Form 5500

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

2016

This Form is Open to Public
Inspection

Part | | Annual Report Identification Information

For calendar plan year 2016 or fiscal plan year beginning 07/01/2016

and ending  06/30/2017

A This return/report is for:

B This return/report is:

D a multiemployer plan

a single-employer plan
D the first return/report

D a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

D a DFE (specify)
D the final return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. .. .............................

Form 5558
D special extension (enter description)

D Check box if filing under:

D automatic extension

D a short plan year return/report (less than 12 months)

|:[ the DFVC program

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
SCHAEFFER MANUFACTURING COMPANY CAFETERIA PLAN

1b Three-digit plan

number (PN) » 004

1c Effective date of plan
07/01/2015

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)

SCHAEFFER MANUFACTURING COMPANY

102 BARTON ST
ST. LOUIS, MO 63104

102 BARTON ST
ST. LOUIS, MO 63104

2b Employer Identification
Number (EIN)
43-0501920

2C Plan Sponsor’s telephone
number
314-865-4100

2d Business code (see
instructions)
324190

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, | declare that | 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.

HSIIECI;I\IIE Filed with authorized/valid electronic signature. 08/24/2017 WILLIAM M. GREGERSON
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

Preparer’'s name (including firm name, if applicable) and address (include room or suite number)

Preparer’s telephone number

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Form 5500 (2016)
v. 160205




Form 5500 (2016) Page 2

3a Plan administrator’s name and address Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 I 102
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, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIan YEaI...............cccceveveeiiiiieieieeeeess e 6a(l) 102
a(2) Total number of active participants at the end of the PIAN YK ...........ccccveiiviirivererereieieiceeeeree e 6a(2) 107
b Retired or separated partiCipants reCeIVING DENERILS..............ceeiiieeieeeeieeeeeee et ettt ee et n s s ans 6b
C Other retired or separated participants entitled to future DENEFItS ..........cooi i 6¢C
d  Subtotal. Add INES BA(2), BB, ANA BC.........cvcveveeeeieeieieeeeeeeee e et ee ettt et ettt s e s et s st ee st et st et esee s s s sesteeessen s eseteseeeeees e iniea 6d 107
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........cccoooiiiiiiniiiiieennen, 6e
T Total. AdAINES BU ANG BE. ...ttt ettt ettt ettt e e et et et ettt et et n e e et et et et et es s e e s eaneetesesesans of 107
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS IEMY .....eeececetete et et et e sece et et teee et et et s s eseseet et e ts s et e s eses s e s e s eeee et et etet st es s snssese et stes st et es s e s essseaesetatetetes s s nsneneneas 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S thAN 100Y6 VESIEO ......eiseeieeieet et eet ettt s st ees et st eese s st eese s st essssensees et emsess et ece e s st ens et st ems st ems s st ens st en st et en s st enees e 6h
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:
3C
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
4B 4Q
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
Q) Insurance Q) Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
?3) D Trust 3) D Trust
4 |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck 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) D R (Retirement Plan Information) N D H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money ) D | (Financial Information — Small Plan)
Putrchase Plan Actuarial Information) - signed by the plan 3) _1 A (Insurance Information)
actuar,
y 4) D C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |—| G (Financial Transaction Schedules)




Form 5500 (2016) Page 3

Part 1lI | 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.) oo [] Yes [] 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.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2016 Form M-1 annual report. If the plan was not required to file the 2016 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 A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

P File as an attachment to Form 5500.

» Insurance companies are required to provide the information

OMB No. 1210-0110

2016

This Form is Open to Public

pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2016 or fiscal plan year beginning 07/01/2016 and ending  06/30/2017
A Name of plan B Three-digit
SCHAEFFER MANUFACTURING COMPANY CAFETERIA PLAN plan number (PN) S 004

C Plan sponsor’s name as shown on line 2a of Form 5500
SCHAEFFER MANUFACTURING COMPANY

D Employer Identification Number (EIN)
43-0501920

Part |

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

THE LINCOLN NATIONAL LIFE INSURANCE COMPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . s persons covered at end of
code identification number policy or contract year (f) From (9) To
35-0472300 65676 10130371 107 07/01/2016 06/30/2017

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

2193

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

C J REATINI

1 MCBRIDE SON CTR DR, #160
CHESTERFIELD, MO 63005

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

2193

3

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.

Schedule A (Form 5500) 2016
v. 160205



Schedule A (Form 5500) 2016 Page 2 —

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code




Schedule A (Form 5500) 2016 Page 3

Part Il | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4
5 Current value of plan’s interest under this contract in separate accounts at year end...................ccccooveveveveeereennn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums PaI 10 CAMTIET ..........vveeceeeeeetetceeeeee ettt e sttt en s s sttt et et et et es s nenssene st e teaesan s s e 6b
C  Premiums due but unpaid at the end of the year ... 6¢C

d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or PoliCY, ENLEr AMOUNL. .........coiiiiiiiiiii et e e e e e e e e sabeeee e e e aes

Specify nature of costs P

€  Type of contract: (1) D individual policies 2) D group deferred annuity
(3) D other (specify) P

f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) D deposit administration (2 D immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end 0f the PIEVIOUS YE&T ............c.c.c.eueueeeereseeeeeeeeeeeeeeeeeeeaet e e eenese e eanen e | 7b
C  Additions: (1) Contributions deposited during the year ...............cccccvevevnee. 7c(1)
(2) Dividends and CreditS...........c.ccivevereiriiiiieeeeeereis e 7c(2)
(3) Interest credited dUNNG the YEAr.............c..vovrereeeieeeeeeeeee et 7c(3)
(4) Transferred from separate account .. 7c(4)
(5) Other (SPEGIY DEIOW) ........cveveeeeeeeeeeeicteteecee et 7c(5)

»

(6)Total additionS ........cvvveeieeeeiiiieiee e

d Total of balance and additions (add lines 7b and 7¢(6)).

€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier..............cccocevveveveeeeeeeeeeeeeeerenens 7e(2)
(3) Transferred t0 SEPArate @CCOUNL .............c.cocveveveeeeeeeeeeeeeeeeeses e e 7e(3)
(4) Other (specify below)
4

(5) TOLAI EAUCHONS ...ttt a et b bbbt s ettt bbbt s s a et b s 7e(5)

f Balance at the end of the current year (subtract line 7€(5) from iNe 7d) ............cccoeveverereeeeeeeieeeesrereeerereeenn. | 7f




Schedule A (Form 5500) 2016

Page 4

Part Il | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental
e D Temporary disability (accident and sickness) D Long-term disability
i |:| Stop loss (large deductible) ] D HMO contract

m [x| Other (specify) »ACCIDENTAL DEATH & DISMEMBERMENT

c D Vision
g D Supplemental unemployment
k D PPO contract

d [x| Life insurance
h D Prescription drug

I D Indemnity contract

9 Experience-rated contracts:

a Premiums: (1) AMOUNE FECEIVEM .......oviueiiiiieiiirieieieieeicee st 9a(1)
(2) Increase (decrease) in amount due but unpaid .............ccocveeiriieennnne. 9a(2)
(3) Increase (decrease) in unearned premium reServe ...........cccceeevevveeenn. 9a(3)
O N (EN R R <)) N | 9a4)
b Benefit charges (1) Claims Paid..........ccccceveveveveeceeeieieeieeeses e 9b(1)
(2) Increase (decrease) in claim reserves... . 9b(2)
(3) Incurred claims (A0 (1) QN (2)) «ervrverereererrerereeeereeereerereeseneeseseaseseseesessasessesesessesessesessasessasesessesessesessasensns 9b(3)
(4) ClAIMS CRAIGET. ... vt etiieeiteiteiee ettt ettt ettt eteeteeteeee st et e s e es e et e ebeebeseesbe e enseseeseeseebesbessenbessensereasestesseeens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS ....vvcviveteitiietiete ettt et ste et te e te ettt se s ereeae e 9c(1)(A)
(B) Administrative service or other fees ............cccoceeveeeveeeveeeereeanas 9c(1)(B)
(C) Other specific ACQUISIION COSES.........v.oveevreereceeeeeeeeeeesiereeeeienens 9¢(1)(C)
(D) OthEr EXPENSES .....o.voveeeereceeieeeeeeeeeereseeneeesevs e s enes e neesenenen 9c¢(1)(D)
(E) TAXES.cvuvuveeveveceeeeseeeteeesae s eeae s et esseae st enas st enas s s naeen 9c(1)(E)
(F) Charges for risks or other contingencies .............c..cccoveveverenens, 9c(1)(F)
(G) Other retention ChAGES ..........c.cvvvreeeeeeeeeeeeeeeeeeeeeeeeeneenenenees 9c(1)(G)
L)L 2= U £ 1=Y 2 o TSP 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.).......cccueenne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAM TESEIVES ...ttt b ettt bbbt bbbt b bbbttt bbbkttt 9d(2)
() OFNET FESEIVES ...ttt ettt ettt ettt ettt e bt et e e eae e bt e st e teem e e bt es e e beemeeeb e e s eeeEeembeeeeeseeebeenteaneeneesneeneennie 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cccceevcniennnnee. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIEN ..........cuuiiiiiiiiiiiii e 10a 14621
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount. ..............c.cccee... 10b
Specify nature of costs.
Part IV Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. P




Form 5500 . Annual Return/Report of Employee Benefit Plan oMsNoa. 710110
This formiis required to be filed for smpioyee benefit plans under seations 104 )
e e e Treagury and 4065 of the Employes Retirement Income Sacurity Act of 1974 (ERISA) and _
Dapariment o Latmr sectians 60537(b) and G058(a) of the internal Revenue Cade fihs Cade), 201 8
b %%mgfm > Complete all entries in accordance with '
e mmwmmn the instructions to the Form 5600, This Form is Open to
Pulilic inspection
[Part T | Anncal Report Idertifcation Tnformation
Far calendar plan year 2016 or fiscal plan year beginning 07/01/72016 aﬂd-eﬁdiﬂg 06/30/ g 017

A This returnfroport i for: U & multiermployes plan a mulipts-employar plan Filare cheoking this box must ettach a fst of

participating emplover information ir accordance with the form inatr.)

a single-amployer plan a DFE {spacify} _
B This returmvreport is: the first réturn/raport the final retumn/raport
én amended return/raport & short plan year return/roport (less than 12 mmtn[)l

€ ifthe plan is a collectively-bergainad plan, chack herg ...
D Chek box  fiing under: W% Farm 5568 D autemanc extension D the QWC program

J._specidl extension fenter deacrigtzcn)
Basic Plan Informafion - enter al requgsted information

1a Name of plan

' -l Threedigt
SCHARFFER MANUFACTURING COMPANY - -~ prar namber (PN} - 04
CAFETERIA PLAN ' 1o :Effactve date of plan
~ _07/01/2015
2a  Plan sponsor's name (empioyer, iffor & singie-emgloyer pian) 2 Emplaysr ldenthication Number {EIN}
Mailing attress {inciude room, apt, suiie no. and strast, or P.0. Bax) 43-0501920
Clty or town, state nrpremcs, coustry, and Z3P or forelga postal code {if foraign, see instructions) 20 Plan Sponsor's telephone number
SCHAEFFKR MANUFACTURING COMPANY 3314-865-4100
. 2d Business code [see instructiohs) -

. ' 324190
102 BARTON ST S

8T. LOUIS MO 63104

Caution: A penalty for the kate or incomplete filing of this retirn/report will be assesssd yriless reasonable cauée aﬁ astablishad.

Undet penattise of perizy. and oty pmal!!aa sét forth [ the nstryetions, | dackere et | have examined this retunraport, mduﬁ!ng aotompanying scheduies, statements and altashrmants, se wal
an the xalectmnic warsioa of this rumwm:mrt a.nd o the bast of my knnw!m and balfe, it is frua, coreet, and complete,

ikm’%’ ‘ﬁv% 03!2‘4,{2017 WILLIAM M. GREGERSON e
Lo | Signadure of plan som| W Date  Enter name of ingividual szgning as plan admm:strater _
iSiGN '
i i Signature of employer/plan sponsor i Date Enter name of individual signing as employer or plan sponsar
Sl_eiﬁl
!_'IEH_E —
S| Signature of DFE Date Erter name of individug] signing as DFE

Praparers name (ncluding fimnnama, if appiu;ab!e} and addrass (include mom or suite number) Preparer's telephona nurnber

For Paperwork Reduction Act Notice, see the Instructions for Form 5500, Form 5800 {2018)
V. 160208

e1gant or-11-1@




Form 5500 {2018) Page 2

3a Plan administrater's name and address [%] Same-as Plad Sporser

3b Adminigtrator's BN

3¢ Administrator's telsphons number

4

ElN and the plan number from the Iast retum/report:
a Sponsor's name

if e nare and/or EIN of the pian sponsor has changed since the last returr/report fled for this plan, snter the name,

4¢ N
8 _ Yotal nimbér of participants at the baginning of tha plan year 5 102
6  Number of participants as of the end of the plan year unless atherwise stated (welfare plans complete only fines L RN
6a(1), 8a(2), €b, 8¢, and od). e
a {1} Total number of active participants at the beginning of the pian year _ e Ba(t) 103
a (2} Total number of active participants at the end of the plan year i 6a(2) 109
b Rutirad or separated participants receiving benefits ch
€ Other retired. or separated participaris entitled to future benaﬁts gc |
d Subtotal, Add Bines 8a(2), 6b,and 8e . éd 107
& Decsaged participants whose beneﬁciarm are receivmg or are smmed to receiva baneﬁts 8o
f Total. Add lines 8ctand e e | B 107
8 Number of participants wrth accuunt bajances as of the end of the plan yaar (cmly derf raed coninbuﬂun pians
complete this item} 6g
h Number of pammpants that te;mmated empluymant durmg the plan yaar w;th accrued benaf zs that were Iess than
100% vested ... e |G
7 Erterthetotal number of empioyers ohlllated tn conmbute tn the plan (only muit:empioyer pfans
complets this fem) 7

8a ifthe plan prnwdes pans;cm beneﬁts enter 2ha apphcabie

pensiun feture codes from the List of Plan Characteristios Codss in the instructions:

ic
b i the pian provides walfare benefita, erter the applicabls welfare faature codes from the List of Plan Characteristics Codes in the instructions:
4B 49
8a Pian funding arrangamant {check aif that apply) 8b plan bensfit arrangement-{check all that apply)
{1} Insurance {1) X} Insurance
%) Code section 412(p)(3} insurance contracts ) Code suction 412{8)(3) insurance contracts
(3 Trust {3) Trust
{4} General aseets of the sponsor {4} Generalassets of the sponger

10 Check all applicable baxes in 10 and 10b o indicate which schedides are attxched,
{See instructions}

4 Pension Schedulss k' Generst Schedules
M R (Retiremsnt Plan Information) (m [ H
@ MB {(Muiiempioyér Defined-Banefit Plan and Gertain Manay @ | l

Purchase Plan Actuarial information) - signed by the plan M F:: 1 a

Betuary @ L c

@ || S8 (SingsEmployer Definad Benefit Plan Actuaria ® | D
Information} - signed by the plan actuary (3 l G

218402 071118

and, where indicated, enter the nurnber attachad.

Financial information)
{Financial information - Small Plsﬂ)
{insurance information)
{Bervice. Provider Information)
{DFE/Participating Plan infarmation)
(Financiat Transaction Schecules)




