
 

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), 6057(b), 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 

 

2015 
 

This Form is Open to Public 
Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  This return/report is for: 
      X  a multiemployer plan;        X  a multiple-employer plan (Filers checking this box must attach a list of 

participating employer information in accordance with the form instructions); 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 
1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

1b Three-digit plan 
number (PN)  001

1c Effective date of plan 
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan) 
       Mailing address (include room, apt., suite no. and street, or P.O. Box)  
       City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2b Employer Identification 
Number (EIN) 
012345678 

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  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

 

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 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

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

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of DFE Date Enter name of individual signing as DFE 
Preparer’s name (including firm name, if applicable) and address (include room or suite number) ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

Preparer’s telephone number  

 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015) 
v. 150123

THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT PENSION PLAN

216-621-9537

001

Filed with authorized/valid electronic signature.

711100

01/01/2015

01/01/1974

MICHAEL X. LEHANE

1422 EUCLID AVENUE, SUITE 721
CLEVELAND, OH 44115-2001

12/31/2015

X

TRUSTEES-THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT

X

34-1403927

X

10/17/2016
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3a Plan administrator’s name and address  XSame as Plan Sponsor  
 
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  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

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 unless otherwise stated (welfare plans complete only lines 6a(1),    
        6a(2), 6b, 6c, and 6d).  

 
 a(1)  Total number of active participants at the beginning of the plan year ................................................................................... 6a(1)
   
 a(2)  Total number of active participants at the end of  the plan year  .......................................................................................... 6a(2)
  
 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(2), 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 Characteristics Codes in the instructions: 

 

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

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  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  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2) X I   (Financial Information – Small Plan) 

(3) X    ___ A  (Insurance Information) 

(4) X C  (Service Provider Information) 

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

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

(6)  X G  (Financial Transaction Schedules) 

   

231

66

X

134

X

19

X

234

1B

X

X

9

X

222

X

137

25
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Part III Form M-1 Compliance Information (to be completed by welfare benefit plans) 
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR 

2520.101-2.) ........................………..….  X    Yes       X    No 
 
         If “Yes” is checked, complete lines 11b and 11c. 
 

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

11c Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report.  If the plan was not required to file the 2015 Form M-1 annual report, 
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure 
to enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)   

 
         Receipt Confirmation Code______________________              
                                            

 



 

SCHEDULE MB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Multiemployer Defined Benefit Plan and Certain 
Money Purchase Plan Actuarial Information 

 

This schedule is required to be filed under section 104 of the Employee 
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the 

Internal Revenue Code (the Code). 

 File as an attachment to Form 5500 or 5500-SF. 

OMB No. 1210-0110 

 

2015 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2015 or fiscal plan year beginning                                                                            and ending                                                      

Round off amounts to nearest dollar. 

Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established. 
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B Three-digit 

plan number (PN)          001

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

D    Employer Identification Number (EIN) 
012345678 

E  Type of plan:                          (1)  X   Multiemployer Defined Benefit         (2)  X   Money Purchase (see instructions)  

1a Enter the valuation date:                     Month _________    Day _________    Year _________  

  b Assets   
 (1) Current value of assets ........................................................................................................................  1b(1)  
 (2) Actuarial value of assets for funding standard account ........................................................................  1b(2)  

  c (1) Accrued liability for plan using immediate gain methods .....................................................................  1c(1)  
 (2) Information for plans using spread gain methods:   

 (a) Unfunded liability for methods with bases ............................................................................................ 1c(2)(a) -123456789012345

 (b) Accrued liability under entry age normal method ................................................................................. 1c(2)(b) -123456789012345

 (c) Normal cost under entry age normal method ....................................................................................... 1c(2)(c) -123456789012345

 (3) Accrued liability under unit credit cost method ........................................................................................... 1c(3) -123456789012345
  d Information on current liabilities of the plan: 

(1) Amount excluded from current liability attributable to pre-participation service (see instructions) ............. 1d(1) -123456789012345

(2) “RPA ‘94” information: 

 (a) Current liability ..................................................................................................................................... 1d(2)(a) -123456789012345

 (b) Expected increase in current liability due to benefits accruing during the plan year ........................... 1d(2)(b) -123456789012345

 (c) Expected release from “RPA ‘94” current liability for the plan year ..................................................... 1d(2)(c) -123456789012345

(3) Expected plan disbursements for the plan year ......................................................................................... 1d(3) -123456789012345
Statement by Enrolled Actuary 
 To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in 

accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in 
combination, offer my best estimate of anticipated experience under the plan. 

SIGN 
HERE 

   

Signature of actuary  Date 

  

Type or print name of actuary  Most recent enrollment number 

  

Firm name  Telephone number (including area code) 

  
Address of the firm   

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see 
instructions 

X 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or Form 5500-SF. Schedule MB (Form 5500) 2015
 v. 150123

01

THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT PENSION PLAN

7640009

34-1403927

001

01/01/2015

14-07228

8664468

312-984-8500

12/31/2015

201501

430406

7295053

SEGAL CONSULTING

264483

7028752

JAMES NOLAN, FSA, MAAA

10/17/2016

178834

101 NORTH WACKER DRIVE, CHICAGO, IL 60606

TRUSTEES-THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT

5937543

X



                 Schedule MB (Form 5500) 2015 Page 2- 1 x 
 

 a Current value of assets (see instructions)  ...................................................................................................………… 2a -123456789012345 

 b “RPA ‘94” current liability/participant count breakdown: (1) Number of participants (2) Current liability 

 (1) For retired participants and beneficiaries receiving payment ....................................  12345678 -123456789012345 

 (2) For terminated vested participants ............................................................................  12345678 -123456789012345
 (3) For active participants:   

  (a)  Non-vested benefits ............................................................................................   -123456789012345
  (b)  Vested benefits ...................................................................................................  -123456789012345
  (c)  Total active ..........................................................................................................   -123456789012345
 (4) Total ........................................................................................................................... 12345678 -123456789012345
 c If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 

percentage ................................................................................................................................................................  
2c 123.12%

3 Contributions made to the plan for the plan year by employer(s) and employees:

    

   

   

   

   

    

 Totals  ► 3(b)  3(c)  

 a X Attained age normal b X Entry age normal c X Accrued benefit (unit credit) d X Aggregate 

 e X Frozen initial liability f X Individual level premium g X Individual aggregate h X Shortfall 

 i X  Reorganization 
 

j X Other (specify):  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI AB ABCDEFGHI 
ABCDEFGHI ABCDEFGHI C ABCDEFGHI ABCDEFGHI ABCDEFGHI DE

 k If box h is checked, enter period of use of shortfall method ......................................................................................... 5k YYYY-MM-DD 

 l Has a change been made in funding method for this plan year? ...................................................................................................................... X Yes X No 

 m If line l is “Yes,” was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval? ............................................. X Yes X No 

 n If line l is “Yes,” and line m is “No,” enter the date (MM-DD-YYYY) of the ruling letter (individual or class) 
approving the change in funding method .....................................................................................................................

5n YYYY-MM-DD

6 Checklist of certain actuarial assumptions: 
 a  Interest rate for “RPA ‘94” current liability. ............................................................................................................................................ 6a 123.12% 

 Pre-retirement Post-retirement 

 b Rates specified in insurance or annuity contracts ..................................... X Yes X No X N/A X Yes X No X N/A 

 c Mortality table code for valuation purposes:   

2 Operational information as of beginning of this plan year: 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

4 Information on plan status: 

 a  Funded percentage for monitoring plan’s status (line 1b(2) divided by line 1c(3)) ................................................... 4a %

 b  Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of plan’s status). If 
code is “N,” go to line 5 .............................................................................................................................................

4b 123.1

 c Is the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? ............................................................. X Yes X No 

 d If the plan is in critical status or critical and declining status, were any benefits reduced (see instructions)? .................................................. X Yes X No 

 e If line d is “Yes,” enter the reduction in liability resulting from the reduction in benefits (see instructions), 
measured as of the valuation date  ............................................................................................................................

 
4e -123456789012345

f  If the rehabilitation plan projects emergence from critical status or critical and declining status, enter the plan 
year in which it is projected to emerge.   

    If the rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which insolvency is 
expected and check here ……………………………….......................................................................................   

 

4f 

5 Actuarial cost method used as the basis for this plan year’s funding standard account computations (check all that apply): 

1

8664468

N

70

134

85933

122.9

4275264

460710

30

X

3.51

2673225

234

X

4361197

0

7640009

1630046

X

X
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 (1)  Males ......................................................................................... 6c(1) 

 (2)  Females .................................................................................... 6c(2) 

 d Valuation liability interest rate .......................................................... 6d 123.12% 123.12%

 e Expense loading .............................................................................. 6e 123.12%   X N/A 123.12%   X N/A

 f Salary scale ..................................................................................... 6f 123.12%  X N/A    

 g Estimated investment return on actuarial value of assets for year ending on the valuation date ......................... 6g -123.1%

 h Estimated investment return on current value of assets for year ending on the valuation date ........................... 6h -123.1%

 
7 New amortization bases established in the current plan year: 

(1) Type of base (2) Initial balance (3) Amortization Charge/Credit

A -123456789012345 -123456789012345
A -123456789012345 -123456789012345
A -123456789012345 -123456789012345

8 Miscellaneous information: 

 a If a waiver of a funding deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of the 
ruling letter granting the approval ...............................................................................................................................

8a 
YYYY-MM-DD

    b(1) Is the plan required to provide a projection of expected benefit payments?  (See the instructions.)  If “Yes,” attach a 
schedule ............................................................................................................................................................................  

X Yes X No

b(2) Is the plan required to provide a Schedule of Active Participant Data? (See the instructions.) If “Yes,” attach a 
schedule. 

X Yes X No

 c Are any of the plan’s amortization bases operating under an extension of time under section 412(e) (as in effect prior to 
2008) or section 431(d) of the Code? ................................................................................................................................... . 

X Yes X No

 d If line c is “Yes,” provide the following additional information: 

(1)  Was an extension granted automatic approval under section 431(d)(1) of the Code? ........................................ X Yes X No

 (2)  If line 8d(1) is “Yes,” enter the number of years by which the amortization period was extended ....................... 8d(2) 12
 (3)  Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect prior to 

2008) or 431(d)(2) of the Code? ........................................................................................................................... X Yes X No

 (4)  If line 8d(3) is “Yes,” enter number of years by which the amortization period was extended (not including 
the number of years in line (2)) .............................................................................................................................

8d(4) 12

 (5)  If line 8d(3) is “Yes,” enter the date of the ruling letter approving the extension .................................................. 8d(5) YYYY-MM-DD
 (6)  If line 8d(3) is “Yes,” is the amortization base eligible for amortization using interest rates applicable under section 

6621(b) of the Code for years beginning after 2007? ......................................................................................................  X Yes X No

 e If box 5h is checked or line 8c is “Yes,” enter the difference between the minimum required contribution for the 
year and the minimum that would have been required without using the shortfall method or extending the 
amortization base(s) ...................................................................................................................................................

8e 
-123456789012345

9 Funding standard account statement for this plan year: 

 Charges to funding standard account: 
 a Prior year funding deficiency, if any ............................................................................................................................ 9a -123456789012345

 b Employer’s normal cost for plan year as of valuation date ......................................................................................... 9b -123456789012345

 c Amortization charges as of valuation date: Outstanding balance 
(1) All bases except funding waivers and certain bases for which the 

amortization period has been extended .......................................................
9c(1) -123456789012345 -123456789012345

(2) Funding waivers ........................................................................................... 9c(2) -123456789012345 -123456789012345
(3) Certain bases for which the amortization period has been extended .......... 9c(3) -123456789012345 -123456789012345

 d Interest as applicable on lines 9a, 9b, and 9c ............................................................................................................ 9d -123456789012345

e Total charges. Add lines 9a through 9d ...................................................................................................................... 9e -123456789012345
 Credits to funding standard account: 

f Prior year credit balance, if any .................................................................................................................................. 9f -123456789012345

   g Employer contributions. Total from column (b) of line 3 ............................................................................................. 9g -123456789012345

 Outstanding balance 

 h Amortization credits as of valuation date ........................................................... 9h -123456789012345 -123456789012345

 i Interest as applicable to end of plan year on lines 9f, 9g, and 9h .............................................................................. 9i -123456789012345

1

A

8.3

39.8

33928

1

X

2300032

4

-1191

-10675

X

-116

A

-1037

602762

1963571

599394

5.0

0

X

460710

3.00

A

291457

135672

274009

X

6.00

A

6.00

67287
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 j Full funding limitation (FFL) and credits: 

 (1) ERISA FFL (accrued liability FFL) ............................................................. 9j(1) -123456789012345 

 (2) “RPA ‘94” override (90% current liability FFL)  .......................................... 9j(2) -123456789012345 

 (3) FFL credit ........................................................................................................................................................... 9j(3) -123456789012345

 k (1) Waived funding deficiency .................................................................................................................................. 9k(1) -123456789012345
 (2) Other credits ....................................................................................................................................................... 9k(2) -123456789012345

 l Total credits. Add lines 9f through 9i, 9j(3), 9k(1), and 9k(2) ...................................................................................... 9l -123456789012345

 m Credit balance: If line 9l is greater than line 9e, enter the difference ......................................................................... 9m -123456789012345

 n Funding deficiency: If line 9e is greater than line 9l, enter the difference ................................................................... 9n -123456789012345

 

9 o Current year’s accumulated reconciliation account:  

 (1) Due to waived funding deficiency accumulated prior to the 2015 plan year  ............................... 9o(1) -123456789012345

 (2) Due to amortization bases extended and amortized using the interest rate under section 6621(b) of the Code:   

  (a)  Reconciliation outstanding balance as of valuation date ......................................................................... 9o(2)(a) -123456789012345

  (b)  Reconciliation amount (line 9c(3) balance minus line 9o(2)(a)) .............................................................. 9o(2)(b) -123456789012345

 (3) Total as of valuation date ............................................................................................................................... 9o(3) -123456789012345

10 Contribution necessary to avoid an accumulated funding deficiency. (See instructions.) ...................................... 10 -123456789012345

11 Has a change been made in the actuarial assumptions for the current plan year? If “Yes,” see instructions. .......................  X Yes X No

2627240

X

2108051

848341

0

0

0

2027846
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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 

 

2015 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI  

B  Three-digit 

plan number (PN)          001 

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) 2015
v.150123

X

THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT PENSION
PLAN

34-1403927

001

01/01/2015

TRUSTEES-THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED
BENEFIT

12/31/2015
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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 X

X

X

1

40462

IATSE LOCAL 27

21642

THE SEGAL COMPANY

7642

13-1835864

34-0308265

38-2776937

11

14 15 35 36

27

QUAYLE CO. SECURITIES

N/A

N/A

EMPLOYEE
ORGANIZATION
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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 

X

X

2

6293

ALLEN BATES ASSOCIATES, INC.

6102

SCHWARZWALD MCNAIR & FUSCO, LLP

20-0467468

25-1460327

29

15

N/A

N/A
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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. 

  

1
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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 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 

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

(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 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 

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

(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 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 

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

(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 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 

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

(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 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 

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

(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  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 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  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 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  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 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  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 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  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 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 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 

 

2015 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B Three-digit 

plan number (PN)          001

 
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) 2015 
v. 150123

 

  

0

0

709847

0

0

THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT PENSION PLAN

34-1403927

0

0

001

0

01/01/2015

0

0

0

0

6686682

0 0

1181264

12/31/2015

0

0

0

0

0

0

36031

140606

0 0

315619

0

16069372949

6085084

0 0

32826

0 0

0

TRUSTEES-THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT

0



Schedule H  (Form 5500) 2015  Page 2 

(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

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

23

0

29214

0

0

7778691

0

0

7643531

0

0

0

0

460710

621

11285

0

460710

8960

7640009 7754196

0

0

0

0

0

3522

0

23

23599

0

3522

00

24495

209390

0

0

29214

220675

0

0
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  (a) Amount (b) Total

(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.    

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

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

 During the plan year:  Yes No N/A 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    -123456789012345X

287673

145437

0

0

0

0

0

401860

-308762

0

73495

0

142236

0

0

X

X

38291

30450

WALTHALL, LLP 34-0644631

145437

0

0

X

0

0

114187
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  Yes No N/A Amount 

c Were any leases to which the plan was a party in default or classified during the year as 
uncollectible? (Attach Schedule G (Form 5500) Part 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    

o Did the plan trust incur unrelated business taxable income? ……………………………………  4o     

 p Were in-service distributions made during the plan year? ……………………………………….. 4p     
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:-123 

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 ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

5c   If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... X  Yes   X No    X  Not determined 

Part V Trust Information  

6a Name of trust ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

6b Trust’s EIN 

6c Name of trustee or custodian 6d Trustee’s or custodian’s telephone number  

 

1

500000X

X

X

X

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 

 

2015 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number 

(PN)          001
 

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

   

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. 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) 2015 
v. 150123

 
 

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 (include any prior year accumulated funding          

deficiency not waived) ........................................................................................................................................
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

X

34-1403927

X

THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT PENSION PLAN

34-1403927

001

01/01/2015

0

0

12/31/2015

X

X

TRUSTEES-THEATRICAL STAGE EMPLOYEES UNION LOCAL NO. 27 DEFINED BENEFIT



                          Schedule R (Form 5500) 2015                                Page 2 - 1 x  
 
 
 

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 lines 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 lines 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 lines 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 lines 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 lines 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 lines 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

06

06

2018

7% OF GROSS WAGES

7% OF GROSS WAGES

118477

107537

30

30

X

X

0.07

0.07

PLAYHOUSE SQUARE

QUICKEN LOANS ARENCA

2017

20-2194334

23-7304942
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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 line 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 lines (a) through (c) 
 a Enter the percentage of plan assets held as:  

 Stock: _____%   Investment-Grade Debt: _____%    High-Yield Debt: _____%    Real Estate: _____%   Other: _____%  
 b Provide the average duration of the combined investment-grade and high-yield debt:   

      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 line 19(b)? 

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

Part VII IRS Compliance Questions 

20a Is the plan a 401(k) plan? ........................................................................................................................................... X  Yes X  No 

20b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and 
employer matching contributions (as applicable) under sections 401(k)(3) and 401(m)(2)? .....................................

X
Design-based 
safe harbor 
method 

X ADP/ACP test 

20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current 
year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 
1.401(m)-2(a)(2)(ii))? .................................................................................................................................................

X  Yes X  No 

21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 
410(b): ....................................................................................................................................................................... X

Ratio 
percentage 
test 

X 
Average 
benefit test 

21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining 
this plan with any other plans under the permissive aggregation rules? ...................................................................

X  Yes X  No 

22a Has the plan been timely amended for all required tax law changes? ....................................................................... X  Yes X  No X  N/A 

22b Date the last plan amendment/restatement for the required tax law changes was adopted ____/____/____. Enter the applicable code ______ (See 
instructions for tax law changes and codes). 

22c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or 
advisory letter, enter the date of that favorable letter _____/_____/_____ and the letter’s serial number ______________. 

22d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan’s last favorable 
determination letter _____/_____/______. 

23   Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has 
been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin 
Islands)? .....................................................................................................................................................................

X  Yes X  No 

 

0

0

0



EIN: 34-1403927
PN: 001
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PN: 001
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PN: 001
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EIN: 34-1403927
PN: 001



















Plan Sponsor EIN: 34-1403927 Plan Number: 001

Form 5500, Line 6a(1) - 6f
Total number of active participants at the beginning of the year

Theatrical Stage Employees Union Local No. 27 Defined Benefit Pension Plan

Line 6a(2) - 6f - The following are participant counts for the above named Plan as of December 31, 
2015 based on preliminary data.

Line 6a(1) - This count might exclude non-vested participants who are retaining credited service under 
the Plan but are not included in the valuation.



SCHEDULE i'IB
(Form 5500)

Oepartment of the TrEasury
lnt€mel Rswnus Sen¡cs

Department of Låbor
Employ6s Bsnêfits Security Administrat¡on

Psnsion B€nelTt Guaranty Corporation

For calendar 2015 or fiscal

) Round off amounts to nearel doltar.

0l- 01 201,5 and

Th¡s Form ls Open to Publlc
Inspectlon

'1,2 2015

Multiemployer Def¡ned Benefit Plan and Gertain
itloney Purchase Plan Actuarial lnformation

This schedule is required to be filed under sect¡on 104 of the Employee
Retirement lncome Security Act of '1974 (ERISA) and section 6059 of the

lntemal Revenue Code (the Code).

) Flle as an attachment to Form 5500 or 5500-SF.

3

OMB No. '121È01'lO

2015

) Caution: A of $1,000 will be assessed for late of this report unless reasonable cause is established.

A Name of plan

Theatrical Stage Employees Union Local No. 27 Defined Benefit 001

C plan sponsor's name r¡s sho¡vn on line 2a of Form 5500 or 5500-SF

Trustees-Theatrical Stage Employees lInion Local No. 27 Defined Benefi

E Type of plan: 1t¡ [l mumemployer Defined Benefit 1Z¡ f] uoney Purchase (see instructions)

D Employer ldentification Number (ElN)

34-1.403927

)
B Thresdig¡t

plan number (PN)

tbfi)
rb(2)

lc(l)

rc(2Xa)

rc(2Xb)

rc(2Xc)

1 I

1

{dl2xbt
ld(2Xc)

rd(3t

I a Enter the valuation date: Month 

-..,1Q1- 
Day 

-O 
1 Year 2 0 15

b Assets

(l) Current value of assets....
(2) Actuarial value of assets forfund¡ng standard account............

(b) Expected increase in cunent liability due to benefits accruing during the plan year.........

(c) Expected release frorn 'RPA '94" cunent liability for the plan year..................

7 640 009
7,295 053

7 028 752G (l) Accrued liability for plan using immediate gain methods

(2) lnformation for plans using spread gain methods:

(a) Unfunded liability for methods with bases.......

(b) Accrued liab¡lity under entry age normal method

(c) Normal cost under entry age normal me{hod............

(3) Accrued liability under unit credit cost method

d lnformation on current liabilities of the plan:

5 ,937 ,543

(l) Amount excluded from cunent liability attr¡butable to pre-participation service (see instructions).........

(2)'RPA'94" information:

(a) Current liab¡lity I ,664 ,468
430 406
L78 ,834

disbursements for the 264,483
Statoment by Enrolled Actuary

combinåtion, ofèr my b6st 6stimstê of ânticipat€d ôperisnce underths dan.

Arl 1"0/1""',r /20L6s A. Nolan
Signature of actuary

,James A. Nolan, FSA, IvLLU\

SIGN
HERE

Date
1407228

Type or print name of actuary Most recent enrollment number
31_2-984-8s00SEGAT, CONSUI,TING

Firm name Telephone number (including area code)

1.01 NORTH IVACKER DRTVE

CI{TCAGO â8[rSä of thefirmTL
lf the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see
instructions
For Papowork Reductlon Act Notlce and OìlB Control llumb¡¡¡, ¡ee tho inltructlon. for Form 6500 ot Form 5500€F Schodula MB (Form õ5001 2015

v.150123



Schedule MB (Form 5500) 2015

2 Operational information as of beginning of this plan year:

Page2-

2a

(l) Number of participants

3C

7C

1,34

234

2c

a Current value of assets (see instructions)

b'npR'94" current liability/participant count breakdown:

(1) For retired participants and bene{iciar¡es receiving paymerf ..........

l2l For terminated vested part¡cipants

(3) For active participants:

(a) Non-vested benefits............

(b) Vested benefits............

(c) Total active...............

(4) Total

c lf the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such

Cunent

7 ,640 ,009

L,630 ,046
2,673,225

85, 933
4,275,264
4 ,36L , L97
I ,664 ,468

o/o

3 Cmtr¡but¡ons made to the plan fc the plan

(a) Date

and employees:

(c) Amount paid by(a) Date
MM-DD-YYY\î

(b) Amount paid by
emplover(s)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

460,7LQ

Totals > 3(b) 460,71-Ol 3(c) 0

4 lnformation on plan status:

â Funded percentage for monitoring plan's status (line 1b(2) divided by line 1c(3))...............

b Enter code to indicate plan's status (see instructions for attachment of supporting evidence of plan's stdus). lf

L22 .9 o/o

N

G ls the plan making the scheduled progress under any applicable funding imprwement or rehabilitation plan? .. ves fl no

la

4b

I lf line d is "Yes," enter the reduction in liability resulting from the reduction in adjustable benef¡ts, measured as
of the valuation date.....

f ¡t tne rehabilitation plan projec{s emergence from critical status or critical and declining status, enter the plan
year ¡n which ¡t ¡s projected to emerge.
lf the rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which insolvency isIexpected and check here ...... ...... ..

5 Actuarial cost method used as the basis for this plan year's funding standard account computations (check all that apply):

a ! ettained age normal b El t*O age normal c ! Accrued benefit (unit credit)

e ! rrozen initial liability f ! tnOiviOual level premium I ! tnOivlOual aggregate

d ! Rggregate

h I snortratl

4e

4l



Schedule MB (Form 5500) 2015 Pase3 - |--|
i ! neorganization i I ot'* (speciff):

k f ¡ox h is checked, enter period of use of shortfall method

lf'l lf line I is "Yes," was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval?

n f line I is "Yes," and line m is "No," enter the date (MM-DD-YYYY) of the ruling letter (individual or class)
aoDrouno the chanoe tn fundino method

NoYes

Yes No

PrÈretirement

Yes No N/A Yes No

...6c(l) ¡

...6c(2) A

....6d 6.00%
....ße 39.8 0A N/A %

....ßf 3.00 % N/A

...6s

,..Êh

6 Checklist of certain actuarial assumpt¡ons:

â lnterest rate for "RPA'94" cunent liability.

b Rates specified in insurance or annuity contracts.........

G Mortality table code for valuation purposes:

Post-retirement

3.51%

N/A

A
(2) Females....

d Vduation liability interest rate..................

f Sdary scale

$ Estimated investment return on actuar¡al value of assets fc year ending on the valuation date.................

h Estimated ¡nvestment return on curent value of assets for year ending on the valuation date...........................

A

6.00%

8.3%
5 .0o/o

N/A

7 New amortization bases established in the cunent
of base

1

4

(21 lnitial balance

-L,1,91
-1,0,675

Amortizat¡on

-LL6
-1,,037

I Miscellaneous i nformation:

3 lf a waiver of a fund¡ng deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of the

b(1) ts tne plan required to provide a projection of expected benefit payments? (See the instruc{ions.) lf 'Yes," attach a schedule.

b(2) ts the plan required to provide a Schedule of Ac'tive Participant Data? (See the instructions.) lf 'Yes," attach a schedule.

c Are any of the plan's amortization bases operating under an extension of time under section 412(e) (as in effect prior to

d lt l¡ne c is 'Yes," provide the following additional information:

(1) Was an extension granted aúomatic approval under section 431(dX1) of the Code?....

(2) lf line 8d(1) is "Yes," enter the number of years by which the amortizat¡on period was extended
(3) Was an extension approved by the lnternal Revenue Service under section 412(e) (as in effect prior to

(4) lf line 8d(3) is "Yes," enter number of years by which the amortization period was efended (not including
the number of years in line (2))........

(5) lf line 8d(3) is "Yes," enter the date of the ruling letter approving the extension...
(6) lf line 8d(3) is "Yes," is the amortization base eligible for amortization using interest rates applicable under section

6621 (b) of the Code for years beginning ãfreî 2007?

No

NoYes

!vo[ruo

No

!vo!ruo

I ves I rvo

Yes

8d(2)

8d(4)

8d(5)

8e

9e

9b

ê lf box 5h is checked or line 8c is "Yes," enter the d¡fference between the minimum required contribution for the
year and the minimum that would have been required without using the shortfall method or extending the
amortization

9 Funding standard account statement for this plan year:

Charges to fund¡ng standard account:

b Employefs normal cost for plan year as of valuation date.................

U

29L,457



Schedule MB (Form 5500) 2015 Pase4- n
Outstanding bdance

gc(r) 2 ,30O , 032

9c(2)

ec(3)

9d

9ê

9f

9g

Outstanding balance

gh 602 ,7 6i

e¡(r) 2,L08,05L

9¡

s¡(2) 848 ,341

eJ(3)

ek(r)

ek(2)

9t

9m

9n

c Amortizat¡on charges as of valuat¡on date:

(r) bases for wh¡ch the

(2) Funding waivers............

(3) Certain bases for which the amort¡zation period has been efended.....

d lnterest as applicable on lines 9a,9b, and 9c.....................

Crsdlts to funding standard account:

g Employer contributions. Total from cdumn (b) of line 3

h Amortization credits as of valuation date.................

i lnterest as applicable to end of plan year on lines 9f, 99, and th ....................

j Full funding limitation (FFL) and credits:

(1) ERISA FFL (accrued l¡abil¡ty FFL)....

(21 "RPA'94' orcrride (90oÁ cunent liability FFL)

I taa credits. Add lines 9f through 9i, 9j(3), 9k(1), and 9k(2)................

m Credit balance: lf line 9l is greater than line 9e, enter the d¡fference

n Funding deficiency: lf line 9e is greater than line 9f, enter the difference........

274, O09

33 ,928
599 ,394

L,963 ,57L

67,287
L35 ,672

2,627 ,240
2,027 ,846

0

9 o Current year's accumulated reconciliation accounl:

({) Due to waived funding deficiency accumulded prior to the 2014 plan year

(21 Due to amortization bases extended and amortized using the interest rate under section 6621 (b) of lhe Code:

(a) Reconciliation outstanding balance as of valuation date.................

(b) Reconciliation amount (line 9c(3) balance minus line 9o(2Xa))..........

Total as of valuat¡on date.................

0

0

l0 Contribution necessary to avoid an accumulded funding deficiency. (See instructions.)

I I nas a change been made in the actuarial assumptions for the cunent plan year? lf "Yes," see instructions Yes No

90(r)

9o(2Xa)

eo(2Xb)

9o(3)

l0
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The participant data is for the year ended D
ecem

ber 31, 2014 

Years of C
redited Service 

A
ge 

Total 
1 - 4 

5 - 9 
10 - 14 

15 - 19 
20 - 24 

25 - 29 
30 - 34 

35 - 39 
40 &

 
over 

U
nder 25 

3 
3 

– 
– 

– 
– 

– 
– 

– 
– 

25 - 29
5

3
2

– 
–

– 
–

–
– 

–

30 - 34 
9 

2 
5 

–
2

– 
– 

– 
– 

– 

35 - 39
5

–
3

1
1

– 
–

–
– 

–

40 - 44 
8 

2 
–

3
2 

1 
– 

– 
– 

– 

45 - 49
7

3
–

1
3

– 
–

–
– 

–

50 - 54 
12 

–
2

3 
1 

4 
–

2
– 

– 

55 - 59 
13 

2 
1 

1 
2 

–
1

3 
3 

– 

60 - 64 
9 

–
1

–
2

– 
2 

2 
1 

1 

65 - 69
1

–
– 

– 
–

– 
–

–
– 

1

70 & over 
– 

– 
– 

– 
– 

– 
– 

– 
– 

– 

U
nknow

n 
62 

62 
– 

– 
– 

– 
– 

– 
– 

– 

Total 
134 

77 
14 

9 
13 

5 
3 

7 
4 

2 

2015 Schedule M
B, Line 8b(2) - Schedule of Active Participant D

ata 
Theatrical Stage Em

ployees U
nion, Local N

o. 27, D
efined Benefit Pension Plan

1 of 1



EIN
 34-1403927/  PN

 001 

STA
TEM

EN
T O

F A
C

TU
A

R
IA

L A
SSU

M
PTIO

N
S/M

ETH
O

D
S 

(SC
H

ED
U

LE M
B, LIN

E 6) 
M

ortality R
ates 

H
ealthy E

m
ployees: 108%

 of the R
P-2014 Blue C

ollar Em
ployee M

ortality Tables, projected from
 2014 using scale 

SSA-2014 on a generational basis.  
H

ealthy A
nnuitants: 108%

 of the R
P-2014 Blue C

ollar Annuitant M
ortality Tables, projected from

 2014 using scale SSA-
2014 on a generational basis.  
D

isabled: 108%
 of the R

P-2014 D
isabled R

etiree M
ortality Tables, projected from

 2014 using scale SSA-2014 on a 
generational basis. 
The underlying tables w

ith the generational projection to the ages of participants as of the m
easurem

ent date 
reasonably reflect the m

ortality experience of the Plan as of the m
easurem

ent date. 
The m

ortality rates w
ere based on historical and current dem

ographic data, adjusted to reflect estim
ated future 

experience and professional judgm
ent.  As part of the analysis, a com

parison w
as m

ade betw
een the actual num

ber of 
deaths and the projected num

ber based on the prior years' assum
ption over the m

ost recent five years. 

2015 Schedule M
B, Line 6 - Statem

ent of Actuarial Assum
ptions and M

ethods 
Theatrical Stage Em

ployees U
nion, Local N

o. 27, D
efined Benefit Pension Plan

1 of 4
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Term
ination R

ates 
before R

etirem
ent 

 
 

R
ate (%

) 

 
M

ortality* 
 

A
ge 

M
ale 

Fem
ale 

W
ithdraw

al 

20 
0.06 

0.02 
9.94 

25 
0.07 

0.02 
9.67 

30 
0.06 

0.03 
9.30 

35 
0.07 

0.03 
8.71 

40 
0.09 

0.05 
7.75 

45 
0.14 

0.08 
6.35 

50 
0.24 

0.13 
4.22 

55 
0.39 

0.20 
1.55 

60 
0.66 

0.30 
0.15 

* M
ortality rates show

n are sam
ple rates from

 the em
ployee table in 2015 

The term
ination rates w

ere based on historical and current dem
ographic data, adjusted to reflect 

estim
ated future experience and professional judgm

ent. A
s part of the analysis, a com

parison 
w

as m
ade betw

een the actual num
ber of term

inations and the projected num
ber based on the 

prior years' assum
ption over the m

ost recent five years. 
R

etirem
ent A

ge for 
A

ctive Participants 
65 
The retirem

ent age for active participants is based on historical and current dem
ographic data, adjusted to reflect 

estim
ated future experience and professional judgm

ent. As part of the analysis, a com
parison w

as m
ade betw

een the 
actual num

ber of retirem
ent by age and the projected num

ber based on the prior years' assum
ption over the m

ost 
recent five years.   

D
escription of 

W
eighted A

verage 
R

etirem
ent A

ge 

Age 65, determ
ined as follow

s: The w
eighted average retirem

ent age for each participant is calculated as the sum
 of 

the product of each potential current or future retirem
ent age tim

es the probability of surviving from
 current age to that 

age and then retiring at that age, assum
ing no other decrem

ents. The overall w
eighted retirem

ent age is the average of 
the individual retirem

ent ages based on all the active participants included in the January 1, 2015 actuarial valuation. 

2015 Schedule M
B, Line 6 - Statem

ent of Actuarial Assum
ptions and M

ethods 
Theatrical Stage Em

ployees U
nion, Local N

o. 27, D
efined Benefit Pension Plan

2 of 4
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R
etirem

ent A
ge for 

Inactive Vested 
Participants 

62 if eligible for early retirem
ent, otherw

ise 65 
The retirem

ent age for inactive vested participants w
as based on historical and current dem

ographic data, adjusted to 
reflect estim

ated future experience and professional judgm
ent.  As part of the analysis, a com

parison w
as m

ade 
betw

een the actual num
ber of retirem

ents by age and the projected num
ber based on the prior years' assum

ption over 
the m

ost recent five years. 

Future B
enefit 

A
ccruals 

Active participants as of January 1, 2015 are assum
ed to w

ork the sam
e num

ber of hours in future years as w
orked in 

the prior year. 
The future benefit accruals w

ere based on historical and current dem
ographic data, adjusted to reflect estim

ated future 
experience and professional judgm

ent. As part of the analysis, a com
parison w

as m
ade betw

een the assum
ed and the 

actual benefit accruals over the m
ost recent five years. 

Em
ployer 

C
ontributions 

6.5%
 of earned w

ages 

U
nknow

n D
ata for 

Participants 
Sam

e as those exhibited by participants w
ith sim

ilar know
n characteristics. If not specified, participants are assum

ed to 
be m

ale 

D
efinition of A

ctive 
Participants 

Active participants are defined as those reported by the fund office as active as of the valuation date w
ith at least one 

year of C
redited Service. 

Percent M
arried 

100%
 

G
ender and A

ge of 
Spouse 

Spouses assum
ed to be opposite sex of participant. Fem

ales are 3 years younger than m
ale spouses. 

A
nnual W

age Increase 
3%

 per year 

B
enefit Election 

All participants are assum
ed to elect the 50%

 Joint and Survivor Annuity form
 of paym

ent. 
The benefit elections w

ere based on historical and current dem
ographic data, adjusted to reflect the plan design, 

estim
ated future experience and professional judgm

ent. As part of the analysis, a com
parison w

as m
ade betw

een the 
assum

ed and the actual option election patterns over the m
ost recent five years. 

N
et Investm

ent R
eturn 

6.00%
 

The net investm
ent return assum

ption is a long-term
 estim

ate derived from
 historical data, current and recent m

arket 
expectations, and professional judgm

ent. As part of the analysis, a building block approach w
as used that reflects 

inflation expectations and anticipated risk prem
ium

s for each of the portfolio’s asset classes as provided by 
SegalR

ogerscasey, as w
ell as the Plan’s target asset allocation. 

2015 Schedule M
B, Line 6 - Statem

ent of Actuarial Assum
ptions and M

ethods 
Theatrical Stage Em

ployees U
nion, Local N

o. 27, D
efined Benefit Pension Plan
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A
nnual A

dm
inistrative 

Expenses 
$83,000, payable at the beginning of the year, for the year beginning January 1, 2015  
The annual adm

inistrative expenses w
ere based on historical and current data, adjusted to reflect estim

ated future 
experience and professional judgm

ent. 

A
ctuarial Value of 

A
ssets 

The m
arket value of assets less unrecognized returns in each of the last five years. U

nrecognized return is equal to the 
difference betw

een the actual m
arket return and the projected return on the m

arket value, and is recognized over a five-
year period. The actuarial value is further adjusted, if necessary, to be w

ithin 20%
 of the m

arket value. 

A
ctuarial C

ost M
ethod 

Entry Age N
orm

al Actuarial C
ost M

ethod. Entry Age is the age at date of em
ploym

ent or, if date is unknow
n, current 

age m
inus pension credits. N

orm
al C

ost and Actuarial Accrued Liability are calculated on an individual basis and are 
allocated by w

ages, w
ith N

orm
al C

ost determ
ined as if the current benefit accrual rate had alw

ays been in effect. 

B
enefits Valued 

U
nless otherw

ise indicated, includes all benefits sum
m

arized in E
xhibit 8. 

C
urrent Liability 

A
ssum

ptions 
Interest: 3.51%

, w
ithin the perm

issible range prescribed under IR
C

 Section 431(c)(6)(E) 
M

ortality: M
ortality prescribed under IR

S R
egulations 1.431(c)(6)-1 and 1.430(h)(3)-1: R

P-2000 tables projected forw
ard 

to the valuation year plus seven years for annuitants and 15 years for nonannuitants. 

Estim
ated R

ate of 
Investm

ent R
eturn 

O
n actuarial value of assets (S

chedule M
B

, line 6g): 8.3%
, for the Plan Year ending D

ecem
ber 31, 2014 

O
n current (m

arket) value of assets (S
chedule M

B
, line 6h): 5.0%

, for the Plan Year ending D
ecem

ber 31, 2014  

FSA
 C

ontribution 
Tim

ing (Schedule M
B

, 
line 3a) 

U
nless otherw

ise noted, contributions are paid periodically throughout the year pursuant to collective bargaining 
agreem

ents. The interest credited in the FSA is therefore assum
ed to be equivalent to a July 1 contribution date. 

2015 Schedule M
B, Line 6 - Statem

ent of Actuarial Assum
ptions and M

ethods 
Theatrical Stage Em

ployees U
nion, Local N

o. 27, D
efined Benefit Pension Plan
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This exhibit sum
m

arizes the m
ajor provisions of the Plan included in the valuation. It is not intended to be, nor should it be interpreted as, a 

com
plete statem

ent of all plan provisions. 

Plan Year 
January 1 through D

ecem
ber 31 

Pension C
redit Year 

January 1 through D
ecem

ber 31 

Plan Status 
O

ngoing plan 

R
egular Pension 

•
A

ge R
equirem

ent: 65
•

S
ervice R

equirem
ent: Five years of plan participation

•
A

m
ount: $22 for each year of C

redited Service before January 1, 2003 and 1.6%
 of contributions received on the

participant’s behalf after D
ecem

ber 31, 2002. For the years ending D
ecem

ber 31, 2003, 2004, and 2005, the
participant’s benefit accrual w

as the greater of $18 and 1.6%
 of contributions received.

Early R
etirem

ent 
•

A
ge R

equirem
ent: 55

•
S

ervice R
equirem

ent: Ten years of C
redited Service

•
A

m
ount: N

orm
al pension accrued, reduced by 6%

 for each year of age less than 65

D
isability 

•
A

ge R
equirem

ent: N
one

•
S

ervice R
equirem

ent: Five years of vesting service
•

A
m

ount: N
orm

al pension accrued

Vesting 
•

A
ge R

equirem
ent: N

one
•

S
ervice R

equirem
ent: Five years of Vesting Service

•
A

m
ount: N

orm
al pension accrued

•
N

orm
al R

etirem
ent A

ge: 65

2015 Schedule M
B, Line 6 - Sum

m
ary of Plan Provisions 

Theatrical Stage Em
ployees U

nion, Local N
o. 27, D

efined Benefit Pension Plan
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 Q
ualified Pre-

R
etirem

ent Survivor 
A

nnuity 

• A
ge R

equirem
ent: N

one 
• S

ervice R
equirem

ent: Five years of vesting service 
• A

m
ount: 50%

 of the benefit participant w
ould have received had he or she retired the day before he or she died and 

elected the joint and survivor option. If the participant died prior to eligibility for an early retirem
ent pension, the 

spouse’s benefit is deferred to the date participant w
ould have been age 65. If the participant died w

ith 10 years of 
C

redited Service, but prior to early retirem
ent age, the spouse’s benefit is deferred to the date the participant w

ould 
have been first eligible to receive an early retirem

ent pension. 

Post-R
etirem

ent D
eath 

B
enefit 

If m
arried, pension benefits are paid in the form

 of a joint and survivor annuity unless this form
 is rejected by the 

participant and spouse. If not rejected, the benefit am
ount otherw

ise payable is reduced to reflect the joint and survivor 
coverage. If rejected, or if not m

arried, benefits are payable for the life of the em
ployee, or in any other available 

optional form
 elected by the em

ployee in an actuarially equivalent am
ount. 

O
ptional Form

s of 
B

enefits 
The norm

al form
s of paym

ent are as follow
s: 

 
Single Life Annuity 

 
50%

 Joint and Survivor Annuity 
The optional form

s of paym
ent are as follow

s: 
 

Single Life Annuity w
ith 60 and 120 paym

ents guaranteed 
 

75%
 Joint and Survivor Annuity 

 
100%

 Joint and Survivor Annuity 

Participation 
After com

pletion of 1,000 hours during a calendar year. 

Vesting C
redit 

O
ne year of vesting service for each credit year during the contribution period in w

hich the em
ployee w

orks 1,000 hours 

Years of C
redited 

Service 
O

ne year of C
redited Service for each credit year during the contribution period in w

hich the em
ployee w

orks 1,000 
hours 

C
ontributions 

Varies from
 1.51%

 to 7.53%
, w

ith an average rate of 5.03%
 of earned w

ages as of January 1, 2015 

C
hanges in Plan 

Provisions 
There w

ere no changes in plan provisions reflected in this actuarial valuation 

5583640v1/04715.001

2015 Schedule M
B, Line 6 - Sum

m
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Schedule of FSA
 B

ases (C
harges) (Schedule M

B
, Line 9c) 

Type of B
ase 

D
ate 

Established 
A

m
ortization 

A
m

ount 
Years 

R
em

aining 
O

utstanding 
B

alance 
C

om
bined and O

ffset Bases 
01/01/1997 

$18,337 
1 

$18,337 

C
hange in Assum

ptions 
01/01/1998 

10,633 
13 

99,774 

Plan Am
endm

ent 
01/01/1999 

26,738 
14 

263,437 

C
hange in Assum

ptions 
01/01/2000 

63,550 
15 

654,250 

Actuarial Loss 
01/01/2004 

8,125 
4 

29,845 

Actuarial Loss 
01/01/2005 

13,170 
5 

58,806 

Plan Am
endm

ent 
01/01/2006 

10,870 
21 

135,554 

Actuarial Loss 
01/01/2007 

4,001 
7 

23,678 

Plan Am
endm

ent 
01/01/2011 

87,120 
11 

728,327 

C
hange in Assum

ptions 
01/01/2012 

438 
12 

3,891 

Actuarial Loss 
01/01/2012 

14,114 
12 

125,427 

Actuarial Loss 
01/01/2013 

16,913 
13 

158,706 

Total 
$274,009 

$2,300,032 

2015 Schedule M
B, Lines 9c and 9h - Schedule of Funding Standard Account Bases 
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Schedule of FSA
 B

ases (C
redits) (Schedule M

B
, Line 9h) 

Type of B
ase 

D
ate 

Established 
A

m
ortization 

A
m

ount 
Years 

R
em

aining 
O

utstanding 
B

alance 
C

hange in Assum
ptions 

01/01/1999 
$19,112 

14 
$188,306 

Actuarial G
ain 

01/01/2002 
6,351 

2 
12,342 

Actuarial G
ain 

01/01/2003 
1,491 

3 
4,224 

Actuarial G
ain 

01/01/2014 
39,180 

14 
386,024 

Actuarial G
ain 

01/01/2015 
116 

15 
1,191 

C
hange in Assum

ptions 
01/01/2015 

1,037 
15 

10,675 

Total 
$67,287 

$602,762 

2015 Schedule M
B, Lines 9c and 9h - Schedule of Funding Standard Account Bases 

Theatrical Stage Em
ployees U

nion, Local N
o. 27, D

efined Benefit Pension Plan
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Justification for 
C

hange in A
ctuarial 

A
ssum

ptions 
(Schedule M

B
, line 11) 

Based on past experience and future expectations, the follow
ing actuarial assum

ptions w
ere changed as of January 1, 

2015: 

M
ortality for healthy and disabled lives, previously R

P-2000 C
om

bined Blue C
ollar M

ortality Tables, projected from
 

2000 using Scale AA on a generational basis. 
Em

ployer contributions, previously 7.0%
 of earned w

ages. 
Adm

inistrative expenses, previously $75,000, payable at the beginning of the year. 

2015 Schedule M
B, Line 11 - Justification for C

hange in Actuarial Assum
ptions 
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