccvovvven.... D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.
5  Ifa waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not Waived) ...................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan year.....................cccocoioiiiiie . 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ negative amount) ... 6c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ................................... D Yes D No D N/A
8 Ifachange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree with the Change?....... ... i

D Yes

D No D N/A

Part lll | Amendments

skip this Part.

9 Ifthis is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate

DX, 1 110, B e N DO i D Increase |:| Decrease D Both D No
Part IV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.....

D Yes D No

11 a

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

(See instructions for definition of “back-to-back” loan.)................cccccii

Does the ESOP hold any preferred STOCK?. ... .. .. ettt ettt et e e ettt eete e et e eete e s emte e e eneeeeae e enneas D Yes D No

D Yes D No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market?.............cccooiiiiie D Yes D No

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

Schedule R (Form 5500) 2014

v. 140124
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| PartV

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

e  Contribution rate information (If more than one rate applies, check this boxD and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

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

participant for:

A THE CUITENE YBAT ..o oo e e 14a
b The plan year immediately preceding the current plan year..................cooo oo 14b
C  The second preceding PlaN YOI ............oi i e e e e e e 14c

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

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

b The corresponding number for the second preceding plan year ... 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enterthe number of employers who withdrew during the preceding planyear ............cccccoooiiiiiiiiiiiiiiee 16a

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

17 |f assets and liabilities from another plan have been transferred to or merged with this plan during the plan year, check box and see instructions regarding
supplemental information to be included @s an ataChMENt. ... .o e et e e e e e

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

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included @s an attaChmeEnt ... e e ettt ettt a et

19 Ifthe total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
D Effective duration D Macaulay duration D Modified duration Dother (specify):
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m 8955-SSA Annual Registration Statement Identifing Separated OMB No. 1545-2187
Participants With Deferred Vested Benefits 2014

Under Section 6057 of the Internal Revenue Code This Form is NOT Open
to Public Inspection

Department of the Treasury
Internal Revenue Service

PART B Annual Statement Identification Information
For the plan year beginning 01/01/2014 ,and ending 12/31/2014
A [ ‘ Check her if plan is a government, church, or other plan that elects to voluntarily file Form 8955-SSA. (See instructions.)
B |:|‘ Check here if this is an amended registration statement.
C Check the appropriate box if filing under: Form 5558 [] Automatic extension
[] Special extension (enter description)
PAR| |l Basic Plan Information - enter all requested information

1a Name 1b Plan Number (PN)
of plancHILD INC. 401K RETIREMENT PLAN 001

Plan Sponsor Information

2a Plan sponsor's name 2b Employer Identification Number (EIN)
CHILD INC. 74-1722420
2c¢ Trade name (if different from plan sponsor name) 2d Plan sponsor's phone number

(512) 451-7361

2e In care of name

2f Mailing address (room, apt., suite no. and street, or P.O. Box) 2g City 2h State 2i ZIP code
818 E. 53RD STREET AUSTIN TX 78751
2j Foreign province (or state) 2k Foreign country 2l Foreign postal code

Plan Administrator Information

3a Plan administrator's name (if other than plan sponsor) 3b Employer Identification Number (EIN)
Same

3c In care of name 3d Plan administrator's phone number

3e Mailing address (room, apt., suite no. and street, or P.O. Box) 3f City 3g State 3h ZIP code

3i Foreign province (or state) 3j Foreign country 3k Foreign postal code

4 If the name of EIN of the plan administrator has changed since the last return filed for this plan, enter the name and EIN from the last filed return:
Plan administrator's name EIN

5 If the name of EIN of the plan sponsor has changed since the last return filed for this plan, enter the name, EIN, and plan number from that return:

Plan sponsor's name EIN Plan Number (PN)
Ba Participants who separated with a deferred vested benefit required to be reported on this Form 8955-SSA . . . . . . . . . . .. 6a 10
b Participants who separated with a deferred vested benefit volumntarily reported on this Form 8955-SSA

in the same year as the separation occurred . . . . . . . . ... 6b 0
7 Total number of participantsonlines6aand6b . . . . . . . . . . . 7 10
8 Did the plan administrator provide an individual statement to each participant required to receive a statement?. . . . . . . . .. Yes [ ] No

Under penalties of perjury, | declare that | have examined this statement, and to the best of my knowledge and belief, it is true, correct, and complete.

Sign Signature of plan sponsor Date signed Signature of plan administrator Date signed
Here > HUEY LONG HUEY LONG

¥

For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. MGA Form 8955-SSA (2014)






