
 

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 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 

 

2016 
 

This Form is Open to Public 
Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2016 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.) 

       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 Preparer’s telephone number 
 
 
 
 

 

 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2016)  
v. 160205 

GMP & EMPLOYERS PENSION PLAN

X

513-381-6886

001

Filed with authorized/valid electronic signature.

331110

01/01/2016

01/01/1976

BRUCE R SMITH

205 WEST 4TH STREET, SUITE 225
CINCINNATI, OH 45202

12/31/2016

X

G M P & EMPLOYERS PENSION PLAN
31-0947939

X

205 WEST 4TH STREET, SUITE 225
CINCINNATI, OH 45202

10/12/2017



Form 5500 (2016) Page 2   

3a Plan administrator’s name and address  X  Same 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) 

  

14723

5306

X

3510

4339

X

14926

1A

31-1219231

513-381-6886

X

X

1829

STONER & ASSOCIATES

205 WEST 4TH STREET, SUITE 225
CINCINNATI, OH 45202

X

12894

X

3249

380

36
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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 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 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 

 

2016 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2016 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) 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

123456789 ABCDEFGHI ABCDEFGHI ABCDE 

UK  

 

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, see the Instructions for Form 5500 or 5500-SF. Schedule MB (Form 5500) 2016 
 v. 160205 

 

 
 

01

GMP & EMPLOYERS PENSION PLAN

403048279

31-0947939

001

01/01/2016

14-05662

668021434

617-424-7300

12/31/2016

201601

23317513

441732025

THE SEGAL COMPANY

27230903

435764030

A. DONALD MORGAN, FSA, MAAA, EA

07/10/2017

25805903

116 HUNTINGTON AVENUE 8TH FLOOR, BOSTON, MA 02116-5744

G M P & EMPLOYERS PENSION PLAN

380569880

X
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2 Operational information as of beginning of this plan year: 
 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: 
(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 
  

 
 
 
 

 

 
 
 
 
 
 

 
 
 
 
 
 

 

 
 
 
 
 
 

 
 
 

 

 
  

 

 

 
 
 
 
 
 

 
 
 

 

 
  

 

 

 
 
 
 
 
 

 
 
 

 

 
  

 

 

 
 
 
 
 
 

 
 
 

 

 
  

 

 

 
 
 
 
 
 

 
 
 

 

 
  

   
 Totals  ► 3(b)  3(c)  

 
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  

 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): 
 a X Attained age normal 
 e X Frozen initial liability 

b X Entry age normal 
f X Individual level premium 

c X Accrued benefit (unit credit) 
g X Individual aggregate 

d X Aggregate 
h X Shortfall 

 i X  Other (specify):________________________________________________________________________________ 
               ________________________________________________________________________________ 
 j If box h is checked, enter period of use of shortfall method ...............................................................................  5j YYYY-MM-DD 

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

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

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

5m YYYY-MM-DD 

1

668021434

N

6191

07/15/2016

3249

17229222

116.1

231635470

11828245

5225

X

195031063

14665

60.64

248864692

311286

311286

405078758

224125679

11828245

X
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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:   

 (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 

1

A

4.0

38.4

1983486

X

182072797

X

A

28429964

2.7

328.00

X

X

X

A

5133180

21313298

X

X

7.50

A

7.50
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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 
 

 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 2016 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 

 

118201987

7799653

138022417

78932046

X

118267539

172450743

11828245

19642043

89772023
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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 

 

2016 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2016 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 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 

 
 
 
 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2016 
v.160205 

X

GMP & EMPLOYERS PENSION PLAN

31-0947939

001

01/01/2016

G M P & EMPLOYERS PENSION PLAN

12/31/2016
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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

7755 MONTGOMERY RD
CINCINNATI, OH 45236

PO BOX 51029
LOS ANGELES, CA 51029

205 WEST 4TH STREET, SUITE 225
CINCINNATI, OH 45202

814740

STONER & ASSOCIATES

728586

CGMI-SMITH BARNEY

546902

26-4310632

31-1219231

06-1349805

21

14

21

NFJ INVESTMENT GROUP, LLC
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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

1200 K STREET N.W. SUITE 270
WASHINGTON, DC 20005-4026

1 WEST FOURTH STREET, SUITE 1300
CINCINNATI, OH 45202

1515 WEST 22ND STREET, 11TH FLOOR
OAK BROOK, IL 60523

403002

MCDONNELL

148556

PBGC

114019

36-4445613

31-0493950

0

23

21

23

SCHNIFF KREIDLER-SHELL

X X
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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

3

1900 KETTERING TOWER, 40 N MAIN STR
DAYTON, OH 45423

1717 DIXIE HWY STE 600
FT WRIGHT, KY 41011

116 HUNTINGTON AVENUE
BOSTON, MA 02116-5744

92422

THE SEGAL GROUP, INC

86318

SEBALY, SHILLITO & DYER

30840

31-1173960

94-1503999

61-0721782

29

11

10

RANKIN, RANKIN & CO
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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

4

P.O. BOX 1800
ST PAUL, MI 55101-0800

25498

US BANK

31-0841368

21
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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 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

1234567890 

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

   

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 

 

2016 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2016 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, see the Instructions for Form 5500. Schedule H (Form 5500) 2016 
v.160205 

 

 

 

16736530
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(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 

1492831

14374520

529554

432849925

166343440

405297485

03699

9275705

5397258

9586991

405078758 432674435

215028

177810927

345015

175490

311286

218727 175490

3789526

837389

618262

14374520

10024173

11467487
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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 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    

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    
X

22688570

19751550

681000

50284247

2008654

216157

2937020

1329591

X

X

601505

1438358

RANKIN RANKIN & COMPANY 61-0721782

19751550

X

27595677
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Yes No  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 Defined Benefit Plan or Money Purchase Pension Plan Only:

Were any distributions made during the plan year to an employee who attained age 62 and had not 

separated from service? …………………………………………………………………............................. 4o 

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:- 

5b  If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were 

transferred. (See instructions.) 

 5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

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

123456789 123

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

123456789 123

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

123456789 123

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

123456789 123

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 

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year________________________. (See instructions.) 

Part V Trust Information 

6a Name of trust 

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

6b Trust’s EIN 

6c Name of trustee or custodian 

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

6d Trustee’s or custodian’s telephone number 

+12345678901234567890123456 

1

15000000X

X

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 sections 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 

 

2016 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2016 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, see the Instructions for Form 5500.  Schedule R (Form 5500) 2016 
v. 160205 

 
 

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 

31-0947939

X

GMP & EMPLOYERS PENSION PLAN

31-0947939

001

01/01/2016

16

12/31/2016

X

X

G M P & EMPLOYERS PENSION PLAN
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Part V Additional Information for Multiemployer Defined Benefit Pension Plans 

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in 

dollars). See instructions. Complete as many entries as needed to report all applicable employers. 
 

a Name of contributing employer  

b EIN   c Dollar amount contributed by employer  

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      

and see instructions regarding required attachment. Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 

complete 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

04

03

04 2019

2019

5301026

754934

1244048

03

31

30

X

X

X
1.80

1.90

WELLMAN DYNAMICS

ANCHOR GLASS

1.80

ARDAGH GROUP

2020

59-3417812

36-3198501

31-1219231
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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 ................................................................................................................................................    

 123456789012345 

14a  

 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? If “No,” skip b .....................................................................................................   X  Yes X  No 

20b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section 
401(k)(3) for the plan year? Check all that apply:  ......................................................................................   

X Design-based 
safe harbor X “Prior year” 

ADP test 

X “Current year” 
ADP test X N/A 

21a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan 
year? Check all that apply:  ........................................................................................................................   

 
X 

Ratio 
percentage 
test 

X Average 
benefit test  X N/A 

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

X  Yes X  No 

22a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of 
the letter _____/_____/_____ and the serial number ______________. 

22b If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination 
letter _____/_____/______. 

 

757

0.0

618

X

19.3

134.30

830

5.7

999.99

X

45.2 29.8
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EXHIBIT 5 - SUMMARY OF PLAN PROVISIONS 
(SCHEDULE MB, LINE 6) 

This exhibit summarizes the major provisions of the Plan included in the valuation. It is not intended to be, nor should it be interpreted as, a 
complete statement of all plan provisions. 

Plan Year January 1 through December 31 

Pension Credit Year January 1 through December 31 

Plan Status Ongoing plan 

Regular Pension • Age Requirement: 65 

• Service Requirement: 5 Pension Credits 

• Amount: The monthly benefit is equal to the sum of the following:. 

For a National Plan Participant whose employer became a Contributing Employer prior to July 1, 2000: 

(a) For service prior to January 1, 1985, an amount equal to the product of the number of years of Pension Credit 
earned prior to 1977 and 27¢ for each 1¢ of employee contributions prior to 1977, 30¢ for each 1¢ of employee 
contributions from 1977 through 1984 plus the product of the number of years of Pension Credits earned from 
1977 through 1984. 

(b) For each calendar years between 1985 and 1990, inclusive, 1.6% of the employer and employee contributions 
required for these years. 

(c) For 1991 and 1992, 1.8% of the employer and employee contributions required for those years. 

(d) For 1993 through 1997, 2.0% of the employer and employee contributions required for that year. 

(e) For 1998, 2.5% of the employer and employee contributions required for that year. 

(f) For 1999 and later calendar years, 3.00% of the employer and employee contributions required for that year. 

(g) Accrued benefits as of December 1, 1996 were increased by 10% for active participants who completed at least 
one hour in covered employment on or after December 1, 1996. 

(h) Accrued benefits as of December 31, 1997 were increased by 25% for active participants who completed 375 
hours in covered employment in 1997. 

(i) Accrued benefits as of December 31, 1998 were increased by 10% for active participants who completed 375 
hours in covered employment for 1998. 
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For a GMP and Indiana Employers Pension Plan Participant: 

(a) For service prior to January 1, 1986, an amount equal to the product of the number of years of Pension Credit 
and 30¢ for each 1¢ of employer contributions. 

(b) For 1986 through 1989, 1.6% of employer contributions required for those years. 

(c) For 1990 through 1993, 1.8% of employer contributions required for those years. 

(d) For 1994 and after, 3.0% of employer contributions required for each year. 

For Anchor Glass Container Corporation participants the following monthly accrual rates are paid for 2,000 hours 
worked per year, proportionally reduced for hours worked less than 2,000: 

Service Accrual rate 
Prior to January 1, 2004 $35.00 

January 1, 2004 through December 31, 2004 44.50 

January 1, 2005 through December 31, 2006: 60.00 

January 1, 2007 through December 31, 2007: 65.00 

For service after January 1, 2008, the benefit is equal to 2.5% of the employer contributions required. 

• Delayed Retirement Amount: Regular pension accrued at Normal Retirement Age (NRA), increased by 1.0% for first 
60 months after NRA, and 1.5% per month thereafter. 

Early Retirement • Age Requirement: 55 

• Service Requirement: 10 Pension Credits with portion accrued before January 1, 2010 

• Amount: Regular pension accrued, with the portion accrued prior to January 1, 2010 reduced by ½% for each month 
of age less than 60, and with the portion accrued on or after January 1, 2010 reduced by ½% for each month of age 
less than 65 

Disability • Age Requirement: None 

• Service Requirement: 5 Future Service Pension Credits 

• Other Requirement: Board may require evidence of continued entitlement to Social Security Disability Benefits. 

• Amount: Regular pension accrued, minimum $60 per month 

Vesting • Age Requirement: None 

• Service Requirement: 5 years of Vesting Service 

• Amount: Regular or early pension accrued based on plan in effect when last active 
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Pro Rata Pension • Age Requirement: None 

• Service Requirement: 10 Pension Credits under this Pension Plan and other recognized plans 

• Amount: Regular pension accrued 

Termination Benefit 
(in lieu of other 
benefits)  

• Age Requirement: None 

• Service Requirement: None 

• Amount: Refund of employee contributions with interest 

Spouse’s Pre-
Retirement Death 
Benefit 

• Age Requirement: None 

• Service Requirement: 5 years of vesting service 

• Amount: 50% of the benefit the participant would have received had he or she retired on a Husband-and-Wife 
Pension. If the participant is under age 55, the benefit to the surviving spouse is deferred until the participant would 
have been 55 had he survived. If the participant died before earning ten pension credits, the benefit is payable when 
the employee would have been 65. 

Non-Married Pre-
Retirement Lump-sum 
Death Benefit 

• Amount: Death benefit of $500 times pension credits for vested single employees who worked at least 375 hours in 
the year they die or in the prior year. The benefit is not less than a return of employee contributions with interest. 

Post-Retirement Death 
Benefit 

If married, pension benefits are paid in the form of a 50% joint and survivor annuity unless this form is rejected by the 
employee. If not rejected, the benefit amount otherwise payable is reduced to reflect the joint and survivor coverage. If 
rejected, or if not married, benefits are payable for the life of the employee without reduction, or in any other available 
optional form elected by the employee in an actuarially equivalent amount. 

In addition there is a lump sum payment equal to the excess, if any, of the total of the employee’s own contributions plus 
interest over the total monthly benefits paid to him prior to his death.  If the Husband-and-Wife option is in effect, the 
benefit is payable if both the employee and the spouse die before the total monthly benefits paid exceed the amount of 
employee contributions with interest. 

Automatic Benefit 
Forms 

Not Married: Unless an optional election is made, the accrued pension is paid as a lifetime monthly annuity. 

Married: Lifetime monthly annuity to the retiree with 50% of such annuity continuing to the retiree’s spouse following the 
retiree’s death.  The accrued benefit is adjusted based on simplified factors. 

Optional Forms of 
Benefits 

Life: The retiree may elect the lifetime monthly annuity. 

Level Income Option: The retiree may elect the Level Income Option.  The accrued pension is adjusted based on 
simplified factors. 

Joint and Survivor Forms: Retirees may elect a joint and survivor annuity with either a 50%, 66 2/3%, 75% or 100% 
benefit continued to a named beneficiary (who need not be the spouse of the retiree).  The benefit under any such 
election will be adjusted based on simplified factors. 
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Participation Upon completion of the first Hour of Service in Covered Employment with a Contributing Employer. 

Pension Credit Past Service Credit applies to employment prior to the employee’s contribution date and Future Service Credit applies 
thereafter. There is no maximum number of Pension Credits for non-Anchor Glass employees. Future Service Credits 
are based upon the following schedule: 

Hours worked in plan year Future Service Credit 
Less than 375 None 

375 – 749 0.25 

750 – 999 0.50 

1,000 – 1,499 0.75 

1,500 or more 1.00 

For Anchor Glass employees: one Pension Credit is based on 2,000 hours worked per year, proportionally reduced for 
hours worked less than 2,000. 

Vesting Credit One year for each year during the contribution period in which 1,000 or more hours were completed. 

Employer and 
Employee Contribution 
Rate 

• GMP Legacy:  As negotiated by each employer. 

• Anchor:  
– For employees hired prior to January 1, 2003, the Company’s per hour contribution to the Fund will be $1.90 per 

hour worked; effective January 1, 2020 the Company’s per hour contribution will be $1.95 per hour worked. 
– For employees hired on or after January 1, 2003, the Company’s per hour contribution to the Fund will be $1.75 

per hour worked; effective January 1, 2020 the Company’s per hour contribution will be $1.80 per hour worked. 
– For employees hired on or after April 1, 2013, the Company’s per hour contribution to the Fund will be $1.20 per 

hour worked; effective January 1, 2020 the Company’s per hour contribution will be $1.25 per hour worked. 

• Ardagh: $1.90 per hour worked 

Changes in Plan 
Provisions 

There were no changes in plan provisions reflected in this actuarial valuation. 
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EXHIBIT 8 - SCHEDULE OF ACTIVE PARTICIPANT DATA 
(SCHEDULE MB, LINE 8b(2)) 

The participant data is for the year ended December 31, 2015. 

Age 

Pension Credits 

Total 1-4 5-9 10-14 15 - 19 20 - 24 25 - 29 30 - 34 35 - 39 
40 & 
over 

Under 25 110 109 1 – – – – – – – 

25 - 29 261 199 60 2 – – – – – – 

30 - 34 310 136 102 71 1 – – – – – 

35 - 39 362 126 104 87 44 1 – – – – 

40 - 44 390 119 87 73 86 23 2 – – – 

45 - 49 404 90 87 70 68 45 35 9 – – 

50 - 54 497 75 82 77 74 40 74 60 15 – 

55 - 59 582 48 65 73 49 46 64 66 141 30 

60 - 64 422 15 46 31 37 24 43 45 81 100 

65 - 69 71 3 10 5 3 2 6 11 8 23 

70 & over 13 1 1 1 2 – – 4 2 2 

Unknown 88 69 18 1 – – – – – – 

Total 3,510 990 663 491 364 181 224 195 247 155 
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EXHIBIT 9 - FUNDING STANDARD ACCOUNT (CONTINUED) 
    

Schedule of FSA Bases (Charges) (Schedule MB, Line 9c)     

Type of Base 
Date 

Established 
Amortization 

Amount 
Years 

Remaining 
Outstanding 

Balance 
Plan amendment 01/01/1978 $63,510 2 $122,589 

Initial liability 01/01/1978 2,388,274 2 4,609,924 

Plan amendments 01/01/1979 390,864 3 1,092,685 

Plan amendment 01/01/1980 46,497 4 167,414 

Plan amendment 01/01/1980 230,330 4 829,309 

Plan amendment 01/01/1981 11,270 5 49,019 

Plan amendment 01/01/1987 18,682 1 18,682 

Plan amendment 01/01/1988 11,480 2 22,160 

Plan amendment 01/01/1989 30,418 3 85,036 

Assumption change 01/01/1990 752 4 2,709 

Plan amendment 01/01/1990 61,233 4 220,470 

Plan amendments 01/01/1992 234,119 6 1,181,340 

Plan amendment 01/01/1993 72,812 7 414,581 

Plan amendments/Assumption change 01/01/1994 111,481 8 701,952 

Plan amendment 01/01/1995 116,203 9 796,841 

Plan amendment/Assumption change 01/01/1996 314,056 10 2,317,385 

Shortfall loss 01/01/1997 13,081 1 13,081 

Plan amendment 01/01/1997 293,012 11 2,304,273 

Shortfall loss 01/01/1998 16,478 2 31,806 

Plan amendments/Assumption change 01/01/1998 521,102 12 4,333,182 

Plan amendment 01/01/1999 725,763 13 6,339,745 

Plan amendment 01/01/2000 42,502 14 387,862 
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EXHIBIT 9 - FUNDING STANDARD ACCOUNT (CONTINUED) 
    

Schedule of FSA Bases (Charges) (Schedule MB, Line 9c)     

Type of Base 
Date 

Established 
Amortization 

Amount 
Years 

Remaining 
Outstanding 

Balance 
Assumption change 01/01/2000 86,646 14 790,718 

Shortfall loss 07/01/2000 8,411 4.5 33,491 

Plan amendment 01/01/2001 82,907 15 786,718 

Plan amendment 01/01/2002 71,253 16 700,209 

Experience loss 01/01/2003 542,480 2 1,047,113 

Plan amendment 01/01/2003 1,735,170 17 17,597,243 

Plan amendments 01/01/2004 445,139 18 4,644,567 

Plan amendments 01/01/2005 1,707 19 18,278 

Experience loss 01/01/2005 235,055 4 846,321 

Plan amendment 01/01/2005 738,089 19 7,901,991 

Plan amendment 01/01/2006 150,833 20 1,652,986 

Plan amendment 01/01/2008 476,646 7 2,713,950 

Base due to Dec. 31, 2008 investment loss 01/01/2009 3,523,587 22 40,216,396 

Experience loss 01/01/2010 1,873,710 9 12,848,597 

Base due to Dec. 31, 2008 investment loss 01/01/2011 2,302,258 22 26,276,781 

Base due to Dec. 31, 2008 investment loss 01/01/2012 627,048 22 7,156,797 

Base due to Dec. 31, 2008 investment loss 01/01/2013 1,582,797 22 18,065,227 

Base due to Dec. 31, 2008 investment loss 01/01/2014 1,115,643 22 12,733,369 

Total  $21,313,298  $182,072,797 
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EXHIBIT 9 - FUNDING STANDARD ACCOUNT (CONTINUED) 
    

Schedule of FSA Bases (Credits) (Schedule MB, Line 9h)     

Type of Base 
Date 

Established 
Amortization 

Amount 
Years 

Remaining 
Outstanding 

Balance 
Method change 01/01/1990 $98,105 4 $353,228 

Plan amendment/Assumption change 01/01/1991 337,359 5 1,467,284 

Shortfall gain 01/01/1999 1,467 3 4,101 

Shortfall gain 01/01/2000 13,845 4 49,848 

Experience gain 01/01/2002 427,726 1 427,726 

Experience gain 01/01/2004 2,649 3 7,405 

Assumption change 01/01/2004 1,044,180 18 10,894,927 

Experience gain 01/01/2006 405,139 5 1,762,082 

Assumption change 01/01/2007 168,656 21 1,888,014 

Experience gain 01/01/2007 720,948 6 3,637,820 

Experience gain 01/01/2008 138,239 7 787,113 

Asset method change 01/01/2009 3,232,453 3 9,036,533 

Asset method change due to funding relief 01/01/2009 1,186,971 23 13,789,269 

Experience gain 01/01/2009 3,257,934 8 20,513,909 

Base due to Dec. 31, 2008 investment loss 01/01/2010 1,425,630 22 16,271,398 

Experience gain 01/01/2011 2,989,126 10 22,056,422 

Experience gain 01/01/2012 803,503 11 6,318,809 

Experience gain 01/01/2013 1,999,704 12 16,628,388 

Experience gain 01/01/2014 1,388,409 13 12,128,141 

Total  $19,642,043  $138,022,417 
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Justification for 
Change in Actuarial 
Assumptions 
(Schedule MB, line 11) 

For purposes of determining current liability, the current liability interest rate was changed from 3.51% to 3.28% due to 
a change in the permissible range and recognizing that any rate within the permissible range satisfies the requirements 
of IRC Section 431(c)(6)(E) and the mortality tables were changed in accordance with IRS Regulations 1.431(c)(6)-1 
and 1.430(h)(3)-1. 

Based on past experience and future expectations, the following actuarial assumptions were changed: 

• The retirement assumption was increased from 15% to 20% at age 60 and increased from 40% to 80% at age 65. 

• Administrative expenses were increased from $1,250,000 to $1,425,000 for the year beginning January 1, 2016. 

• The disability assumption was reduced by 33.3%. 

• The mortality assumption, including an allowance for future longevity, was updated as follows: 
– The pre-retirement mortality assumption was changed to the unprojected experience rates (as of 2006) for the RP-

2014 Blue Collar Employee Mortality Table set forward 3 years projected generationally from 2006 with the MP-
2015 projection scale (previously, RP-2014 Blue Collar Employee Mortality Table set forward 3 years projected 
generationally with Scale BB2D).  

– The mortality assumption for retirees was changed to the unprojected experience rates (as of 2006) for the RP-
2014 Blue Collar Healthy Annuitant Mortality Tables set forward 3 years and projected generationally from 2006 
with the MP-2015 projection scale (previously, RP-2014 Blue Collar Healthy Annuitant Mortality Table set forward 3 
years projected generationally with Scale BB2D).  

– The mortality assumption for disabled retirees was changed to the unprojected experience rates (as of 2006) for 
the RP-2014 Blue Collar Healthy Annuitant Mortality Table set forward 8 years and projected generationally from 
2006 with the MP-2015 projection scale (previously, RP-2014 Blue Collar Healthy Annuitant Mortality Table set 
forward 8 years projected generationally with Scale BB2D).  

These assumption changes are reflected in the December 31, 2015 unfunded vested liability for withdrawal liability 
purposes. 
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EXHIBIT 6 - STATEMENT OF ACTUARIAL ASSUMPTIONS/METHODS 
(SCHEDULE MB, LINE 6) 

Mortality Rates Pre-Retirement: The unprojected experience rates (as of 2006) for the RP-2014 Blue Collar Employee Mortality Table 
set forward 3 years projected generationally from 2006 with the MP-2015 projection scale (previously, RP-2014 Blue 
Collar Employee Mortality Table set forward 3 years projected generationally with Scale BB2D)  

Healthy Annuitants: The unprojected experience rates (as of 2006) for the RP-2014 Blue Collar Healthy Annuitant 
Mortality Tables set forward 3 years and projected generationally from 2006 with the MP-2015 projection scale 
(previously, RP-2014 Blue Collar Healthy Annuitant Mortality Table set forward 3 years projected generationally with 
Scale BB2D)  

Disabled Annuitants: The unprojected experience rates (as of 2006) for the RP-2014 Blue Collar Healthy Annuitant 
Mortality Table set forward 8 years and projected generationally from 2006 with the MP-2015 projection scale 
(previously, RP-2014 Blue Collar Healthy Annuitant Mortality Table set forward 8 years projected generationally with 
Scale BB2D)  

The underlying tables with the generational projection to the ages of participants as of the measurement date 
reasonably reflect the mortality experience of the Plan as of the measurement date. As part of the analysis, a 
comparison was made between the actual number of retiree deaths and the projected number based on the prior year’s 
assumption. These mortality tables were then adjusted to future years using the generational projection to reflect future 
mortality improvement between the measurement date and those years. 
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Termination Rates 
Before Retirement 

 

Age 

Rate (%) 
Mortality1 

Disability 
Withdrawal2 

Male Female 
Current Previous Current Previous Current Previous 

20 0.08 0.07 0.02 0.02 0.03 0.05 9.87 

25 0.06 0.06 0.02 0.02 0.04 0.06 7.91 

30 0.07 0.06 0.03 0.03 0.06 0.08 7.25 

35 0.08 0.07 0.04 0.04 0.07 0.11 6.71 

40 0.13 0.10 0.07 0.06 0.11 0.17 5.76 

45 0.21 0.18 0.11 0.10 0.18 0.27 4.82 

50 0.33 0.30 0.16 0.16 0.30 0.45 2.28 

55 0.51 0.49 0.26 0.24 0.50 0.76 0.00 

60 0.94 0.85 0.42 0.35 0.81 1.22 0.00 

Also, withdrawal rates are multiplied by the following factors for years of service less than five: 

Years of Service Multiplier 
1 5 

2 4 

3 3 

4 2 

5 or more 1 

The termination rates and disability rates were based on historical and current demographic data, adjusted to reflect 
estimated future experience and professional judgment. As part of the analysis, a comparison was made between the 
actual number of terminations and disability retirements and the projected number based on the prior years’ assumption 
over the most recent five years. 

 

1  Mortality rates shown for base table. 
2  Withdrawal rates are multiplied for years of service less than five. 
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Retirement Rates 
 

Age Annual Retirement Rates 
60 20% (previously, 15%) 

61 5 

62 15 

63 – 64 10 

65 50 (previously, 40) 

66 – 69 25 

70 100 

The retirement rates were based on historical and current data, adjusted to reflect estimated future experience and 
professional judgment. As part of the analysis, a comparison was made between the actual number of retirements and 
the projected number based on the prior years' assumption over the most recent four years. 

Description of 
Weighted Average 
Retirement Age 

Age 64, determined as follows: The weighted average retirement age for each participant is calculated as the sum of the 
product of each potential current or future retirement age times the probability of surviving from current age to that age 
and then retiring at that age, assuming no other decrements. The overall weighted retirement age is the average of the 
individual retirement ages based on all the active participants included in the January 1, 2016 actuarial valuation. 

Retirement Age for 
Inactive Vested 
Participants 

Age 55 if they meet the requirements for early retirement age; otherwise they are assumed to retire at age 65.  

The retirement age for inactive vested participants was based on historical and current data, adjusted to reflect 
estimated future experience and professional judgment. As part of the analysis, a comparison was made between the 
actual number of retirements by age and the projected number based on the prior years' assumption over the most 
recent five years. 

Future Benefit 
Accruals 

Active employees remaining in the Plan on the valuation date are assumed to work the same number of hours each 
future year as in the year under review. 

The future benefit accruals were based on historical and current demographic data, adjusted to reflect estimated future 
experience and professional judgment.  

Future Service 
Accruals 

Active employees are assumed to accrue one pension credit and one year of vesting service each future year. 

Unknown Data for 
Participants 

For active employees with unknown birth dates, ages were assigned which made the employee’s entry age equal to 29. 
Inactive employees with unknown birth dates were assigned an age of 50. There were approximately 300 active 
participants with hours reported for 2015 but no increase in the service or accrued benefit amounts from the prior year. 
These amounts were adjusted consistent with the reported hours. 

Definition of Active 
Participants 

Employees who worked 375 hours during the prior year and had accrued at least one pension credit. 
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Exclusion of Deferred 
Beneficiaries of 
Deceased Participants 

Deferred beneficiaries of inactive participants over age 80 excluded from the valuation. 

The exclusion of deferred beneficiaries of deceased participants over age 80 was based on historical and current data, 
adjusted to reflect estimated future experience and professional judgment. As part of the analysis, the ages of new 
retirees from inactive vested status were reviewed. 

Percent Married 75% on non-retired vested participants are assumed to be married. 

Age of Spouse Females three years younger than males. 

Benefit Election Married and non-married participants are assumed to elect the Life Annuity form of payment. 

The benefit elections were based on historical and current data, adjusted to reflect the plan design, estimated future 
experience and professional judgment.  

Eligibility for Delayed 
Retirement Factors 

Inactive vested participants after attaining age 65 

Net Investment Return 7.50% 

The net investment return assumption is a long-term estimate derived from historical data, current and recent market 
expectations, and professional judgment. As part of the analysis, a building block approach was used that reflects 
inflation expectations and anticipated risk premiums for each of the portfolio’s asset classes as provided by Segal 
Rogerscasey, as well as the Plan’s asset allocation. 

Annual Administrative 
Expenses 

$1,425,000 payable at the beginning of the year for the year beginning January 1, 2016 (previously, $1,250,000) 

The annual administrative expenses were based on historical and current data, adjusted to reflect estimated future 
experience and professional judgment. 

Actuarial Value of 
Assets 

The market value of assets less unrecognized returns in each of the last five years. Unrecognized return is equal to the 
difference between the actual market return and the projected market return, and is recognized over a five – year period 
(10-year period for the 2008 plan year investment loss). The actuarial value is further adjusted, if necessary, to be within 
20% of the market value. 

Actuarial Cost Method Entry Age is the age at the time the participant would have commenced employment if the plan had always been in 
existence. Normal Cost and Actuarial Accrued Liability are calculated on an individual basis and are allocated by 
service, with Normal Cost determined as if the current benefit accrual rate had always been in effect. 

Benefits Valued Unless otherwise indicated, includes all benefits summarized in Exhibit 5. 

Current Liability 
Assumptions 

Interest: 3.28%, within the permissible range prescribed under IRC Section 431(c)(6)(E) 

Mortality: Mortality prescribed under IRS Regulations 1.431(c)(6)-1 and 1.430(h)(3)-1: RP-2000 tables projected forward 
to the valuation year plus seven years for annuitants and 15 years for nonannuitants 
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Estimated Rate of 
Investment Return 

On actuarial value of assets (Schedule MB, line 6g): 4.0%, for the Plan Year ending December 31, 2015 

On current (market) value of assets (Schedule MB, line 6h): -2.7%, for the Plan Year ending December 31, 2015  

FSA Contribution 
Timing (Schedule MB, 
line 3a) 

Unless otherwise noted, contributions are paid periodically throughout the year pursuant to collective bargaining 
agreements. The interest credited in the FSA is therefore assumed to be equivalent to a July 15 contribution date. 
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Justification for 
Change in Actuarial 
Assumptions 
(Schedule MB, line 11) 

For purposes of determining current liability, the current liability interest rate was changed from 3.51% to 3.28% due to 
a change in the permissible range and recognizing that any rate within the permissible range satisfies the requirements 
of IRC Section 431(c)(6)(E) and the mortality tables were changed in accordance with IRS Regulations 1.431(c)(6)-1 
and 1.430(h)(3)-1. 

Based on past experience and future expectations, the following actuarial assumptions were changed: 

• The retirement assumption was increased from 15% to 20% at age 60 and increased from 40% to 80% at age 65. 

• Administrative expenses were increased from $1,250,000 to $1,425,000 for the year beginning January 1, 2016. 

• The disability assumption was reduced by 33.3%. 

• The mortality assumption, including an allowance for future longevity, was updated as follows: 
– The pre-retirement mortality assumption was changed to the unprojected experience rates (as of 2006) for the RP-

2014 Blue Collar Employee Mortality Table set forward 3 years projected generationally from 2006 with the MP-
2015 projection scale (previously, RP-2014 Blue Collar Employee Mortality Table set forward 3 years projected 
generationally with Scale BB2D).  

– The mortality assumption for retirees was changed to the unprojected experience rates (as of 2006) for the RP-
2014 Blue Collar Healthy Annuitant Mortality Tables set forward 3 years and projected generationally from 2006 
with the MP-2015 projection scale (previously, RP-2014 Blue Collar Healthy Annuitant Mortality Table set forward 3 
years projected generationally with Scale BB2D).  

– The mortality assumption for disabled retirees was changed to the unprojected experience rates (as of 2006) for 
the RP-2014 Blue Collar Healthy Annuitant Mortality Table set forward 8 years and projected generationally from 
2006 with the MP-2015 projection scale (previously, RP-2014 Blue Collar Healthy Annuitant Mortality Table set 
forward 8 years projected generationally with Scale BB2D).  

These assumption changes are reflected in the December 31, 2015 unfunded vested liability for withdrawal liability 
purposes. 
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EXHIBIT 7 - SCHEDULE OF PROJECTION OF EXPECTED BENEFIT PAYMENTS 
(SCHEDULE MB, LINE 8b(1)) 

 
Plan 
Year 

Expected Annual 
Benefit Payments 

2016 $25,741,550 

2017 26,741,060 

2018 27,487,222 

2019 28,420,842 

2020 29,245,814 

2021 29,977,287 

2022 30,600,096 

2023 31,140,039 

2024 31,670,563 

2025 32,033,267 
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SCHEDULE MB
(Form 5500)

Departmenl of lhe Treasury
lnternal Revenue Seruice

Deparlment of Labor
Employee Benef¡ts Security Administration

Pens¡on Benefìt Guaranty Corporation

For calendar 2016 or fiscal

) Round off amounts to nearest dollar.
) Caution: A penalty of $1,000 will be assessed for late fil

01 20L6 and end

ofthis report unless reasonable cause is established.

L2 31 20L6

D Employer ldentification Number (ElN)

3r- 0947 939

This Form is Open to Public
lnspection

001

OMB No. 1210-0110

2016

A Name of plan

G.M.P. AND EMPLOYERS PENSION PLAN

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

BOARD OF TRUSTEES, G.M.P. AND EMPLOYERS PENSION PLAN

E Type of plan 1t¡ [ Uuttiemployer Def¡ned Benefit (2) ! Money Purchase (see instructions)

Multiemployer Def¡ned Benefit Plan and Certain
Money Purchase Plan Actuarial lnformat¡on

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

lnternal Revenue Code (the Code).

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

01

B Three-digit
plan number (PN)

1a Enter the valuation date:

b Assets
(1) Current value of assets

Month 01 Day 01 Year 201-6

(2) Actuar¡al value of assets for funding standard account.. 44j" t 3z 025
C (1) Accrued liability for plan using immediate gain methods

(2) lnformation for plans using spread gain methods:
435 ,'7 64 , 030

(a) Unfunded liabil¡ty for methods with bases

(b) Accrued liability under entry age normal method.

(c) Normal cost under entry age normal method

(3) Accrued liability under unit credit cost method

d lnformation on current liabil¡ties of the plan:

380,569,880

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

(2) "RPA'94"information:

(a) Current liability 668 , O2a ,434
(b) Expected increase in current liability due to benefits accruing during the plan year.......... 23 ,3r'7 ,51"3
(c) Expected release from "RPA'94'current liability for the plan year... 2s, B0s, 903

disbursements for the 27 ,230 , 903
nro

assumptions, in combinat¡on, offer my best estimate of anticipated experience under the plan.

Donafd Morgan, FSA, MA-A-A, EA ro/09/2017
Signature of actuary

A. Donal-d Morgan, FSA, MAÃÄ, EA
Date

L7 05662

1b(1)

lbr¿l
lc(1)

rc(2)(a)

rc(2)(b)

1c(2Xc)

1d(1)

1c(3)

rd(2)(a)

rd(2xb)

1d(2Xc)

1d(3)

SIGN
HERE

Type or pr¡nt name of actuary

The Segal Company
Most recent enrollment number

617-424-7300
Firm name

8Lh Fl-oor

02116 - 5'7 44

Telephone number (including area code)

116 Huntington Avenue

Bos ton MA

Address of the firm

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 Paperwork Reduction Act Not¡ce, see the lnstructions for Form 5500 or 5500-SF Schedule MB (Form 5500) 20r6
v. 1 60205
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2 Operational information as of beginning of this plan year:

a Current value of assets (see instructions)

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

(1) For retired participants and beneficiaries receiving payment

(21 For term¡nated vested participants

(3) For active participants:

(a) Non-vested benefits..

(b) Vested benefits.

Page2 -

405,078,758
Current liabil

224,L25,679
195, 031, 063

11 aao aaa

23L, 635 , 47 0
248 ,864 , 692
668 ,02r , 434

60 .63 "¡

(c) Amount paid by
employees

3rr,286

(4) Total

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

3 Contr¡butions made to the plan for the plan year by employe(s) and employees:

(a) Date

o7/Ls/20a6

2a

(1) Number of participants

5 ,225
6,r9:,

3,510
L4 ,926

2c

(b) Amount paid by
emplover(s)

(c) Amount paid by
employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employe(s)

rr,828 ,245 31L ,286

Totals Þ 3(b) 17 , B2B, 24 sl 3(c)

4 lnformation on plan status:

a Fundedpercentageformonìtoringplan'sstatus(linelb(2) dividedbylinelc(3))

b Enter code to indicate plan's status (see instructions for attachment of supporting evidence of plan's status). lf
code is "N," go to line 5 ...................

C ls the plan mak¡ng the scheduled progress under any applicable funding improvement or rehabilitation plan?

d lf tfie plan is in critical status orcr¡t¡cal and declining status, were any benefits reduced (see instructions)?

e lf line d is "Yes," enter the reduction in liability resulting from the reduction in benefìts (see instructions),
measured as of the valuation date

f lf the rehabilitation plan projects emergence
year in which it is projected to emerge.
lf the rehabilitation plan is based on forestalli
expecled and check here ... ... ... ... ..

from critical status or critical and declining status, enter the plan

ng possible insolvency, enter the plan year in which is

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

116.1 %

N

ves ! ruo

! v"s ! r.ro

a

e

Attained age normal

Frozen initial liability

b
f

[l rntry age normal c ! Rccrued benefit (unit credit) d !
! tnoiviouat level premium g ! tnoiuioual aggregate h n

Aggregate

Shortfall

4a

4b

4e

4r

ITEM 3 (A) : CONTRIBUTIONS RECEIVED CONTTNUOUSLY THROUGHOUT THE YEAR
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fl otner (specify):

Page 3 -

5jj tf nox h ¡s checked, enter period of use of shortfall method

k Has a change been made in funding method for this plan year?

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

lTì lf line k is "Yes," and line I is "No," enter the date (MM-DD-YYYY) of the ruling letter (individual or class)
approving the change in funding method

!v".flNo
Yes No

6a

Pre-retirement

[-l v"' | ruo l! run

6c(r) A

6c(2) A

6d 7 .50%
6e 38.4 % f l 

^un
6f % fil r'vn

6g

6h

6 Checklist of certa¡n actuarial assumptions:

a lnterest rate for "RPA'94" current liability.

b Rates specified in insurance or annuity contracts

C Mortality table code for valuation purposes:

(l) Males...

(2) Females

d Valuation liab¡llty interest rate

e Expense loading

f Salary scale

g Estimated investment return on actuarial value of assels for year ending on the valuation date

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

7 New amortization bases established in the current plan year:

of base

8 Miscellaneous information:

a lf a waiver of a funding deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of
the rulinq lelter qrantinq the approval ...

Post-retirement

Yes No NiA

Amortization e/Credit

3.28 %

A
A

7.50%

4.0Y0

(2) lnitial balance

b(1) ls tne plan required to provide a projection of expected benefit payments? (See the instructions.) lf "Yes,"
attach a schedule.

b(2) ls the plan required to provide a Schedule of Active Participant Data? (See the ¡nstructions.) lf "Yes," attach a
schedule

c Areanyoftheplan'samortizationbasesoperatingunderanextensionoftimeundersection412(e) (asineffect
prior to 2008) or seclion 431(d) of the Code?........

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

(1) Wasanextensiongrantedautomat¡capproval undersection43l(dX1)of theCode?....

(2) lfline8d(1)is"Yes,"enterthenumberofyearsbywhichtheamortizationperiodwasextended........
(3) Was an extension approved by the lnternal Revenue Service under section 412(e) (as in effect prior

to 2008) or 431 (dX2) of the Code?
(4) lf 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))............

(5) lflineSd(3)is"Yes,"enterthedateoftherulingletterapprovingtheenension
(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 afler 2007?

ê lfbox5hischeckedorlineScis"Yes,"enterthedifferencebetweentheminimumrequiredcontribution
for the year and the minimum that would have been required without using the shortfall method or

the amortization

9 Funding standard accounl statement for this plan year:

Charges to funding standard account:

a Pr¡or year funding deficiency, if any .............

b Employer's normal cost for plan year as of valuation date.

S ves ! r.ro

Ives!No
! ves I r'ro

No

Yes No

! ves ! r.ro

Yes

0

8d(2)

8d(4)

8d(5)

8e

9a

9b 5, 133, 180



9c(r) 182,072,79i

9c(2)

9c(3)

9d

9e

9f

9g

Outstanding balance

th r3B ,022 ,4r7
9i

Schedule MB (Form 5500) 20r6 Page 4

C Amortization charges as of valuation date:

(1) All bases except funding waivers and certain bases for which the
amortization period has been extended

Outstanding balance

(2) Funding waivers....

(3) Certain bases for which the amortization period has been
exlended.......

d lnterest as appl¡cable on lines 9a, 9b, and 9c

e Total charges. Add lines 9a through 9d

Credits to funding standard account:

f Prior year credit balance, if any................

g Employer contribut¡ons. Total from column (b) of line 3

h Amorlization credits as of valuation date

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

j Full funding limitation (FFL) and credits:

(1) ERISA FFL (accrued liability FFL).....

(21 "RPA'94" override (90% current liability FFL)

(3) FFL credit..

2I,3r3 ,298

1 ,983 ,486
28 , 429 ,964

78,932,O46
rr,828 ,245

19 ,642 , 043

7,799,653

1L8 ,20r,987
89 ,772 ,023

k Waived funding deficiency.........

0

0(r)

(2) Other credits

I Total credits. Add lines gfthrough g¡,9j(3), 9k(1), and 9k(2)

m Credit balance: lf line 9l is greater than line 9e, enter the difference

fì Funding deficiency: lf line ge is greater than line gl, enter lhe difference............

9 o Current year's accumulated reconciliation account:

(f ) Due to waived funding deficiency accumulated prior to the 2016 plan year

(21 Duetoamortizationbasesextendedandamortizedusingtheintereslrateundersection662l(b)oftheCode:

(a) Reconciliat¡on outstanding balance as of valuation date

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

Total as of valuation date

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

11 ttas a change been made in the actuarial assumptions forthe current plan year? lf "Yes," see instructions

0

0

I v"r ! r'ro

ei(1) 1A8,267 ,539
ei(2) r72 ,450 ,7 43

si(3)

ek(1)

ek(2)

9t

9m

9n

9o(1)

eo(2)(a)

eo(2)(b)

eo(3)

10


