
2520052093622
ALTERNATE STATEMENT FORREPORTINGAND D SCLOSURE

(For DeferredCompensationPlans)

TO: Office ofPensionand WelfareBenefit Programs
LaborManagement~ServicesAdministration
U S DepartmentofLabor 1-
Washington,D.C. 20216

FROM: Employer: Mutual ReinsuranceBureau.

EmployerIdentificationNumber: 36-1516650

Address: 17805. Bell School Road

P.O.Box 398

Rockford.IL 61109

March31 ,1998

This document constitutes the statementrequired b 29 C.F.R.,
252O.lO4-23(a)(1)to be filed with the Secretaryof Labor n respectto
nonqualifieddeferredcompensationplansmaintainedby theab e employer.

Theemployercurrentlymaintainsonenonqualifieddeferred ompensation
plansfor employeeswho aremembersofa selectgroupofm nagementor
who arehighly compensated.

Thenumberofparticipantsin this plan is one.

Employer: MutualReinsuran Bureau.

By: ____________
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