
2520032066894

NorthernRocky MountainEasterSealSociety
4400 CentralAvenue

GreatFafis, MT 59401

Secretaryof Labor j
Top Hat Plan Exemption
PensionandWelfareBenefitsAdministration [p ,, c~

Room N-5644 _____

U.S. Departmentof Labor
200 ConstitutionAvenueN.W.
Washington,DC 20210

DearSir: U I

In compliancewith the requirementsof thealternativemethodof reportinganddisclosure
underPart 1 of Title I of theEmployeeRetirementIncomeSecurityAct of 1974 for unfunded
or insuredpensionplansfor a selectgroupof managementor highly compensatedemployees,
specifiedin Departmentof Labor Regulations. 20 C.F.R. §2520.104-23,the following
information is providedby theundersignedemployer.

Nameand Addressof Employer: NorthernRocky MountainEasterSeal Society

4400CentralAvenue
GreatFalls, MT 59401

NorthernRockyMountainEasterSeal Societymaintainsplansprimarily for thepurposeof
providingdeferredcompensationfor a selectgroupof managementor highly compensated
employees.

NorthernRocky MountainEasterSealSociety hasaddedotheremployeesto thepreviously
reportedplans for a total numberof plansand participantsin eachplan of: 13 Planscovering
13 employees.

DATED this ~j day of ttflcttj..._ 1996.

NORTHERNROCKY MOUNTAIN EASTER
SEAL SOCIETY



U.S. Department of Labor Pension and Welfare Benefits Administration

Washington, DC 20210 (~3/~v?s3\
SM

NorthernRockyMauntainEasterSeal Society
4400 Central Ave.

Goat falls, MT 59401
P0 Box 302

Dear~/Ig &Yfl~) RQs.
We are in receipt of your statement filed with the Secretary of Labor registering your deferred compensation plan
(under 29 CFR 2520.1 04-23) for the above company.

The following information was omitted in the initial filing. Please furnish the necessary information indicated so we

may complete your file.

7 Employer Identification Number (EIN) (9 digits) Si- o~3~iag
____ Number of plans ________

_____ Number of employees participating in the plan(s) _________

_____ Address of participating Sponsor ____________________________________________________________________

_____ Declaration (e.g., plan is for highly compensated employee(s) - —

_____ Other

_____ If the plan has terminated, please give the date of termination _____________________

Please return this letter with the appropriate items completed within 30 days to:

U.S. Department of Labor
Pension and Welfare Benefits Administration —

Frances Perkins Bldg., Room #N5638
200 Constitution Avenue NW

Washington, DC, 20010
Attn: Ramona Evans, Supervisor

Records and Examination Unit

Also, please be advised that we will reconize your initial filing date for the above I
0 ktr&vc.p

If you have any questions concerning this letter, please call (202) 219-7222 ext. SEp ~~ 199fl

Sincerely,

Ramona Evans, Supervisor Records and Examination Unit Department 9
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