
 

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 

 

2009 
 

This Form is Open to Public 
Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         

A  This return/report is for:       X  a multiemployer plan;        X  a multiple-employer plan; or 

       X  a single-employer plan;        X  a DFE (specify)        _C_ 

   

B  This return/report is:       X  the first return/report;        X  the final return/report; 

       X  an amended return/report;        X  a short plan year return/report (less than 12 months). 

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  X 

D  Check box if filing under:                        X  Form 5558;             X  automatic extension;            X  the DFVC program; 
       X  special extension (enter description) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Part II  Basic Plan Information—enter all requested information 
1b Three-digit plan 

number (PN)  001
1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  1c Effective date of plan 

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

2b Employer Identification 
Number (EIN) 
012345678 

2c Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901 
UK  

 

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, I declare that I 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. 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 

HERE 
Signature of plan administrator Date Enter name of individual signing as plan administrator 
 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE SIGN 

HERE 
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 
 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 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 (2009) 
v.092307.1 

  
 

  

GRAY RESEARCH, INC. 401(K) PLAN

256-922-9952

001

Filed with authorized/valid electronic signature.

541330

01/01/2009

01/01/1999

BRANDY CORBETT

655 DISCOVERY DRIVE
HUNTSVILLE, AL 35806

09/01/2009

X

X

GRAY RESEARCH, INC.

X

31-0957692

X

655 DISCOVERY DRIVE
HUNTSVILLE, AL 35806

07/07/2010
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3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

3a Plan administrator’s name and address (if same as plan sponsor, enter “Same”) 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901 
UK  

 

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 
the plan number from the last return/report: 

4b EIN 
012345678 

a Sponsor’s name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

4c PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6c, and 6d).  
  
a Active participants..................................................................................................................................................................... 6a 123456789012
  
b Retired or separated participants receiving benefits................................................................................................................. 6b 123456789012
  
c Other retired or separated participants entitled to future benefits............................................................................................. 6c 123456789012
  
d Subtotal.  Add lines 6a, 6b, and 6c........................................................................................................................................... 6d 123456789012
  
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits................................................... 6e 123456789012
  
f Total.  Add lines 6d and 6e. ...................................................................................................................................................... 6f 123456789012
  
g Number of participants with account balances as of the end of the plan year (only defined contribution plans  

complete this item).................................................................................................................................................................... 6g 123456789012
  
h Number of participants that terminated employment during the plan year with accrued benefits that were  

less than 100% vested.............................................................................................................................................................. 6h 123456789012
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: 

   1x   1x   1x   1x   1x   1x   1x   1xx  1xx  1xx 

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:  
         1x   1x   1x   1x   1x   1x   1x   1x   1xx  1xx 
 

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

(2)  X  I   (Financial Information – Small Plan) 
(3)  X    ___ A  (Insurance Information) 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary (4)  X  C  (Service Provider Information) 

(5)  X  D  (DFE/Participating Plan Information) (3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          
Information) - signed by the plan actuary (6)  X  G  (Financial Transaction Schedules) 

     
     
     

 

0

0

X

001

0

X

GRAY RESEARCH, INC.

224

2E

63-1210233

31-0957692

2G

256-922-9952

2F 3H

X

0

2K

GRAY RESEARCH, INC.

655 DISCOVERY DRIVE
HUNTSVILLE, AL 35806

2J 3D2T

X

0

0

X

0

X

0



  

SCHEDULE C 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider 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 5500. 

OMB No. 1210-0110 

 

2009 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                        

B  Three-digit 

plan number (PN)         � 001 

A  Name of plan 
ABCDEFGHI  
 
  
C  Plan sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI  
 
 

D   Employer Identification Number (EIN) 
012345678 

Part I 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).. . . . . . . . . . . . . . .    X Yes   X No 
 
b  If you 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 

 
 
 
 
 
 

(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) 2009
v.092308.1

X

FID INV INST OPS CO

GRAY RESEARCH, INC. 401(K) PLAN

31-0957692

001

01/01/2009

GRAY RESEARCH, INC.

09/01/2009

04-2647786
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(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 

 

1
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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) 

 

 

 

  

(b) 
Service 
Code(s) 

(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) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
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? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 

(b) 
Service 
Code(s) 

(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) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
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? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 
 

(b) 
Service 
Code(s) 

(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) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
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? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

0

1901 6TH AVE NORTH
SUITE 2100
BIRMINGHAM, AL 35203

ATTN MATTHEW J LOMBARDI
1927 1ST AVE N
BIRMINGHAM, AL 35203

0

NBC SECURITIES

0

STERNE AGEE & LEACH INC

875

X

0

X

X

04-2647786

0

61

61

64 37 65

FID INV INST OPS CO

X

X

X

ADVISOR

X

X
RECORDKEEPER

ADVISOR

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

 

 

 

  

(b) 
Service 
Code(s) 

(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) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
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? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

 

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

 

(b) 
Service 
Code(s) 

(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) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
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? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 
 

Yes  X    No  X 

 

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

 
 
 
 
 

(b) 
Service 
Code(s) 

(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) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
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? 

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

1
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Part I 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 

 

 
  

 (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. 
 

 

 

(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. 

 

 

 

(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. 

  

STERNE AGEE & LEACH INC

1

0

COL MAR 21ST CENT A

OPPHMR MAIN ST OPP A

PIONEER BOND A

0

061

61

STERNE AGEE & LEACH INC 61

STERNE AGEE & LEACH INC

$0-<$3M=1.00% $3M-<$50M=0.50% $50M+=0.25%

$5M+=0.25%

$0-<$50M=0.50% $50M+=0.25%

PO BOX 5720
DENVER, CO 80217-5270

PO BOX 8081
BOSTON, MA 02266-8081

60 STATE STREET
BOSTON, MA 02109
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Part I 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 

 

 
  

 (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. 
 

 

 

(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. 

 

 

 

(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. 

  

NBC SECURITIES

2

0

COL MAR 21ST CENT A

OPPHMR MAIN ST OPP A

PIONEER BOND A

0

061

61

NBC SECURITIES 61

NBC SECURITIES

$0-<$3M=1.00% $3M-<$50M=0.50% $50M+=0.25%

$5M+=0.25%

$0-<$50M=0.50% $50M+=0.25%

PO BOX 5720
DENVER, CO 80217-5270

PO BOX 8081
BOSTON, MA 02266-8081

60 STATE STREET
BOSTON, MA 02109
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Part II 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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

 (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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

 (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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

 (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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

 (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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

 (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 

 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

  

1
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a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:  123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:   123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN; 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN; 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  

e Telephone:  1234567890 d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

 

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)  
(complete as many entries as needed) 

1



 

 

SCHEDULE D 
(Form 5500) 

 

Department of the Treasury 
Internal Revenue Service 

 
Department of Labor 

Employee Benefits Security Administration 
 
 

 

DFE/Participating Plan 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 5500.  

 

 
OMB No. 1210-0110 

 

2009 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                        

B    Three-digit 
plan number (PN)          001

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

D    Employer Identification Number (EIN) 
012345678 

Part I 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 DFEs) 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.    Schedule D (Form 5500) 2009 

v.092308.1
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a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 

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

b  Name of sponsor of entity listed in (a): ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e Dollar value of interest in MTIA, CCT, PSA, or 

103-12 IE at end of year (see instructions)  -123456789012345 
 
 

1
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6  

Part II Information on Participating Plans (to be completed by DFEs)  
(Complete as many entries as needed to report all participating plans) 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

 

1



 

SCHEDULE H 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

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 

 

2009 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         

B Three-digit 
plan number (PN)          001

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI   
C  Plan sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I  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 1c(9) through 1c(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), 1c(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 ....................................................................... 1a -123456789012345 -123456789012345

 b  Receivables (less allowance for doubtful accounts):    

(1)  Employer contributions ...........................................................................  1b(1) -123456789012345 -123456789012345

(2)  Participant contributions .........................................................................  1b(2) -123456789012345 -123456789012345

(3)  Other.......................................................................................................  1b(3) -123456789012345 -123456789012345

 c  General investments:   
(1)  Interest-bearing cash (include money market accounts & certificates  

of deposit) .............................................................................................  1c(1) -123456789012345 -123456789012345

(2)  U.S. Government securities....................................................................  1c(2) -123456789012345 -123456789012345

(3)  Corporate debt instruments (other than employer securities):   

(A)  Preferred ..........................................................................................  1c(3)(A) -123456789012345 -123456789012345

(B)  All other............................................................................................  1c(3)(B) -123456789012345 -123456789012345

(4)  Corporate stocks (other than employer securities):   

(A)  Preferred ..........................................................................................  1c(4)(A) -123456789012345 -123456789012345

(B)  Common ..........................................................................................  1c(4)(B) -123456789012345 -123456789012345

(5) Partnership/joint venture interests ..........................................................  1c(5) -123456789012345 -123456789012345

(6) Real estate (other than employer real property) .....................................  1c(6) -123456789012345 -123456789012345

(7) Loans (other than to participants) ...........................................................  1c(7) -123456789012345 -123456789012345

(8) Participant loans .....................................................................................  1c(8) -123456789012345 -123456789012345

(9) Value of interest in common/collective trusts..........................................  1c(9) -123456789012345 -123456789012345

(10) Value of interest in pooled separate accounts........................................  1c(10) -123456789012345 -123456789012345

(11) Value of interest in master trust investment accounts ............................  1c(11) -123456789012345 -123456789012345

(12) Value of interest in 103-12 investment entities .......................................  1c(12) -123456789012345 -123456789012345
(13) Value of interest in registered investment companies (e.g., mutual  
        funds)......................................................................................  1c(13) -123456789012345 -123456789012345

(14) Value of funds held in insurance company general account (unallocated 
contracts)................................................................................................  1c(14) -123456789012345 -123456789012345

(15) Other .......................................................................................................  1c(15) -123456789012345 -123456789012345

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500  Schedule H (Form 5500) 2009 
v.092308.1
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1d Employer-related investments:  (a) Beginning of Year (b) End of Year 
(1)  Employer securities .................................................................................... 1d(1) -123456789012345 -123456789012345

(2)  Employer real property ............................................................................... 1d(2) -123456789012345 -123456789012345

1e Buildings and other property used in plan operation......................................... 1e -123456789012345 -123456789012345

1f Total assets (add all amounts in lines 1a through 1e) ...................................... 1f -123456789012345 -123456789012345

Liabilities    

1g Benefit claims payable ...................................................................................... 1g -123456789012345 -123456789012345

1h Operating payables ........................................................................................... 1h -123456789012345 -123456789012345

1i Acquisition indebtedness .................................................................................. 1i -123456789012345 -123456789012345

1j Other liabilities................................................................................................... 1j -123456789012345 -123456789012345

1k Total liabilities (add all amounts in lines 1g through1j) ..................................... 1k -123456789012345 -123456789012345

Net Assets    

1l Net assets (subtract line 1k from line 1f)........................................................... 1l -123456789012345 -123456789012345
 

 Part II 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.................................. 2a(1)(A) -123456789012345 

(B) Participants ......................................................................................... 2a(1)(B) -123456789012345 

(C) Others (including rollovers)................................................................. 2a(1)(C) -123456789012345 

(2) Noncash contributions ................................................................................ 2a(2) -123456789012345 

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ................. 2a(3)  -123456789012345

 b Earnings on investments: 

(1) Interest:    

(A) Interest-bearing cash (including money market accounts and 
certificates of deposit) ......................................................................... 2b(1)(A) -123456789012345  

(B)  U.S. Government securities ................................................................ 2b(1)(B) -123456789012345 

(C)  Corporate debt instruments ................................................................ 2b(1)(C) -123456789012345 

(D)  Loans (other than to participants) ....................................................... 2b(1)(D) -123456789012345 

(E)  Participant loans ................................................................................. 2b(1)(E) -123456789012345 

(F)  Other ................................................................................................... 2b(1)(F) -123456789012345 

 

(G)  Total interest. Add lines 2b(1)(A) through (F) ..................................... 2b(1)(G)  -123456789012345

(2) Dividends: (A) Preferred stock.................................................................... 2b(2)(A) -123456789012345 

(B) Common stock .................................................................................... 2b(2)(B) -123456789012345 

(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) -123456789012345

(3) Rents........................................................................................................... 2b(3)  -123456789012345

(4) Net gain (loss) on sale of assets:  (A) Aggregate proceeds ....................... 2b(4)(A) -123456789012345 

(B)  Aggregate carrying amount (see instructions) .................................... 2b(4)(B) -123456789012345 

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................. 2b(4)(C)  -123456789012345

4902

4862

010697241

10697241 0

40

0 0

52067

52067
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 (a) Amount (b) Total 
2b (5) Unrealized appreciation (depreciation) of assets: (A) Real estate......................... 2b(5)(A) -123456789012345 

(B) Other ................................................................................................... 2b(5)(B) -123456789012345  

(C) Total unrealized appreciation of assets.  
Add lines 2b(5)(A) and (B).................................................................. 2b(5)(C) -123456789012345

(6) Net investment gain (loss) from common/collective trusts .......................... 2b(6) -123456789012345

(7) Net investment gain (loss) from pooled separate accounts........................ 2b(7) -123456789012345

(8)  Net investment gain (loss) from master trust investment accounts ............ 2b(8) -123456789012345

(9) Net investment gain (loss) from 103-12 investment entities ....................... 2b(9) -123456789012345
(10) Net investment gain (loss) from registered investment  

companies (e.g., mutual funds)................................................................... 2b(10) -123456789012345

  c Other income..................................................................................................... 2c -123456789012345

  d Total income. Add all income amounts in column (b) and enter total...................... 2d  -123456789012345

Expenses    

  e Benefit payment and payments to provide benefits:  

(1) Directly to participants or beneficiaries, including direct rollovers .............. 2e(1) -123456789012345 

(2) To insurance carriers for the provision of benefits ...................................... 2e(2) -123456789012345 

(3) Other ........................................................................................................... 2e(3) -123456789012345 

(4) Total benefit payments. Add lines 2e(1) through (3)................................... 2e(4) -123456789012345

  f Corrective distributions (see instructions) ......................................................... 2f -123456789012345

  g Certain deemed distributions of participant loans (see instructions)................. 2g -123456789012345

  h Interest expense................................................................................................ 2h  -123456789012345

  i Administrative expenses:  (1) Professional fees ............................................... 2i(1) -123456789012345 

(2) Contract administrator fees......................................................................... 2i(2) -123456789012345 

(3) Investment advisory and management fees ............................................... 2i(3) -123456789012345 

(4) Other ........................................................................................................... 2i(4) -123456789012345  

(5) Total administrative expenses. Add lines 2i(1) through (4)......................... 2i(5)  -123456789012345

  j Total expenses. Add all expense amounts in column (b) and enter total......... 2j  -123456789012345

Net Income and Reconciliation    

  k Net income (loss). Subtract line 2j from line 2d............................................................. 2k  -123456789012345

  l Transfers of assets:    

(1) To this plan.................................................................................................. 2l(1)  -123456789012345

(2) From this plan ............................................................................................. 2l(2)  -123456789012345
 

 Part III  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): 

 (1) X  Unqualified         (2) X  Qualified          (3) X  Disclaimer          (4) X  Adverse 
b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? X Yes    X No 
c Enter the name and EIN of the accountant (or accounting firm) below:  

 (1) Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD (2) EIN: 123456789 

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

 

717715

716838

11314259

1334733

1248160

27790

877

1814

X

877

KREISCHER-MILLER 23-1980475

716838

X

617018
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 Part IV  Compliance Questions 
4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.  

103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l. 
 During the plan year:  Yes No Amount 

   
a Was there a failure to transmit to the plan any participant contributions within the time  

period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures 
until fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) ...... 4a   -123456789012345

 
  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 I if “Yes” is 
checked.)...................................................................................................................................... 4b   -123456789012345

   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 II if “Yes” is checked.) .............................. 4c   -123456789012345

   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 III if “Yes” is  
checked.)...................................................................................................................................... 4d   -123456789012345

e Was this plan covered by a fidelity bond?.................................................................................... 4e   -123456789012345
   f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused 

by fraud or dishonesty? ............................................................................................................... 4f   -123456789012345
   g Did the plan hold any assets whose current value was neither readily determinable on an 

established market nor set by an independent third party appraiser? ......................................... 4g   -123456789012345

   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   -123456789012345

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

   j 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 requirements.).................................................................................... 4j   

   k Were all the plan assets either distributed to participants or beneficiaries, transferred to another 
plan, or brought under the control of the PBGC?......................................................................... 4k   

l Has the plan failed to provide any benefit when due under the plan? ......................................... 4l   -123456789012345
   m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR 

2520.101-3.)................................................................................................................................. 4m   
   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. ............................. 4n   

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?  
If yes, enter the amount of any plan assets that reverted to the employer this year .............................   X  Yes   X No       Amount:  -123456789012345 

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)
 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

123456789 123 

X

1

MACAULAY-BROWN, INC 401(K) PLAN

500000X

31-0957692

X

X

X

X

X

004

X

X

X

X

X

X

X

X



SCHEDULE R 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Retirement Plan Information 
 

This schedule is required to be filed under section 104 and 4065 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 

 

2009 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2009 or fiscal plan year beginning                                                                       and ending                                                         
B    Three-digit 

plan number 
(PN)          001

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI   
C  Plan sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I   Distributions 

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 
instructions..............................................................................................................................................................  1 -123456789012345

Part II 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) 

 If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule. 

 If you completed line 6c, skip lines 8 and 9. 
7 Will the minimum funding amount reported on line 6c be met by the funding deadline? ......................................
  

  X   Yes    X   No X   N/A 

   8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure providing 
automatic approval for the change or a class ruling letter, does the plan sponsor or plan administrator agree 
with the change?....................................................................................................................................................  X   Yes   X   No X   N/A 

Part III   Amendments 
    9 If this 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 
box(es). If no, check the “No” box...................................................................................... X  Increase X Decrease X  Both X  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, 
 skip this Part. 

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. X  Yes X   No 

11 a Does the ESOP hold any preferred stock? .................................................................................................................................... X  Yes X   No

 b If the 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.) .................................................................................................................. 

X  Yes X   No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ........................................................ X  Yes X   No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.   Schedule R (Form 5500) 2009 

v.092308.1
 

All references to distributions relate only to payments of benefits during the plan year. 

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): _______________________________  _______________________________  

 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 
year. .......................................................................................................................................................................... 3 12345678

4 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.........................   X   Yes    X   No X   N/A 

 If the plan is a defined benefit plan, go to line 8. 

5 If a 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 _________ 

6    a    Enter the minimum required contribution for this plan year ................................................................................ 6a -123456789012345

      b    Enter the amount contributed by the employer to the plan for this plan year ..................................................... 6b -123456789012345

      c    Subtract the amount in line 6b from the amount in line 6a. Enter the result  
      (enter a minus sign to the left of a negative amount).......................................................................................... 6c -123456789012345

04-6568107

GRAY RESEARCH, INC. 401(K) PLAN

31-0957692

001

01/01/2009

0

09/01/2009

GRAY RESEARCH, INC.
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 Part V   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 box X      
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 box X and see instructions regarding required attachment.  Otherwise, 
complete items 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   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 box X      

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 box X and see instructions regarding required attachment.  Otherwise, 
complete items 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   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 box X      

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 box X and see instructions regarding required attachment.  Otherwise, 
complete items 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   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 box X      

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 box X and see instructions regarding required attachment.  Otherwise, 
complete items 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   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 box X      

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 box X and see instructions regarding required attachment.  Otherwise, 
complete items 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   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 box X      

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 box X and see instructions regarding required attachment.  Otherwise, 
complete items 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): 

1
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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 current year ................................................................................................................................................... 14a 123456789012345

 b The plan year immediately preceding the current plan year................................................................................. 14b 123456789012345

 c The second preceding plan year .......................................................................................................................... 14c 123456789012345

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 ................................ 15a 123456789012345

 b The corresponding number for the second preceding plan year .......................................................................... 15b 123456789012345

16 Information with respect to any employers who withdrew from the plan during the preceding plan year: 
 a Enter the number of employers who withdrew during the preceding plan year  ................................................. 16a 123456789012345

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

16b 
123456789012345

17 If 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 as an attachment. .......................................................................................................................X 

 

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 as an attachment ............................................................................................................................................................................X 

19 If the total number of participants is 1,000 or more, complete items (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:   

      X  0-3 years     X  3-6 years     X  6-9 years     X  9-12 years     X  12-15 years     X  15-18 years     X  18-21 years     X  21 years or more  
 c What duration measure was used to calculate item 19(b)? 

X Effective duration     X Macaulay duration     X Modified duration     X Other (specify):
 





























I request an extension of time until / / to file Form 5500 or Form 5500-EZ.
 

INSTRUCTIONS TO PRINTERS
FORM 5558, PAGE 1 of 4 
MARGINS: TOP 13mm (1⁄ 2 ”), CENTER SIDES. PRINTS: HEAD TO HEAD
PAPER: WHITE WRITING, SUB. 20. INK: BLACK
FLAT SIZE: 216mm (8”) x 279mm (11”)
PERFORATE: (NONE)
 

OMB No. 1545-0212
 Form

 
5558
 

Application for Extension of Time
To File Certain Employee Plan Returns
 

(Rev. January 2008)
 Department of the Treasury
Internal Revenue Service
 

File With IRS Only
 

© For Privacy Act and Paperwork Reduction Act Notice, see instructions on page 3.
 

1
 

2
 

Plan year ending—
 

Plan name
 

Enter the Code section(s) imposing the tax ©

 
a
 

Under penalties of perjury, I declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that I am
authorized to prepare this application.
 

Date ©

 

Signature ©

 

Employer identification number (EIN).
 

Filer’s identifying number (see instructions).
 

3 
I.R.S. SPECIFICATIONS TO BE REMOVED BEFORE PRINTING 

DO NOT PRINT — DO NOT PRINT — DO NOT PRINT — DO NOT PRINT 

TLS, have you
transmitted all R 
text files for this 
cycle update?
 

Date
 

Action
 

Revised proofs
requested
 

Date
 

Signature
 

O.K. to print
 

The application is automatically approved to the date shown on line 1 (above) if: (a) the Form 5558 is filed on or before the
normal due date of Form 5500 or 5500-EZ for which this extension is requested, and (b) the date on line 1 is no more than 21⁄ 2
months after the normal due date.
 
You must attach a copy of this Form 5558 to each Form 5500 and 5500-EZ filed after the due date for the plans listed in C above.
 

MM
 

DD
 

Name of filer, plan administrator, or plan sponsor (see instructions)
 

Number, street, and room or suite no. (If a P.O. box, see instructions)
 

City or town, state, and ZIP code
 

Social security number (SSN)
 

A
 

B
 

C
 

I request an extension of time until / / to file Form 5330.
 You may be approved for up to a six (6) month extension to file Form 5330, after the normal due date of Form 5330.

 

b
 

Enter the payment amount attached ©

 

c
 

For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date ©

 
State in detail why you need the extension
 

3
 

a
 

b
 

c
 

Part III
 

Part I
 

Part II
 

Extension of Time to File Form 5500 or Form 5500-EZ (see instructions)
 

Identification
 

Extension of Time to File Form 5330 (see instructions)
 

1
 

2
 

3
 

YYYY
 

Plan
number
 

Note. A signature is not required if you are requesting an extension to file Form 5500 or Form 5500-EZ.
 

Form 5558 (Rev. 1-2008)
 

Cat. No. 12005T

 



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

2009 

This Form is Open to 
Public Inspection 

Part I Annual Report Identification Information

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 09/01/2009
AThis return/report is for: (1)  a multiemployer plan;nmlkj (3)  a multiple-employer plan; ornmlkj

(2)  a single-employer plan;nmlkji
(4)  a DFE (specify) nmlkj

BThis return/report is:
gfedc The first return/report; gfedcb The final return/report;

gfedc An amended return/report; gfedcb A short plan year return/report (less than 12 months).

C If the plan is a collectively-bargained plan, check here gfedc

DCheck box if filing under:
gfedcb Form 5558; gfedc Automatic Extension; gfedc the DFVC program;

gfedc special extension (enter description)

Part II Plan Basic Information - enter all requested information.

1a Name of Plan 

Gray Research, Inc. 401(k) PlanGray Research, Inc. 401(k) Plan
1(b) Three-digit plan number (PN) 

001001

1c Effective date of plan 

01/01/199901/01/1999

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

Gray Research, Inc.Gray Research, Inc.

655 Discovery Drive655 Discovery Drive

HuntsvilleHuntsville

ALAL

3580635806

2b Employer Identification 
Number (EIN) 

310957692310957692

2c Sponsor's telephone number 

25692299522569229952

2d Business code (see 
instructions) 

541330541330



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, I declare that I 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 
Here

Brandy CorbettBrandy Corbett

Signature of plan administrator Date Enter name of individual signing as plan administrator

Sign 
Here

Cynthia GrayCynthia Gray

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

3a Plan administrator's name and address (if same as plan sponsor enter "Same") 3b Administrator's EIN

SAMESAME
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 the plan number from the last return/report:

4b EIN 

631210233631210233
a Sponsor`s name 

Gray Research, Inc.Gray Research, Inc. 4c PN 

001001

5 Total number of participants at the beginning of the plan year 5 224224

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

a Active participants 6a 00

b Retired or separated participants receiving benefits 6b 00

c Other retired or separated participants entitled to future benefits 6c 00

d Subtotal. Add lines 6a, 6b, and 6c 6d 00

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits 6e 00

f Total. Add lines 6d and 6e 6f 00
g Number of participants with account balances as of the end of the plan year (only defined contribution 

plans complete this item)
6g 00

h Number of participants that terminated employment during the plan year with accrued benefits that were 
less than 100% vested

6h 00

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:

2E2E 2F2F 2G2G 2J2J 2K2K 2T2T 3D3D 3H3H

8b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic codes in the 
instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)

(1) gfedc Insurance (1) gfedc Insurance

(2) gfedc Code section 412(e)(3) insurance contracts (2) gfedc Code section 412(e)(3) insurance contracts

(3) gfedcb Trust (3) gfedcb Trust

(4) gfedc General assets of the sponsor (4) gfedc 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 numbers 
attached. (See instructions)

a Pension Schedules b General Schedules

(1) gfedcb R (Retirement Plan Information) (1) gfedcb H (Financial Information)

(2)
gfedc

MB (Multiemployer Defined Benefit and Certain Money 
Purchase Plan Actuarial Information) - signed by the 
plan actuary

(2) gfedc I (Financial Information - Small Plan)

(3)
gfedc

SB (Single-Employer Defined Benefit Plan Actuarial 
Information) - signed by the plan actuary

(3) gfedc (0) A (Insurance Information) 

(4) gfedcb C (Service Provider Information)

(5) gfedcb D (DFE/Participating Plan Information)

(6) gfedc G (Financial Transaction Schedules)

 



Schedule C 
(FORM 5500) 

Department of the 
Treasury 

Internal Revenue Service 

Department of Labor 
Employee Benefits 

Security Administration 

Pension Benefit Guaranty 
Corporation 

Service Provider 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 5500. 

OMB No. 1210-0110

2009 

This Form is Open to 
Public Inspection 

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 09/01/2009
A Name of Plan 
Gray Research, Inc. 401(k) Plan

B Three-digit 
plan number (PN)

001

C Plan sponsor's name as shown on line 2a of Form 5500 
Gray Research, Inc.

D Employer Identification Number (EIN) 
310957692

Part I 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) 

nmlkji Yes nmlkj No

b If you 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). 

gfedc

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

FID INV INST OPS COFID INV INST OPS CO

042647786042647786

Address1

Address2

City 

State 

Zip 

Country 



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). 

 
 
 

gfedc

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

Name FID INV INST OPS COFID INV INST OPS CO

EIN 042647786042647786

Address1

Address2

City 

State 

Zip 

Country 

(b) (c) (d) (e) (f) (g) (h)

Service Code(s)

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?

64,37,6564,37,65

recordkeeperrecordkeeper 875875 Yes Nonmlkji nmlkj Yes Nonmlkji nmlkj 00 Yes Nonmlkji nmlkj

gfedc

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

Name STERNE AGEE & LEACH INCSTERNE AGEE & LEACH INC

EIN 

Address1 1901 6TH AVE NORTH1901 6TH AVE NORTH

Address2 SUITE 2100SUITE 2100

City BIRMINGHAMBIRMINGHAM

State ALAL

Zip 3520335203

Country 

(b) (c) (d) (e) (f) (g) (h)

Service Code(s)

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?

6161

ADVISORADVISOR 00 Yes Nonmlkji nmlkj Yes Nonmlkji nmlkj 00 Yes Nonmlkji nmlkj



gfedc

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

Name NBC SECURITIESNBC SECURITIES

EIN 

Address1 ATTN MATTHEW J LOMBARDIATTN MATTHEW J LOMBARDI

Address2 1927 1ST AVE N1927 1ST AVE N

City BIRMINGHAMBIRMINGHAM

State ALAL

Zip 3520335203

Country 

(b) (c) (d) (e) (f) (g) (h)

Service Code(s)

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?

6161

ADVISORADVISOR 00 Yes Nonmlkji nmlkj Yes Nonmlkji nmlkj 00 Yes Nonmlkji nmlkj



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. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

gfedc

(a) Enter service provider name as it appears on line 2 
(b) Service 
Codes (see 

instructions) 

(c) Enter amount of 
indirect 

compensation 

STERNE AGEE & LEACH INCSTERNE AGEE & LEACH INC 6161 00

(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. 

Name 

COL MAR 21ST CENT ACOL MAR 21ST CENT A

EIN 

Add1 PO Box 8081PO Box 8081

Add2

City BostonBoston

State MAMA

Zip 022668081022668081

Country 

$0$0--<$3M=1.00% <$3M=1.00% 
$3M$3M--
<$50M=0.50% <$50M=0.50% 
$50M+=0.25%$50M+=0.25%

gfedc

(a) Enter service provider name as it appears on line 2 
(b) Service 
Codes (see 

instructions) 

(c) Enter amount of 
indirect 

compensation 

STERNE AGEE & LEACH INCSTERNE AGEE & LEACH INC 6161 00

(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. 

Name 

OPPHMR MAIN ST OPP AOPPHMR MAIN ST OPP A

EIN 

Add1 PO Box 5720PO Box 5720

Add2

City DenverDenver

State COCO

Zip 802175270802175270

Country 

$5M+=0.25%$5M+=0.25%



gfedc

(a) Enter service provider name as it appears on line 2 
(b) Service 
Codes (see 

instructions) 

(c) Enter amount of 
indirect 

compensation 

STERNE AGEE & LEACH INCSTERNE AGEE & LEACH INC 6161 00

(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. 

Name 

PIONEER BOND APIONEER BOND A

EIN 

Add1 60 State Street60 State Street

Add2

City BostonBoston

State MAMA

Zip 0210902109

Country 

$0$0--<$50M=0.50% <$50M=0.50% 
$50M+=0.25%$50M+=0.25%

gfedc

(a) Enter service provider name as it appears on line 2 
(b) Service 
Codes (see 

instructions) 

(c) Enter amount of 
indirect 

compensation 

NBC SECURITIESNBC SECURITIES 6161 00

(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. 

Name 

COL MAR 21ST CENT ACOL MAR 21ST CENT A

EIN 

Add1 PO Box 8081PO Box 8081

Add2

City BostonBoston

State MAMA

Zip 022668081022668081

Country 

$0$0--<$3M=1.00% <$3M=1.00% 
$3M$3M--
<$50M=0.50% <$50M=0.50% 
$50M+=0.25%$50M+=0.25%

gfedc

(a) Enter service provider name as it appears on line 2 
(b) Service 
Codes (see 

instructions) 

(c) Enter amount of 
indirect 

compensation 

NBC SECURITIESNBC SECURITIES 6161 00

(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. 

Name 

OPPHMR MAIN ST OPP AOPPHMR MAIN ST OPP A

EIN 

Add1 PO Box 5720PO Box 5720

Add2

City DenverDenver

State COCO

Zip 802175270802175270

Country 

$5M+=0.25%$5M+=0.25%



gfedc

(a) Enter service provider name as it appears on line 2 
(b) Service 
Codes (see 

instructions) 

(c) Enter amount of 
indirect 

compensation 

NBC SECURITIESNBC SECURITIES 6161 00

(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. 

Name 

PIONEER BOND APIONEER BOND A

EIN 

Add1 60 State Street60 State Street

Add2

City BostonBoston

State MAMA

Zip 0210902109

Country 

$0$0--<$50M=0.50% <$50M=0.50% 
$50M+=0.25%$50M+=0.25%



Part II 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. 



Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed) 

 



Schedule D 
(FORM 5500) 

Department of the 
Treasury 

Internal Revenue Service 

 
Department of Labor 
Employee Benefits 

Security Administration 
 

DFE/Participating Plan 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 5500. 

OMB No. 1210-0110

2009 

This Form is Open to 
Public Inspection 

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 09/01/2009
A Name of Plan 
Gray Research, Inc. 401(k) Plan

B Three-digit 
plan number (PN)

001

C Plan or DFE sponsor's name as shown on line 2a of Form 5500 
Gray Research, Inc.

D Employer Identification Number (EIN) 
310957692

Part I I 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 DFEs) 

(a) Name of MTIA, CCT, PSA, or 103-12IE FA Stable ValueFA Stable Value

(b)Name of sponsor of entity listed in (a) Fidelity Management Trust CompanyFidelity Management Trust Company

(c) 
EIN 
PN 043022712026043022712026 (d)

Entity 
code CC (e)

Dollar value of interest in MTIA, CCT, PSA, or 103-12IE 
at end of year (see instructions) 00

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN

(d)
Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) EIN 
PN

(d)Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN

(d)
Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN

(d)
Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) EIN 
PN

(d)Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN

(d)
Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN

(d)
Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE



(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN

(d)
Entity 
code

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

(a) Name of MTIA, CCT, PSA, or 103-12IE

(b)Name of sponsor of entity listed in (a)

(c) 
EIN 
PN (d)

Entity 
code (e)

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

 
 



Part II Information on Participating Plans (to be completed by DFEs)

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

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

(a) Plan Name

(b)Name of plan 
sponsor

(c) EIN-
PN

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

(a) Plan Name

(b)
Name of plan 
sponsor

(c) 
EIN-
PN

 
 

 



Schedule H 
(FORM 5500) 

Department of the 
Treasury 

Internal Revenue Service 

Department of Labor 
Employee Benefits 

Security Administration 

Pension Benefit Guaranty 
Corporation 

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

2009 

This Form is Open to 
Public Inspection 

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 09/01/2009
A Name of Plan 
Gray Research, Inc. 401(k) Plan

B Three-digit 
plan number (PN)

001

C Plan sponsor's name as shown on line 2a of Form 5500 
Gray Research, Inc.

D Employer Identification Number (EIN) 
310957692

Part I Asset and Liability Statement

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 1c(9) through 1c(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), 1c(8), 1g, 1h, and 1i. CCTs, PSAs, and 
103-12 IEs also do not complete lines 1d and 1e. See instructions. 

ASSETS (a) BOY (b) EOY
a Total noninterest-bearing cash 1a 0 0 
b Receivables (less allowance for doubtful accounts):

(1) Employer contributions 1b(1) 0 0 
(2) Participant contributions 1b(2) 0 0 
(3) Other 1b(3) 0 0 

c General Investments:
(1) Interest-bearing cash (include money market accounts & certificates of deposit) 1c(1) 576,476 0 
(2) U.S. Government Securities 1c(2) 0 0 
(3) Corporate Debt instruments (other than employer securities)

(A) Preferred 1c(3)(A) 0 0 

(B) All other 1c(3)(B) 0 0 

(4) Corporate stocks (other than employer securities)

(A) Preferred 1c(4)(A) 0 0 

(B) Common 1c(4)(B) 0 0 

(5) Partnership/joint venture interests 1c(5) 0 0 
(6) Real estate (other than employer real property) 1c(6) 0 0 
(7) Loans (other than to participants) 1c(7) 0 0 
(8) Participant loans 1c(8) 102,769 0 
(9) Value of interest in common/collective trusts 1c(9) 661,624 0 
(10) Value of interest in pooled separate accounts 1c(10) 0 0 
(11) Value of interest in master trust investment accounts 1c(11) 0 0 
(12) Value of interests in 103-12 investment entities 1c(12) 0 0 
(13) Value of interest in registered investment companies (e.g. mutual funds) 1c(13) 9,356,372 0 
(14) Value of funds held in insurance company general account (unallocated contracts.) 1c(14) 0 0 
(15) Other 1c(15) 0 0 

d Employer-related investments:
(1) Employer securities 1d(1) 0 0 
(2) Employer real property 1d(2) 0 0 

e Buildings and other property used in plan operation 1e 0 0 
f Total assets (add all amounts in lines 1a through 1e) 1f 10,697,241 0 

LIABILITIES
g Benefit claims payable 1g 0 0 
h Operating payables 1h 0 0 
i Acquisition indebtedness 1i 0 0 
j Other liabilities 1j 0 0 
k Total Liabilities (add all amounts in lines 1g through 1j) 1k 0 0 

NET ASSETS
l Net assets (subtract line 1k from line 1f) 1l 10,697,241 0 



Part II Income and Expense Statement

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 2a(1)(A) 0 

(B) Participants 2a(1)(B) 0 

(C) Others (including rollovers) 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) 0 

b Earnings on investments:
(1) Interest:

(A) Interest-bearing cash (including money market accounts and certificates of deposit) 2b(1)(A) 40 

(B) U.S. Government Securities 2b(1)(B) 0 

(C) Corporate debt instruments 2b(1)(C) 0 

(D) Loans (other than to participants) 2b(1)(D) 0 

(E) Participant Loans 2b(1)(E) 4,862 

(F) Other 2b(1)(F) 0 

(G) Total interest. Add lines 2b(1)(A) through (F) 2b(1)(G) 4,902 

(2) Dividends: (A) Preferred stock 2b(2)(A) 0 

(B) Common stock 2b(2)(B) 0 

(C) Registered investment company shares (e.g. mutual funds) 2b(2)(C) 52,067 

(D) Total dividends. Add lines 2b(2)(A),(B), and (C) 2b(2)(D) 52,067 

(3) Rents: 2b(3) 0 
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds 2b(4)(A) 0 

(B) Aggregate carrying amount (see instructions) 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(5)(A) 0 

(B) Other 2b(5)(B) 0 

(C) Total unrealized appreciation of assets. Add lines 2b(5)(A) and (B) 2b(5)(C) 0 

(6) Net investment gain (loss) from common/collective trusts 2b(6) 27,790 
(7) Net investment gain (loss) from pooled separate accounts 2b(7) 0 
(8) Net investment gain (loss) from master trust investment accounts 2b(8) 0 
(9) Net investment gain (loss) from 103-12 investment entities 2b(9) 0 
(10) Net investment gain (loss) from registered invesment companies (e.g. mutual funds) 2b(10) 1,248,160 

c Other income 2c 1,814 
d Total income. Add all income amounts in column (b) and enter total 2d 1,334,733 

EXPENSES
e Benefit payment and payments to provide benefits:

(1) Directly to participants and or beneficiaries, including direct rollovers 2e(1) 716,838 
(2) To insurance carriers for the provision of benefits 2e(2) 0 
(3) Other 2e(3) 0 
(4) Total benefit payments. Add lines 2e(1) through (3) 2e(4) 716,838 

f Corrective distributions (see instructions) 2f 0 
g Certain deemed distributions of participant loans (see instructions) 2g 0 
h Interest expense 2h 0 
i Administration expenses: (1) Professional fees 2i(1) 0 

(2) Contract administrator fees 2i(2) 0 
(3) Investment advisory and management fees 2i(3) 0 
(4) Other fees 2i(4) 877 
(5) Total administrative expenses. Add lines 2i(1) through 2i(4) 2i(5) 877 

j Total expenses. Add all expense amounts in column (b) and enter total 2j 717,715 
Net Income and Reconciliation

k Net income (loss). subtract line 2j from line 2d 2k 617,018 
l Transfers of assets

(1) To this plan 2l(1) 0 
(2) From this plan 2l(2) 11,314,259 



Part III Accountants 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): 
(1) Unqualified (2) Qualified (3) Disclaimer (4) Adverse

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

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

231980475231980475 KreischerKreischer--MillerMiller
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.

Part IV Transactions During Plan Year

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5. 103-
12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.

During the plan year: Yes No Amount
a Was there a failure to transmit to the plan any participant contributions within the time 

period described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year failures 
until fully corrected. (See instructions and DOL`s Voluntary Fiduciary Correction Program.)

a nmlkj nmlkji

b Were any loans by the plan or fixed income obligations due the plan in default as of the 
close of plan year or classified during the year as uncollectible? Disregard participant loans 
secured by participant s account balance. (Attach Schedule G (Form 5500) Part I if "Yes" is 
checked)

b nmlkj nmlkji

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 II if "Yes" is checked)

c nmlkj nmlkji
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 III if "Yes" is 
checked.)

d nmlkj nmlkji

e Was this plan covered by a fidelity bond? e nmlkji nmlkj 500,000500,000
f Did the plan have a loss, whether or not reimbursed by the plan`s fidelity bond, that was 

caused by fraud or dishonesty?
f nmlkj nmlkji

g Did the plan hold any assets whose current value was neither readily determinable on an 
established market nor set by an independent third party appraiser?

g nmlkj nmlkji
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?
h nmlkj nmlkji

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

i nmlkj nmlkji
j 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 requirements)

j nmlkj nmlkji

k Were all the plan assets either distributed to participants or beneficiaries, transferred to 
another plan, or brought under the control of the PBGC?

k nmlkji nmlkj
l Has the plan failed to provide any benefit when due under the plan? l nmlkj nmlkji

m If this is an individual account plan, was there a blackout period?(See instructions and 29 
CFR 2520.101-3.)

m nmlkj nmlkji
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.
n nmlkj nmlkji

5a 
Has a resolution to terminate the plan been adopted during the plan year or any prior plan 
year? If yes, enter the amount of any plan assets that reverted to the employer this year nmlkj nmlkji

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)

Page instance 1

MacAulayMacAulay--Brown, Inc 401(k) PlanBrown, Inc 401(k) Plan 310957692310957692 004004

 



Schedule R 
(FORM 5500) 

Department of the 
Treasury 

Internal Revenue Service 

Department of Labor 
Employee Benefits 

Security Administration 

Pension Benefit Guaranty 
Corporation 

Retirement Plan Information 
 
 

This schedule is required to be filed under section 104 and 4065 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

2009 

This Form is Open to 
Public Inspection 

For calendar plan year 2009 or fiscal plan year beginning 01/01/2009 and ending 09/01/2009
A Name of Plan 
Gray Research, Inc. 401(k) Plan

B Three-digit 
plan number (PN)

001

C Plan sponsor's name as shown on line 2a of Form 5500 
Gray Research, Inc.

D Employer Identification Number (EIN) 
310957692

Part I 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 

instructions 1 00

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): 046568107046568107
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 
year 3

Part II Funding Information

(If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or 
ERISA section 302, skip this Part) 

4 Text should read - Is the plan administrator making an election under Code section 412(d)(2) or 
ERISA section 302(d)(2)? nmlkj Yes nmlkj No nmlkj N/A

If the plan is a defined benefit plan, go to line 8.
5 If a 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

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.

6a Enter the minimum required contribution for this plan year
6a

b Enter the amount contributed by the employer to the plan for this plan year
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 a negative amount) 6c
If you completed line 6c, skip lines 8 and 9.

7 Will the minimum funding amount reported on line 6c be met by the funding deadline? nmlkj Yes nmlkj No nmlkj N/A

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure 
providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan 
administrator agree with the change?

nmlkj Yes nmlkj No nmlkj N/A

Part III Amendments

9 If this 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 box(es). If no, check the "No" box

nmlkj Increase nmlkj Decrease nmlkj Both nmlkj 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, 
skip this part. 

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any 
exempt loan? nmlkj Yes nmlkj No

11aDoes the ESOP hold any preferred stock? nmlkj Yes nmlkj No

11bIf the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" Yes No



loan?(See instructions for definition of "back-to-back" loan.)
nmlkj nmlkj

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

 


