
REID AND RIEGE, P.C. HARTFORD, CT 06103

S I COUNSELLORS AT LAW Voice: (860) 2781150

Fax: (860) 240-1002
234 CHURCH STREET

9TH FLOOR
NEW HAVEN, CT 06510-1819
Voice: (203) 777-8008

~ohnJ. Jacobson Fax: (203) 777-6304

(860)240-1006
2 ~2 0 U 8 0 8 0 0 4 7 2

April 20, 2007

CERTIFIED MAIL!
RETURN RECEIPTREQUESTED

Top HatPlanExemption
EmployeeBenefitsSecurityAdministration -~

RoomN-1513
U.S. DepartmentofLabor
200 ConstitutionAvenue,N.W.
Washington,DC 20210

Re: FallonCommunityHealthPlan,Inc. SupplementalExecutiveRetirementPlan

DearSir!Madam:

In orderto comply with thereportinganddisclosurerequirementsofPartI ofTitle I ofthe
EmployeeRetirementIncomeSecurityActof1974,andpursuantto RegulationSection2520.104-23
oftheDepartmentofLabor,theundersignedherebysubmitstheattachedReportingandDisclosure
RegistrationComplianceStatement.

Pleaseacknowledgereceiptoftheenclosedbydate-stampingtheenclosedcopyofthis letter
andreturningit to mein the enclosedself-addressed,stampedenvelope.

Verytruly yours,

REID andRIEGE,P.C.

/ (
Jo J. J cobson

Enclosure
cc/end: Ms. BonnieCook

15547.000/4377061



P~.PORTtN~~ DISCLOSURE REGISTRATION COMPLL~NCESTATEMENT

POR~UANTTO REGULATION ~252O.104-23 OF THE DEPARTMENT OF LABOR

FallonCommunityHealtb Plan, Trw.. (the Employer)herebynotifies the Departmentof
Laborin v~itingofthe following information,in orderto complywith the reportingand disclosure
requirementsof Part 1 of Title I of theEmployeeRetirementIncomeSccurityAct of 1974, in
accordance with RegulationSection 2520.104-23 oftheDepartmentof Labor. Theundersigned
Employerhereby states the following in cotmecrionwith the FallonCommunityHealth Plan, Tnc.
SupplementalExecutiveRetirementPlan(thePlan):

(1) NameofPlan:

FallonCommunityHealthPlan,Tne. SupplementalExecutiveRetirementPlan

(2) Name,AddressandEmployerIdentificationNumberofEmployer;

FallonCommunityHealthPlan, Inc
10 Chest~iutStreet
One Chestnut Place
Worcester, MA 01608
EmployerID No.: 23-7442369

(3) The EmployermaintainsthePlanprimarily fi.w thepurposeof providingdeferred

compensationfor aselectgroupofmanagementorhighlycompensatedemployees.

(4) Numberof such plansmaintainedby theEmployer: 1

(5) Numberof employeesparticipatingin thePlam 32

FALLON COMMuNITY HEALTH PLAN, INC.

B~L~ ~
~: ~ ~
Date: ~—o~-
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