
 

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 

 
2020 

 
This Form is Open to Public 

Inspection 

Part I   Annual Report Identification Information 
For calendar plan year 2020 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 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2020)  

v. 200204 

  

 

01/01/2020 12/31/2020

X

X

CARGILL, INC. AND ASSOCIATED COMPANIES SALARIED EMPLOYEES PENSION PLAN 001

01/01/1955

41-0177680
CARGILL, INCORPORATED

952-984-0948

PO BOX 5685 
MINNEAPOLIS, MN 55440-5685

424500

Filed with authorized/valid electronic signature. 09/16/2021 LISA DRAKE
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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 or the plan name has changed since the last return/report filed for this plan, 
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report: 

4b EIN012345678 

a Sponsor’s name 
c Plan Name 
 

4d 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 who 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) 

  

X

 
 

8059

2461

2239

3107

2393

7739

293

8032

0

1A

X

X X

X X

0

X

X X
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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 2020 Form M-1 annual report.  If the plan was not required to file the 2020 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 SB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Single-Employer Defined Benefit 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 
 

2020 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2020 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:   X  Single     X  Multiple-A    X  Multiple-B  F  Prior year plan size:  X  100 or fewer    X  101-500   X  More than 500 

Part I   Basic Information  

3 Funding target/participant count breakdown  (1) Number of 
participants 

(2) Vested Funding 
Target 

(3) Total Funding 
Target 

 a For retired participants and beneficiaries receiving payment ....................................     

 b For terminated vested participants...........................................................................      
c For active participants .............................................................................................      

 d Total ........................................................................................................................      
4 If the plan is in at-risk status, check the box and complete lines (a) and (b)............................. X  

a Funding target disregarding prescribed at-risk assumptions ..............................................................................   4a -123456789012345 
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 

at-risk status for fewer than five consecutive years and disregarding loading factor ...........................................   4b -123456789012345 
5 Effective interest rate ............................................................................................................................................   5 123.12% 
6 Target normal cost ................................................................................................................................................   6 -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 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  YYYY-MM-DD 

Type or print name of actuary  Most recent enrollment number 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE  1234567 

Firm name  Telephone number (including area code) 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
UK  

1234567890 

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 SB (Form 5500) 2020  
v. 200204 

 

  

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

2 Assets:  
a Market value ....................................................................................................................................................   2a -123456789012345 
b Actuarial value .................................................................................................................................................   2b -123456789012345 

01/01/2020 12/31/2020

CARGILL, INC. AND ASSOCIATED COMPANIES SALARIED EMPLOYEES PENSION PLAN 001

CARGILL, INCORPORATED 41-0177680

X X

01 01 2020

1592898623

1506637428

3018 783808726 783808726

2629 296725924 296725924

2461 411831629 422422320

8108 1492366279 1502956970

5.45

5900000

07/20/2021

DOUGLAS BERFELDT, A.S.A 20-04634

MERCER 612-642-8832

333 SOUTH 7TH STREET, SUITE 1400 
MINNEAPOLIS, MN 55402-2427



 Schedule SB (Form 5500) 2020 Page 2 - 1- x  
  

Part II   Beginning of Year Carryover and Prefunding Balances 
 (a) Carryover balance (b)  Prefunding balance 
 7 Balance at beginning of prior year after applicable adjustments (line 13 from prior 

year) ...........................................................................................................................   
-123456789012345 -123456789012345 

 8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior 
year)  ..........................................................................................................................   -123456789012345 -123456789012345 

 9 Amount remaining (line 7 minus line 8) .......................................................................   -123456789012345 -123456789012345 
10 Interest on line 9 using prior year’s actual return of                   % ................................   -123456789012345 -123456789012345 
11 Prior year’s excess contributions to be added to prefunding balance:   
 a Present value of excess contributions (line 38a from prior year) ..............................    -123456789012345 
 b(1) Interest on the excess, if any, of line 38a over line 38b from prior year    
             Schedule SB, using prior year's effective interest rate of                   % .............  

 b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual      
                  return ................................................................................................................   
       c Total available at beginning of current plan year to add to prefunding balance ...............       

 -123456789012345 

  

  
 d Portion of (c) to be added to prefunding balance .....................................................    -123456789012345 

   123456789012345 
12 Other reductions in balances due to elections or deemed elections ............................   -123456789012345 -123456789012345 

13 Balance at beginning of current year (line 9 + line 10 + line 11d – line 12) ..................   -123456789012345 -123456789012345 

Part III   Funding Percentages 
14 Funding target attainment percentage ....................................................................................................................................................................   14 123.12% 

15 Adjusted funding target attainment percentage .....................................................................................................................................  15 123.12% 
16 Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 

year’s funding requirement ....................................................................................................................................................................  16 123.12% 
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ................................  17 123.12% 

Part IV   Contributions and Liquidity Shortfalls 
18 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 

      

YYYY-MM-DD 12345678901234
 

 

12345678901234
 

 

YYYY-MM-DD 

 

12345678901234

 

 

 

 

 

 

123456789012345-
 
 
 
 
 

 

YYYY-MM-DD 12345678901234
 

 

12345678901234
 

 

YYYY-MM-DD 

 

12345678901234

 

 

 

 

 

 

123456789012345-
 
 
 
 
 

 

YYYY-MM-DD 12345678901234
 

 

12345678901234
 

 

YYYY-MM-DD 

 

12345678901234

 

 

 

 

 

 

123456789012345-
 
 
 
 
 

 

YYYY-MM-DD 12345678901234
 

 

12345678901234
 

 

YYYY-MM-DD 

 

12345678901234

 

 

 

 

 

 

123456789012345-
 
 
 
 
 

 

YYYY-MM-DD 12345678901234
 

 

12345678901234
 

 

   

 Totals  ►   18(b)  18(c)  

Liquidity shortfall as of end of quarter of this plan year 
(1)   1st (2) 2nd (3) 3rd (4) 4th 

 
 
 

-123456789012345 -123456789012345 -123456789012345 

19 Discounted employer contributions – see instructions for small plan with a valuation date after the beginning of the year:  
 a Contributions allocated toward unpaid minimum required contributions from prior years. ...................................  19a -123456789012345 

 b Contributions made to avoid restrictions adjusted to valuation date ....................................................................  19b -123456789012345 

 c Contributions allocated toward minimum required contribution for current year adjusted to valuation date .....................   19c -123456789012345 

20 Quarterly contributions and liquidity shortfalls:  

 a Did the plan have a “funding shortfall” for the prior year? .......................................................................................................................... X Yes X No 

 b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?.................................................... X Yes X No 

 c If line 20a is “Yes,” see instructions and complete the following table as applicable:  

1

0 0

0 0

0 0

20.86 0 0

3284528

5.61
184262

0

3468790

3468790

0 0

0 3468790

100.01

100.24

97.87

07/08/2020 1931484 0

03/10/2021 500000 0

2431484 0

0

0

2348768

X

X

0 0 0 0
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Part V Assumptions Used to Determine Funding Target and Target Normal Cost 
21 Discount rate: 
 a  Segment rates: 1st segment: 

123.12_% 
2nd segment: 
123.12_% 

3rd segment: 
123.12 % X N/A, full yield curve used 

 b Applicable month (enter code) ........................................................................................................................  21b 1 

22 Weighted average retirement age .......................................................................................................................   22 12 

23 Mortality table(s)  (see instructions) _    Prescribed - combined             _  Prescribed - separate           _  Substitute   

Part VI Miscellaneous Items 
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year?  If “Yes,” see instructions regarding required  
 attachment. ................................................................................................................................................................................................... X Yes X No 

25 Has a method change been made for the current plan year?  If “Yes,” see instructions regarding required attachment. ................................ X Yes X No 

26 Is the plan required to provide a Schedule of Active Participants?  If “Yes,” see instructions regarding required attachment. ........................ X Yes X No 

27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 
attachment ..........................................................................................................................................................  27  

Part VII Reconciliation of Unpaid Minimum Required Contributions For Prior Years 
28 Unpaid minimum required contributions for all prior years ...................................................................................  28 -123456789012345 
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 

(line 19a) .............................................................................................................................................................   29 -123456789012345 

30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) .........................................   30 -123456789012345 

Part VIII Minimum Required Contribution For Current Year 
31   Target normal cost and excess assets (see instructions): 

    a Target normal cost (line 6) ................................................................................................................................  31a -123456789012345 

      b Excess assets, if applicable, but not greater than line 31a  ..............................................................................   31b  

32 Amortization installments: Outstanding Balance Installment 

a Net shortfall amortization installment ...........................................................................   -123456789012345 -123456789012345 

b Waiver amortization installment ...................................................................................   -123456789012345 -123456789012345 

33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval                       
(Month _________    Day _________    Year _________ )_and the waived amount ..........................................   33 

-123456789012345 

34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)..... 34 -123456789012345 

  Carryover balance Prefunding balance Total balance 

35 Balances elected for use to offset funding 
requirement .........................................................  -123456789012345 -123456789012345 -123456789012345 

36 Additional cash requirement (line 34 minus line 35) ............................................................................................  36 -123456789012345 

37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 
19c) ....................................................................................................................................................................   37 -123456789012345 

38 Present value of excess contributions for current year (see instructions) 
       a Total (excess, if any, of line 37 over line 36)  ................................................................................................  38a  

      b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances  ..........   38b  

39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........................  39 -123456789012345 

40 Unpaid minimum required contributions for all years ...........................................................................................   40 -123456789012345 

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions) 
41  If an election was made to use PRA 2010 funding relief for this plan: 

      a Schedule elected  ........................................................................................................................................................    2 plus 7 years      X 15 years 

      b Eligible plan year(s) for which the election in line 41a was made  ..........................................................................  X 2008   X 2009  X 2010  X  2011 

 

3.64 5.21 5.94

4

61

X

X

X

X

0

0

0

5900000

211668

0 0

0 0

5688332

0 3468790 3468790

2219542

2348768

129226

129226

0

0



 

SCHEDULE C 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider Information 
 

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

 File as an attachment to Form 5500. 

OMB No. 1210-0110 
 

2020 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2020 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) 2020 
v. 200204 

01/01/2020 12/31/2020

CARGILL, INC. AND ASSOCIATED COMPANIES SALARIED EMPLOYEES PENSION 
PLAN

001

CARGILL, INCORPORATED 41-0177680

X
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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 

1

CERBERUS

58-2672907

28 51 72 NONE 958472
X

PIMCO LONG BOND

33-0629048

28 51 68 
72

NONE 684823
X

MHR

20-0382655

51 72 NONE 598974
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 

2

CENTERBRIDGE CAPITAL

47-3258227

51 72 NONE 536686
X

WILLIS TOWERS WATSON US LLC

53-0181291

25 50 NONE 361475
X

NISA

48-1140940

28 51 68 
72

NONE 334570
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 

3

LEGAL & GENERAL

20-8058531

28 51 72 NONE 332613
X

EAGLE CAPITAL MANAGEMENT

22-3361201

28 51 NONE 323912
X

SUN CAPITAL

98-1068525

28 51 72 NONE 307101
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 

4

PINEBRIDGE STRUCTURED

45-2603785

28 51 72 NONE 259464
X

NORTHWOOD

80-0951268

28 51 72 NONE 254601
X

PIMCO OVERLAY

04-6529678

28 51 68 
72

NONE 233740
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 

5

WELLINGTON MANAGEMENT

04-2767481

28 51 NONE 232085
X

THE BANK OF NEW YORK MELLON

13-5160382

18 21 50 NONE 221782
X

CVC FUND VI

98-1115863

28 51 72 NONE 221340
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 

6

ALBOURNE

91-2164625

27 50 NONE 177712
X

EIG

46-2825629

28 51 72 NONE 143367
X

NEWTON

25-6078093

28 51 NONE 130455
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 

7

PARAMETRIC

41-0995965

28 51 68 NONE 111995
X

EIF US POWER (ARES)

27-2858420

28 51 72 NONE 101464
X

CINVEN

98-1289901

28 51 72 NONE 96053
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 

8

DRUG ROYALTY (DRI)

98-1080761

51 72 NONE 84505
X

OCH-ZIFF RE

36-4774188

28 51 72 NONE 82104
X

MERCER

13-2834414

11 50 NONE 65279
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 

9

KPMG

13-5565207

10 51 NONE 28015
X

FORTRESS

27-0354752

28 51 72 NONE 20856
X

PINEBRIDGE SECONDARY

98-0474252

51 72 NONE 8016
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 

10

BLACKROCK DOMESTIC

94-6589508

28 51 NONE 6231
X
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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 D 
(Form 5500) 

 

Department of the Treasury 
Internal Revenue Service 

 
Department of Labor 

Employee Benefits Security Administration 
 
 

 

DFE/Participating Plan Information 
 

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

 File as an attachment to Form 5500.  

 

 
OMB No. 1210-0110 

 
2020 

 
This Form is Open to Public 

Inspection. 

For calendar plan year 2020 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 or DFE sponsor’s name as shown on line 2a of Form 5500 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

Part I Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)  
(Complete as many entries as needed to report all interests in DFEs) 

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

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
   a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions) -123456789012345 
   a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
   a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 
For Paperwork Reduction Act Notice, see the Instructions for Form 5500.  
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 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

103-12 IE at end of year (see instructions)  -123456789012345 
 a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN  123456789-123 
d  Entity  

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

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

1
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Part II Information on Participating Plans (to be completed by DFEs)  
(Complete as many entries as needed to report all participating plans) 

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

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

   
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 
a Plan name ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
b Name of  

plan sponsor 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

 

1



SCHEDULE H 
(Form 5500) 

Department of the Treasury 
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 
 

2020 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2020 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) 2020 
v. 200204 

 
 
 

01/01/2020 12/31/2020

CARGILL, INC. AND ASSOCIATED COMPANIES SALARIED EMPLOYEES PENSION PLAN 001

CARGILL, INCORPORATED 41-0177680

0 0

15000000 500000

0 0

137 0

97478 109570

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

0 0

1578206510 1811218641

0 0

0 0

0 0

0 0
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1d Employer-related investments:  (a) Beginning of Year (b) End of Year 
(1)  Employer securities ...............................................................................  1d(1) -123456789012345 -123456789012345 

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

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

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

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

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

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

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

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

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

 

 Part II   Income and Expense Statement 
2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained 

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not 
complete lines 2a, 2b(1)(E), 2e, 2f, and 2g. 

Income  (a) Amount (b) Total 
 a Contributions:    

(1) Received or receivable in cash from: (A) Employers .............................  2a(1)(A) -123456789012345 

 

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

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

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

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

 b Earnings on investments:  
  (1) Interest:  

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

(B)  U.S. Government securities ...........................................................  2b(1)(B) -123456789012345  
(C)  Corporate debt instruments ...........................................................  2b(1)(C) -123456789012345 

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

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

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

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

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

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

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

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

 

-123456789012345 

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

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

(B)  Aggregate carrying amount (see instructions) ................................  2b(4)(B) -123456789012345  
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ..............  2b(4)(C)  -123456789012345 

(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ....................  2b(5)(A)   

(B) Other .............................................................................................  2b(5)(B)   
(C) Total unrealized appreciation of assets.  

Add lines 2b(5)(A) and (B) .............................................................  2b(5)(C)   
    

0 0

0 0

0 0

1593304125 1811828211

0 0

0 0

0 0

280752 304757

280752 304757

1593023373 1811523454

2431484

0

0

0

2431484

778

0

0

0

0

0

778

0

0

0

0

0

0

0

0

0

0

0
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  (a) Amount (b) Total 

(6) Net investment gain (loss) from common/collective trusts ........................  2b(6)  123456789012345 
(7) Net investment gain (loss) from pooled separate accounts ......................  2b(7)  -123456789012345-

 (8)  Net investment gain (loss) from master trust investment accounts ..........  2b(8)  -123456789012345-
 (9) Net investment gain (loss) from 103-12 investment entities .....................  2b(9)  -123456789012345-
 

(10) Net investment gain (loss) from registered investment  
companies (e.g., mutual funds) ...............................................................  

2b(10) 
 

-123456789012345-
123456789012345 

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

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) 

 

 
  f Corrective distributions (see instructions) ......................................................  2f  
  g Certain deemed distributions of participant loans (see instructions) ...............  2g  
  h Interest expense ............................................................................................  2h  
  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   
  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  Unmodified         (2) X  Qualified          (3) X  Disclaimer          (4) X  Adverse 
b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was 

performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither. 
(1) X DOL Regulation 2520.103-8  (2) X DOL Regulation 2520.103-12(d)  (3) X neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d). 

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    
    

0

0

293070864

0

0

0

295503126

67074018

0

0

67074018

0

0

0

678357

0

4060674

5189996

9929027

77003045

218500081

0

0

X

KPMG 13-5565207

X

X
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  Yes No Amount 
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    
c Were any leases to which the plan was a party in default or classified during the year as 

uncollectible? (Attach Schedule G (Form 5500) Part II if “Yes” is checked.) ....................................... 
    

4c   -123456789012345 
d Were there any nonexempt transactions with any party-in-interest? (Do not include transactions 

reported on line 4a. Attach Schedule G (Form 5500) Part III if “Yes” is  
checked.) ........................................................................................................................................... 

    

4d   -123456789012345 

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

fraud or dishonesty?  .......................................................................................................................... 
    

4f   -123456789012345 

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

    

4g   -123456789012345 

h Did the plan receive any noncash contributions whose value was neither readily  
determinable on an established market nor set by an independent third party appraiser? .................. 

    

4h   -123456789012345 

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

    

4i    

j Were any plan transactions or series of transactions in excess of 5% of the current  
value of plan assets? (Attach schedule of transactions if “Yes” is checked and  
see instructions for format requirements.) ........................................................................................... 

    

4j    

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

    

4k    

l Has the plan failed to provide any benefit when due under the plan? ................................................. 4l   -123456789012345 

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

   

 4m   

n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of 
the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......................................... 

   
 4n   

5a    Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ X  Yes     X No   
 If “Yes,” enter the amount of any plan assets that reverted to the employer this year ____________________________________. 

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) 
 123456789 123 

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  

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFHI 

123456789 123 

5c Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and 
instructions.)  ………………………………………………………………………………………………………….. 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 ____________________.  
 

 

1

X

X

X 10000000

X

X

X

X

X

X

X

X

X
4304750

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 
 

2020 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2020 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 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) 2020 
v. 200204 

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 

01/01/2020 12/31/2020

CARGILL, INC. AND ASSOCIATED COMPANIES SALARIED EMPLOYEES PENSION PLAN
001

CARGILL, INCORPORATED 41-0177680

0

25-1926855

7

X

X

X
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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
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14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the 
plan year, whose contributing employer is no longer making contributions to the plan for: 
 a The current plan year. Check the box to indicate the counting method used to determine the number of 
inactive participants:  X  last contributing employer  X  alternative  X  reasonable approximation (see 
instructions for required attachment).....................................................................................................................   

 123456789012345 

14a 
 

 b The plan year immediately preceding the current plan year. X  Check the box if the number reported is a 
change from what was previously reported (see instructions for required attachment)..........................................   

14b 
123456789012345 

 c The second preceding plan year. X  Check the box if the number reported is a change from what was 
previously reported (see instructions for required attachment) ..............................................................................   

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): 
  

20  PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20. 
 a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero?   Yes    No 
 b If line 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box: 

  Yes. 
_ No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution 

were made by the 30th day after the due date. 
_ No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or 

exceeding the unpaid minimum required contribution by the 30th day after the due date. 
_ No. Other. Provide explanation__________________________________________________________________________________________ 
 
 
 
 

 

35.0 46.0 0.0 9.0 10.0

X

X

X
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1���L�F��DV� ���������� �

$F��D�LDO�S��V����YDO���RI�DFF�P�OD����SOD��E���IL�V�D������RI���D� � ������������� �

6���DFFRPSD��L����R��V��R�IL�D�FLDO�V�D��P���V�

�



��5�,����,1�25325�7(���1���662�,�7(���203�1,(6�
6���5,(��(03�2�((6��3(16,21�3��1�

1RWHV�WR�)LQDQFLDO�6WDWHPHQWV�

�HFHPEHU����������DQG������

� �� �&RQWLQ�HG��

���� ��VFULS�LR��RI�3OD��

7�H�IROOR�LQJ�LV�D�EULHI�GHVFULSWLRQ�RI�W�H�&DUJLOO��,QFRUSRUDWHG�DQG�$VVRFLDWHG�&RPSDQLHV�6DODULHG�
(PSOR�HHV��3HQVLRQ�3ODQ��W�H�3ODQ���3DUWLFLSDQWV�V�R�OG�UHIHU�WR�W�H�3ODQ�GRF�PHQW�IRU�PRUH�FRPSOHWH�
LQIRUPDWLRQ��

�D�� ����UD��

7�H�3ODQ�LV�D�GHILQHG�EHQHILW�SHQVLRQ�SODQ�GHVLJQHG�WR�SURYLGH�EHQHILWV�WR�HOLJLEOH�HPSOR�HHV��7�H�3ODQ�
VSRQVRU�LV�&DUJLOO��,QFRUSRUDWHG��W�H�&RPSDQ���DQG�W�H�3ODQ�LV�V�EMHFW�WR�W�H�SURYLVLRQV�RI�W�H�
(PSOR�HH�5HWLUHPHQW�,QFRPH�6HF�ULW��$FW�RI�������DV�DPHQGHG��(5,6$���7�H�3ODQ�FRYHUV�DOO�I�OO�WLPH�
VDODULHG�HPSOR�HHV���R�DWWDLQHG�DJH����DQG�FRPSOHWHG�RQH��HDU�RI�VHUYLFH��7�H�3ODQ��DV�FORVHG�WR�
QH��SDUWLFLSDQWV�HIIHFWLYH�-DQ�DU�����������$Q��SDUWLFLSDQW��LW��ILYH��HDUV�RI�FRQWLQ�R�V�VHUYLFH�LV�
HQWLWOHG�WR�D�YHVWHG�EHQHILW��

7�H�EHQHILW�IRU��QYHVWHG�HPSOR�HHV��QGHU�DJH�����LW��OHVV�W�DQ�ILYH��HDUV�RI�YHVWLQJ�VHUYLFH�DV�RI�
�HFHPEHU�����������DV�IUR�HQ�DQG�W�RVH�HPSOR�HHV�PRYHG�LQWR�W�H�&DUJLOO�(PSOR�HH�5HWLUHPHQW�
$FFR�QW�3ODQ��D�GHILQHG�FRQWULE�WLRQ�SODQ��DV�RI�-DQ�DU�����������7�H�UHPDLQLQJ�HPSOR�HHV��HUH�
FDWHJRUL�HG�DV��$��RU��$�%��DV�RI��HFHPEHU�����������%RW��JUR�SV��LOO�FRQWLQ�H�WR�DFFU�H�EHQHILWV�DQG�
VHUYLFH�LQ�W�H�SHQVLRQ�SODQ��7�H��$��JUR�S�FRQVLVWV�RI�HPSOR�HHV���R��HUH�����HDUV�RU�ROGHU��RU�
HPSOR�HHV���R��DG����RU�PRUH��HDUV�RI�YHVWLQJ�VHUYLFH��UHJDUGOHVV�RI�DJH��DV�RI��HFHPEHU�����������
7�H��$�%��JUR�S�FRQVLVWV�RI�HPSOR�HHV���R��HUH�DJH��������LW��OHVV�W�DQ�����HDUV�RI�YHVWLQJ�VHUYLFH�
DV�RI��HFHPEHU�����������RU�HPSOR�HHV��QGHU�DJH�����LW��������HDUV�RI�YHVWLQJ�VHUYLFH�DV�RI�
�HFHPEHU�����������7�H�HDUO��UHWLUHPHQW�V�EVLGLHV��6RFLDO�6HF�ULW��EULGJH�EHQHILW�DQG�HDUO��UHWLUHPHQW�
IDFWRUV��DUH�HOLPLQDWHG�IRU�W�H��$�%��JUR�S�RQ�VHUYLFH�DIWHU��HFHPEHU�����������

7�H�3ODQ�LV�DGPLQLVWHUHG�E��W�H�&RPSDQ���7�H�&DUJLOO��,QF��3HRSOH�7HDP��DV�RYHUDOO�UHVSRQVLELOLW��IRU�
SODQ�GHVLJQ�DQG�RSHUDWLRQV�H�FHSW�WR�W�H�H�WHQW�LW��DV�GHOHJDWHG�V�F��UHVSRQVLELOLWLHV��3ODQ�LQYHVWPHQW�
RYHUVLJ�W�LV�SURYLGHG�E��W�H�&DUJLOO��,QF��3HQVLRQ�,QYHVWPHQW�&RPPLWWHH��W�H�&RPPLWWHH�����LF���DV�
UHVSRQVLELOLW��IRU�HVWDEOLV�LQJ�LQYHVWPHQW�VWUDWHJ��DQG�PRQLWRULQJ�LQYHVWPHQW�SHUIRUPDQFH��%RW��&DUJLOO��
,QF��3HRSOH�7HDP�DQG�&DUJLOO��,QF��3HQVLRQ�,QYHVWPHQW�&RPPLWWHH�UHSRUW�WR�W�H�&DUJLOO��,QF��%RDUG�RI�
�LUHFWRUV��%DQN�RI�1H���RUN�0HOORQ�VHUYHV�DV�W�H�WU�VWHH�RI�W�H�3ODQ��W�H�3ODQ�7U�VWHH���7UDQVDFWLRQV�
DUH�H�HF�WHG�E��W�H�7U�VWHH��DV�GLUHFWHG�E��W�H�&RPPLWWHH�LQ�LWV�FDSDFLW��DV�3ODQ�$GPLQLVWUDWRU��

2Q�-�QH����������W�H�&HUHVWDU�86$��,QF��5HWLUHPHQW�3ODQ��W�H�&HUHVWDU�3ODQ���DV�PHUJHG�LQWR�W�H�
3ODQ��2Q�W�LV�GDWH��DVVHWV�RI�W�H�&HUHVWDU�3ODQ��HUH�WUDQVIHUUHG�WR�W�H�3ODQ��%HQHILWV�HDUQHG��QGHU�W�H�
&HUHVWDU�3ODQ��HUH�PDLQWDLQHG��

7�H�&HUHVWDU�3ODQ�SURYLGHV�W�DW��SRQ�QRUPDO�UHWLUHPHQW��DW�DJH�����D�SDUWLFLSDQW�UHFHLYHV�DQ�DQQ�DO�
SHQVLRQ����LF��LV�D�JUDG�DWHG�DPR�QW�EDVHG�RQ�W�H�SDUWLFLSDQW�V�HDUQLQJV��W�H�GDWH�RI�UHWLUHPHQW�DQG�
W�H��HDUV�RI�FUHGLWHG�VHUYLFH��3DUWLFLSDQWV�PD��F�RRVH�WR�UHFHLYH�W�HLU�EHQHILW�LQ�W�H�IRUP�RI�D�VLQJOH�OLIH�
DQQ�LW��RSWLRQ��D�OLIH�DQG�����HDU�FHUWDLQ�RSWLRQ������MRLQW�DQG�V�UYLYRU�DQQ�LW��RSWLRQ��RU�D�FRQWLQJHQW�
DQQ�LW��RSWLRQ��DV�GHILQHG�LQ�W�H�3ODQ�GRF�PHQW��3DUWLFLSDQWV�DUH�FUHGLWHG��LW��RQH��HDU�RI�YHVWLQJ�
VHUYLFH�IRU�D����PRQW��SHULRG�RI�VHUYLFH��$�SDUWLFLSDQW�V�DFFU�HG�EHQHILW�V�DOO�EH������YHVWHG��SRQ�
RQH�RI�W�H�IROOR�LQJ������W�H�SDUWLFLSDQW�V�FRPSOHWLRQ�RI�DW�OHDVW�ILYH��HDUV�RI�YHVWLQJ�VHUYLFH��RU�����W�H�
SDUWLFLSDQW�V�DWWDLQPHQW�RI�DJH������LOH�HPSOR�HG�E��&DUJLOO��,QFRUSRUDWHG��
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2Q�1RYHPEHU����������W�H�&DUJLOO��,QF��3HRSOH�7HDP�GHFLGHG�WR�VSOLW�W�H�3ODQ��DQG�VHW��S�D�QH��3ODQ��
&DUJLOO��,QFRUSRUDWHG�DQG�$VVRFLDWHG�&RPSDQLHV�6DODULHG�(PSOR�HHV��3HQVLRQ�3ODQ���
�6DODULHG�3ODQ�����7�H�LQFHSWLRQ�GDWH�RI�W�H�6DODULHG�3ODQ����DV�-DQ�DU�����������$OVR��HIIHFWLYH�
-DQ�DU�����������D�SRUWLRQ�RI�W�H�3ODQ��DV�VS�Q�RII�DQG�DVVRFLDWHG�DVVHWV��LQFO�GLQJ�HPSOR�HU�
FRQWULE�WLRQ�UHFHLYDEOH�DQG�OLDELOLWLHV��HUH�WUDQVIHUUHG�RQ�D�SUR�UDWD�EDVLV�LQ�DFFRUGDQFH��LW��W�H�
SURYLVLRQV�RI�(5,6$������DQG�W�H�3ODQ�GRF�PHQW�WR�W�H�&DUJLOO��,QFRUSRUDWHG�DQG�$VVRFLDWHG�
&RPSDQLHV�6DODULHG�(PSOR�HHV��3HQVLRQ�3ODQ����7�H�3ODQ�VSOLW�UHV�OWHG�LQ�W�H�WUDQVIHU�RI�
�������������DFF�P�ODWHG�SODQ�EHQHILWV��DQG��������������RI�DVVRFLDWHG�DVVHWV�IURP�W�H�3ODQ�WR�W�H�
6DODULHG�3ODQ���LQ�������

�E�� )��G�����R��F��

7�H�I�QGHG�VWDW�V�RI�W�H�3ODQ�LV�FRQWLQ�DOO��PRQLWRUHG�E��W�H�&RPSDQ���7�H�&RPSDQ��PDNHV�
FRQWULE�WLRQV�WR�W�H�3ODQ�V�IILFLHQW�WR�SURYLGH�W�H�3ODQ��LW��DVVHWV��LW����LF��WR�I�QG�SHQVLRQ�EHQHILWV�WR�
3ODQ�SDUWLFLSDQWV��&RQWULE�WLRQV�WR�W�H�3ODQ�DUH�GHWHUPLQHG�E��W�H�DFW�DU���VLQJ�W�H�8QLW�&UHGLW�PHW�RG��
7�H�&RPSDQ��V�FRQWULE�WLRQV�IRU������DQG������HT�DOHG�RU�H�FHHGHG�W�H�PLQLP�P�I�QGLQJ�
UHT�LUHPHQW�RI�W�H�(PSOR�HH�5HWLUHPHQW�,QFRPH�6HF�ULW��$FW�RI�������(5,6$���DV�DPHQGHG��7�H�
&RPSDQ��PDGH�D�FRQWULE�WLRQ�RI������������DQG�������������LQ������DQG�������UHVSHFWLYHO���

$OW�R�J��LW��DV�QRW�H�SUHVVHG�DQ��LQWHQWLRQ�WR�GR�VR��W�H�&RPSDQ���DV�W�H�ULJ�W��QGHU�W�H�3ODQ�WR�
GLVFRQWLQ�H�LWV�FRQWULE�WLRQV�DW�DQ��WLPH�DQG�WR�WHUPLQDWH�W�H�3ODQ�V�EMHFW�WR�W�H�SURYLVLRQV�VHW�IRUW��LQ�
(5,6$��

�F�� �����R������I����

)RU�VHUYLFH�SULRU�WR�-DQ�DU�����������UHWLUHPHQW�EHQHILWV�DUH�FDOF�ODWHG�DW������RI�W�H�)LQDO�$YHUDJH�
6DODU����LJ�HVW�FRQVHF�WLYH�ILYH��HDU�DYHUDJH�VDODU���LW�LQ�W�H�ODVW�����HDUV�RI�HPSOR�PHQW���OHVV�
������RI�DQQ�DO�6RFLDO�6HF�ULW��EHQHILWV��DOO�P�OWLSOLHG�E��W�H�SUH�������HDUV�RI�VHUYLFH��QRW�WR�H�FHHG�
�����7�HVH�EHQHILWV�DUH�LQGH�HG�IRU�I�W�UH�VDODU��LQFUHDVHV��VLQJ�DQ�LQGH��IDFWRU�HT�DO�WR�W�H�)LQDO�
$YHUDJH�6DODU��DW�WHUPLQDWLRQ�GLYLGHG�E��W�H�)LQDO�$YHUDJH�6DODU��DW��HFHPEHU�����������)RU�VHUYLFH�
DIWHU��HFHPEHU�����������UHWLUHPHQW�EHQHILWV�DUH�FDOF�ODWHG�DW�������RI�W�H�)LQDO�$YHUDJH�6DODU��SO�V�
������RI�W�H�)LQDO�$YHUDJH�6DODU��LQ�H�FHVV�RI�&RYHUHG�&RPSHQVDWLRQ��DV�GHILQHG�LQ�W�H�3ODQ�
GRF�PHQW��DOO�P�OWLSOLHG�E��W�H�SRVW�������HDUV�RI�VHUYLFH��)RU�FHUWDLQ�HPSOR�HHV��W�H�EDVH�SHUFHQWDJH�
LV�������UDW�HU�W�DQ���������HDUV�RI�VHUYLFH�DUH�EDVHG�RQ�VHUYLFH�DIWHU��HFHPEHU�����������DQG�DUH�
OLPLWHG�WR�D�WRWDO�RI�����HDUV�IRU�W�H�EDVH�EHQHILW�DQG�����HDUV�IRU�W�H�H�FHVV�EHQHILW��

(IIHFWLYH��HFHPEHU�����������W�H�3ODQ�FHDVHG�EHQHILW�DFFU�DOV�IRU�DOO�DFWLYH�SDUWLFLSDQWV�DQG�DOO�
SDUWLFLSDQWV�FHDVHG�HDUQLQJ�EHQHILWV��

�G�� ��D���D�G����DE����������I����

,I�D�3DUWLFLSDQW�EHFRPHV�GLVDEOHG��QGHU�W�H�3ODQ��W�H�3ODQ��LOO�LQFUHDVH�W�H�3DUWLFLSDQWV��HOLJLEOH�
FRPSHQVDWLRQ�E������RI�W�H�DQQ�DO�DFW�DULDO�DVV�PHG�JUR�W��LQ�HPSOR�HH�VDODULHV��,I�DQ�HPSOR�HH�
GLHV�DQG��DV�D�V�UYLYLQJ�VSR�VH�RU�GRPHVWLF�SDUWQHU��RI�DW�OHDVW�RQH�FRQWLQ�R�V��HDU���W�H�EHQHILW�LV�
SD�DEOH�WR�W�H�V�UYLYLQJ�VSR�VH�RU�GRPHVWLF�SDUWQHU�DV�DQ�DQQ�LW��IRU��LV�RU��HU�OLIHWLPH��7�H�V�UYLYLQJ�
VSR�VH�EHQHILW�LV�SD�DEOH�DW�W�H�HPSOR�HH�V�HDUOLHVW�UHWLUHPHQW�GDWH���LF��LV�DJH����LI�W�H�HPSOR�HH�
�DG����RU�PRUH��HDUV�RI�VHUYLFH���7�H�EHQHILW�LV�SD�DEOH�WR�D�GRPHVWLF�SDUWQHU�EHJLQQLQJ�W�H��HDU�
IROOR�LQJ�HPSOR�HH�V�GHDW��RU�DV�D�O�PS�V�P�LI�W�H�HPSOR�HH�LV�DW�OHDVW�DJH����DW�GDWH�RI�GHDW���
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� �� �&RQWLQ�HG��

(IIHFWLYH�-DQ�DU�����������W�H�SUHVHQW�YDO�H�RI�W�H�EHQHILW�RI�D�YHVWHG�SDUWLFLSDQW���R�GLHV��LW�R�W�D�
VSR�VH�RU�UHJLVWHUHG�GRPHVWLF�SDUWQHU��LOO�EH�SDLG�LQ�D�O�PS�V�P�WR�W�H�SDUWLFLSDQW�V�HVWDWH��

���� 6�PPDU��RI��FFR���L���3ROLFL�V�

7�H�IROOR�LQJ�DUH�W�H�VLJQLILFDQW�DFFR�QWLQJ�SROLFLHV�IROOR�HG�E��W�H�3ODQ��

�D�� �D����RI��FFR�������

7�H�DFFRPSDQ�LQJ�ILQDQFLDO�VWDWHPHQWV�DUH�SUHSDUHG�RQ�W�H�DFFU�DO�EDVLV�RI�DFFR�QWLQJ��

�E�� ����RI�(���PD����

7�H�SUHSDUDWLRQ�RI�ILQDQFLDO�VWDWHPHQWV�LQ�DFFRUGDQFH��LW��DFFR�QWLQJ�SULQFLSOHV�JHQHUDOO��DFFHSWHG�LQ�
W�H�8QLWHG�6WDWHV�RI�$PHULFD�UHT�LUHV�PDQDJHPHQW�WR�PDNH�HVWLPDWHV�DQG�DVV�PSWLRQV�W�DW�DIIHFW�W�H�
UHSRUWHG�DPR�QWV�RI�DVVHWV��OLDELOLWLHV��DQG�F�DQJHV�W�HUHLQ��GLVFORV�UH�RI�FRQWLQJHQW�DVVHWV�DQG�
OLDELOLWLHV��DQG�W�H�DFW�DULDO�SUHVHQW�YDO�H�RI�DFF�P�ODWHG�SODQ�EHQHILWV�DW�W�H�GDWH�RI�W�H�ILQDQFLDO�
VWDWHPHQWV�DQG�F�DQJHV�W�HUHLQ��$FW�DO�DPR�QWV�FR�OG�GLIIHU�IURP�W�RVH�HVWLPDWHV��

�F�� �����D�G���F�U�D�������

7�H�3ODQ��DV�LQYHVWPHQWV�DFURVV�D�UDQJH�RI�LQYHVWPHQW�VWUDWHJLHV��,QYHVWPHQWV��LQ�JHQHUDO��DUH�
H�SRVHG�WR�YDULR�V�ULVNV��V�F��DV�LQWHUHVW�UDWH��PDUNHW��DQG�FUHGLW�ULVNV����H�WR�W�H�OHYHO�RI�ULVN�
DVVRFLDWHG��LW��FHUWDLQ�LQYHVWPHQWV��LW�LV�DW�OHDVW�UHDVRQDEO��SRVVLEOH�W�DW�F�DQJHV�LQ�W�H�YDO�HV�RI�
W�HVH�LQYHVWPHQWV��LOO�RFF�U�LQ�W�H�QHDU�WHUP�DQG�W�DW�V�F��F�DQJHV�FR�OG�PDWHULDOO��DIIHFW�W�H�
DPR�QWV�UHSRUWHG�LQ�W�H�VWDWHPHQWV�RI�QHW�DVVHWV�DYDLODEOH�IRU�EHQHILWV��

3ODQ�FRQWULE�WLRQV�DUH�PDGH�DQG�W�H�DFW�DULDO�SUHVHQW�YDO�H�RI�DFF�P�ODWHG�SODQ�EHQHILWV�LV�UHSRUWHG�
EDVHG�RQ�FHUWDLQ�DVV�PSWLRQV�SHUWDLQLQJ�WR�LQWHUHVW�UDWHV��LQIODWLRQ�UDWHV��DQG�HPSOR�HH�GHPRJUDS�LFV��
DOO�RI���LF��DUH�V�EMHFW�WR�F�DQJH����H�WR��QFHUWDLQWLHV�LQ�HUHQW�LQ�W�HVH�HVWLPDWHV�DQG�W�H�
DVV�PSWLRQV�SURFHVV��LW�LV�DW�OHDVW�UHDVRQDEO��SRVVLEOH�W�DW�F�DQJHV�LQ�W�HVH�HVWLPDWHV�DQG�
DVV�PSWLRQV�LQ�W�H�QHDU�WHUP��R�OG�EH�PDWHULDO�WR�W�H�ILQDQFLDO�VWDWHPHQWV��

�G�� ������P�����D�G���FRP����FR�����R��

7�H�&RPSDQ��HVWDEOLV�HG��HIIHFWLYH�6HSWHPEHU����������D�PDVWHU�WU�VW�I�QG��W�H�0DVWHU�7U�VW���7�H�
S�USRVH�RI�W�H�0DVWHU�7U�VW�LV�WR�SRRO�LQYHVWPHQW�WUDQVDFWLRQV�DQG�DF�LHYH��QLIRUP�UDWHV�RI�UHW�UQ�RQ�
FRPSDUDEOH�I�QGV��QGHU�HDF��SODQ�LQ�W�H�0DVWHU�7U�VW��(DF��SODQ�GHSRVLWV�LQYHVWDEOH�I�QGV�LQ�W�H�
0DVWHU�7U�VW�DQG�HDF��R�QV�DQ��QGLYLGHG�LQWHUHVW�LQ�W�H�QHW�DVVHWV�RI�W�H�7U�VW��7�H�3ODQ�V�LQYHVWPHQW�
LQ�W�H�0DVWHU�7U�VW�UHSUHVHQWV�LWV�SUR�UDWD�LQWHUHVW�LQ�W�H�QHW�DVVHWV�RI�W�H�7U�VW��7�H��QD�GLWHG�ILQDQFLDO�
VWDWHPHQWV�RI�W�H�0DVWHU�7U�VW�DUH�VHSDUDWHO��ILOHG��LW��W�H��HSDUWPHQW�RI�/DERU��QRWH�����

7UDQVDFWLRQV�DQG�DVVHWV�RI�W�H�0DVWHU�7U�VW�DUH�DFFR�QWHG�IRU�VHSDUDWHO��IURP�W�RVH�RI�W�H�3ODQ��
6HF�ULWLHV�WUDQVDFWLRQV�DUH�UHFRJQL�HG�RQ�W�H�GDWH�W�H�RUGHU�WR�E���RU�VHOO�LV�H�HF�WHG��1HW�DSSUHFLDWLRQ�
DQG�GHSUHFLDWLRQ�RI�LQYHVWPHQWV�LQFO�GH�UHDOL�HG�DQG��QUHDOL�HG�JDLQV�DQG�ORVVHV��
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� ��� �&RQWLQ�HG��

,QYHVWPHQWV�DUH�UHSRUWHG�DW�IDLU�YDO�H��)DLU�YDO�H�LV�W�H�SULFH�W�DW��R�OG�EH�UHFHLYHG�WR�VHOO�DQ�DVVHW�RU�
SDLG�WR�WUDQVIHU�D�OLDELOLW��LQ�DQ�RUGHUO��WUDQVDFWLRQ�EHW�HHQ�PDUNHW�SDUWLFLSDQWV�DW�W�H�PHDV�UHPHQW�
GDWH��7�H�3HQVLRQ�,QYHVWPHQW�&RPPLWWHH�GHWHUPLQHV�W�H�3ODQ�V�YDO�DWLRQ�SROLFLHV��WLOL�LQJ�LQIRUPDWLRQ�
SURYLGHG�E��LWV�LQYHVWPHQW�DGYLVHUV��F�VWRGLDQV��DQG�LQV�UDQFH�FRPSDQ���6HH�QRWH���IRU�D�GLVF�VVLRQ�
RI�IDLU�YDO�H�PHDV�UHPHQWV��3�UF�DVHV�DQG�VDOHV�RI�VHF�ULWLHV�DUH�UHFRUGHG�RQ�D�WUDGH�GDWH�EDVLV��
,QWHUHVW�LQFRPH�LV�UHFRUGHG�RQ�W�H�DFFU�DO�EDVLV���LYLGHQGV�DUH�UHFRUGHG�RQ�W�H�H��GLYLGHQG�GDWH��

���� ��U��D������

�HULYDWLYH�ILQDQFLDO�LQVWU�PHQWV�DUH��VHG�E��W�H�0DVWHU�7U�VW�V�LQYHVWPHQW�PDQDJHUV�SULPDULO��WR�
UHEDODQFH�W�H�IL�HG�LQFRPH�DQG�HT�LW��DOORFDWLRQ�RI�W�H�0DVWHU�7U�VW�V�SRUWIROLR��7�H�GHULYDWLYHV�PRVW�
FRPPRQO���VHG�E��W�H�LQYHVWPHQW�PDQDJHUV�DUH��LJ�O��OLT�LG�H�F�DQJH�WUDGHG�HT�LW��DQG�IL�HG�LQFRPH�
I�W�UHV��7�H�IDLU�YDO�H�RI�W�H�GHULYDWLYH�LQVWU�PHQWV��QRQH�RI���LF��DUH�DFFR�QWHG�IRU�DV��HGJH�
LQVWU�PHQWV��QGHU�)LQDQFLDO�$FFR�QWLQJ�6WDQGDUGV�%RDUG��)$6%��$FFR�QWLQJ�6WDQGDUGV�&RGLILFDWLRQ�
7RSLF�������HU��D���HV�D����H�������LV�LQFO�GHG�LQ�W�H�0DVWHU�7U�VW�V�VWDWHPHQW�RI�DVVHWV��QGHU�SODQ�
LQWHUHVW�LQ�LQYHVWPHQW�LQFRPH��ORVV��RI�W�H�&DUJLOO�0DVWHU�7U�VW��7�H��VH�RI�GHULYDWLYH�LQVWU�PHQWV�LV�QRW�
EHOLHYHG�WR�PDWHULDOO��LQFUHDVH�W�H�FUHGLW�RU�PDUNHW�ULVN�RI�W�H�0DVWHU�7U�VW�V�LQYHVWPHQWV��

�I�� �D�P������R��DU��F��D����

3D�PHQW�RI�EHQHILWV�WR�SDUWLFLSDQWV�LV�UHFRUGHG��SRQ�GLVWULE�WLRQ��

���� �GP�����UD�����(��������

6RPH�H�SHQVHV�DUH�SDLG�R�W�RI�W�H�0DVWHU�7U�VW�E��W�H�3ODQ�7U�VWHH��$Q��H�SHQVHV�W�DW�DUH�GLUHFWO��
LQF�UUHG�V�F��DV�3HQVLRQ�%HQHILW���DUDQW��&RUSRUDWLRQ��3%�&��LQV�UDQFH�SUHPL�PV��DQG�DFW�DULDO��
D�GLW��DQG�EHQHILWV�DGPLQLVWUDWLRQ�IHHV��DUH�DOORFDWHG�WR�W�H�SODQV�EDVHG�RQ�DFW�DO�FRVWV��7�HVH�
H�SHQVHV�WRWDOHG������������DQG������������IRU������DQG�������UHVSHFWLYHO���(�SHQVHV�LQF�UUHG�E��
W�H�0DVWHU�7U�VW��V�F��DV�7U�VWHH�DQG�LQYHVWPHQW�PDQDJHPHQW�FRVWV��DUH�DOORFDWHG�WR�W�H�LQGLYLG�DO�
SODQV�EDVHG��SRQ�EHJLQQLQJ�RI�PRQW��EDODQFHV�LQYHVWHG�LQ�W�H�0DVWHU�7U�VW��7�HVH�H�SHQVHV�WRWDOHG�
�����������DQG������������IRU������DQG�������UHVSHFWLYHO���&HUWDLQ�SODQ�DGPLQLVWUDWLRQ�FRVWV�DUH�
DEVRUEHG�E��W�H�SODQ�DGPLQLVWUDWRU��

���� ��F�����FFR��������UR�R��F�P�����

��8�������������D��HV��R���H���VFORV�UH��H���UH�H��V��RU��D�U��DO�H�0HDV�UH�H�����,Q�
$�J�VW�������W�H�)$6%�LVV�HG�J�LGDQFH�RQ�PRGLI�LQJ�W�H�GLVFORV�UH�UHT�LUHPHQWV�RQ�IDLU�YDO�H�
PHDV�UHPHQWV�DV�SDUW�RI�W�H�GLVFORV�UH�IUDPH�RUN�SURMHFW��7�H�J�LGDQFH�PRGLILHG��DPRQJ�RW�HU�
W�LQJV��W�H�GLVFORV�UHV�UHT�LUHG�IRU�/HYHO���IDLU�YDO�H�PHDV�UHPHQWV��LQFO�GLQJ�W�H�UDQJH�DQG��HLJ�WHG�
DYHUDJH�RI�VLJQLILFDQW��QREVHUYDEOH�LQS�WV��7�H�J�LGDQFH�UHPRYHG��DPRQJ�RW�HU�W�LQJV��W�H�
UHT�LUHPHQW�WR�GLVFORVH�WUDQVIHUV�EHW�HHQ�/HYHOV���DQG����7�H�J�LGDQFH��DV�DGRSWHG�RQ�-DQ�DU�����
�����DQG�GLG�QRW��DYH�D�PDWHULDO�LPSDFW�RQ�W�H�3ODQ�V�ILQDQFLDO�VWDWHPHQWV��
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1RWHV�WR�)LQDQFLDO�6WDWHPHQWV�

�HFHPEHU����������DQG������

� ��� �&RQWLQ�HG��

���� �F��DULDO�3U�V����9DO���RI��FF�P�OD��G�3OD������IL�V�

$FF�P�ODWHG�SODQ�EHQHILWV�DUH�W�RVH�I�W�UH�SHULRGLF�SD�PHQWV��LQFO�GLQJ�O�PS�V�P�GLVWULE�WLRQV�W�DW�DUH�
DWWULE�WDEOH���QGHU�W�H�3ODQ�V�SURYLVLRQV��WR�VHUYLFH�UHQGHUHG�E��HPSOR�HHV��$FF�P�ODWHG�SODQ�EHQHILWV�
LQFO�GH�EHQHILWV�H�SHFWHG�WR�EH�SDLG�WR��D��UHWLUHG�RU�WHUPLQDWHG�HPSOR�HHV�RU�W�HLU�EHQHILFLDULHV��
�E��EHQHILFLDULHV�RI�HPSOR�HHV���R��DYH�GLHG��DQG��F��SUHVHQW�HPSOR�HHV�RU�W�HLU�EHQHILFLDULHV��%HQHILWV�
SD�DEOH��QGHU�DOO�FLUF�PVWDQFHV���UHWLUHPHQW��GHDW���GLVDELOLW���DQG�WHUPLQDWLRQ�RI�HPSOR�PHQW���DUH�
LQFO�GHG�WR�W�H�H�WHQW�W�H��DUH�GHHPHG�DWWULE�WDEOH�WR�HPSOR�HH�VHUYLFH�UHQGHUHG�WR�W�H�YDO�DWLRQ�GDWH��
%HQHILWV�WR�EH�SURYLGHG�W�UR�J��DQQ�LW��FRQWUDFWV��DYH�EHHQ�UHG�FHG�IURP�SODQ�DVVHWV�DQG�UHPRYHG�IURP�
W�H�DFW�DULDO�SUHVHQW�YDO�H�RI�DFF�P�ODWHG�SODQ�EHQHILWV��

7�H�DFW�DULDO�SUHVHQW�YDO�H�RI�DFF�P�ODWHG�SODQ�EHQHILWV��LQFO�GLQJ�ERW��YHVWHG��EHQHILWV�WR���LF��
SDUWLFLSDQWV�DUH�HQWLWOHG��UHJDUGOHVV�RI�I�W�UH�VHUYLFH��LW��W�H�&RPSDQ���DQG�QRQYHVWHG�EHQHILWV��LV�
GHWHUPLQHG�DV�RI�W�H�EHJLQQLQJ�RI�W�H�SODQ��HDU�E��W�H�LQGHSHQGHQW�DFW�DULDO�ILUP�0HUFHU��DQG�LV�W�H�
DPR�QW�W�DW�UHV�OWV�IURP�DSSO�LQJ�DFW�DULDO�DVV�PSWLRQV�WR�DGM�VW�W�H�DFF�P�ODWHG�SODQ�EHQHILWV�WR�UHIOHFW�
W�H�WLPH�YDO�H�RI�PRQH���W�UR�J��GLVFR�QWV�IRU�LQWHUHVW��DQG�SUREDELOLW��RI�SD�PHQW��E��PHDQV�RI�
GHFUHPHQWV�IRU�GHDW���GLVDELOLW���WHUPLQDWLRQ��RU�UHWLUHPHQW��EHW�HHQ�W�H�YDO�DWLRQ�GDWH�DQG�H�SHFWHG�GDWHV�
RI�SD�PHQW��

6LJQLILFDQW�DVV�PSWLRQV��VHG�LQ�W�H�YDO�DWLRQ�RI�W�H�3ODQ�V�DFW�DULDO�SUHVHQW�YDO�H�RI�DFF�P�ODWHG�SODQ�
EHQHILWV�LQFO�GH��D���LW�GUD�DO�DQG�GLVDELOLW��UDWHV�EDVHG��SRQ�SDVW�H�SHULHQFH���E��DVV�PHG�PRUWDOLW��
UDWHV�EDVHG��SRQ�S�EOLV�HG�VWDWLVWLFDO�GDWD��VLQJ�W�H�35,������WDEOH�SURMHFWHG��VLQJ�6FDOH�003������IRU�
SUHUHWLUHPHQW�DQG�W�H�0,/(6��0HUFHU�,QG�VWU��/RQJHYLW��(�SHULHQFH�6W�G���IRU�W�H�&RQV�PHU��RRGV��)RRG�
���ULQN�LQG�VWU��JUR�S�SURMHFWHG��VLQJ�6FDOH�003������IRU�SRVWUHWLUHPHQW���F��DVV�PHG�UHWLUHPHQW�DJH�
YDULHV�IURP����WR������G��DVV�PHG�UDWH�RI�UHW�UQ�RI�������DQG�������IRU������DQG������UHVSHFWLYHO���

���� 3OD��7�UPL�D�LR��

:�LOH�W�H�&RPSDQ���DV�QRW�H�SUHVVHG�DQ��LQWHQW�WR�WHUPLQDWH�W�H�3ODQ�RU�WR�GLVFRQWLQ�H�FRQWULE�WLRQV��LW�LV�
IUHH�WR�GR�VR�DW�DQ��WLPH��V�EMHFW�WR�W�H�SURYLVLRQV�VHW�IRUW��LQ�W�H�(5,6$��6�R�OG�W�H�3ODQ�EH�WHUPLQDWHG�DW�
VRPH�I�W�UH�WLPH��DOO�SDUWLFLSDQWV�EHFRPH������YHVWHG�LQ�EHQHILWV�HDUQHG�DV�RI�W�H�WHUPLQDWLRQ�GDWH��

,Q�W�H�HYHQW�W�H�3ODQ�WHUPLQDWHV��W�H�EHQHILW�RI�DQ��+LJ�O��&RPSHQVDWHG�(PSOR�HH��DQG�DQ��+LJ�O��
&RPSHQVDWHG�)RUPHU�(PSOR�HH���DV�GHILQHG�LQ�W�H�3ODQ��LV�OLPLWHG�WR�D�EHQHILW�W�DW�LV�QRQGLVFULPLQDWRU��
�QGHU�6HFWLRQ�����D�����RI�W�H�,QWHUQDO�5HYHQ�H�&RGH��,5&���

,I�W�H�WHUPLQDWLRQ�LV�W�H�UHV�OW�RI�W�H�EDQNU�SWF��RU�QHDU�EDQNU�SWF��RI�W�H�&RPSDQ��DQG�W�H�3ODQ�V�DVVHWV�
DUH�QRW�DGHT�DWH�WR�SD��DOO�EHQHILWV�YHVWHG�SULRU�WR�W�H�WHUPLQDWLRQ��W�H�3%�&��LOO�WDNH�RYHU�W�H�3ODQ�DQG�
�LOO�SD��W�RVH�EHQHILWV�W�DW�LW�J�DUDQWHHV��,Q�W�LV�FDVH��VRPH�SDUWLFLSDQWV�PD��UHFHLYH�D�VPDOOHU�EHQHILW�W�DQ�
LI�W�H�3ODQ��DG�FRQWLQ�HG��:�HW�HU�D�SDUWLF�ODU�SDUWLFLSDQW�V�DFF�P�ODWHG�SODQ�EHQHILWV��LOO�EH�SDLG�GHSHQGV�
RQ�ERW��W�H�SULRULW��RI�W�RVH�EHQHILWV��DV�GHVFULEHG�LQ�W�H�3ODQ�GRF�PHQW��DQG�W�H�OHYHO�RI�EHQHILWV�
J�DUDQWHHG�E��W�H�3%�&�DW�W�DW�WLPH��

,I���R�HYHU��W�H�3ODQ�LV�WHUPLQDWHG�IRU�DQ��UHDVRQ�RW�HU�W�DQ�W�H�EDQNU�SWF��RU�QHDU�EDQNU�SWF��RI�W�H�
&RPSDQ��DQG�W�H�3ODQ��DV�LQV�IILFLHQW�DVVHWV��W�H�&RPSDQ���LOO�EH�UHT�LUHG�WR�SD��WR�W�H�3ODQ�DQ�DPR�QW�
W�DW��WRJHW�HU��LW��W�H�SODQ�DVVHWV���LOO�VDWLVI��DOO�EHQHILWV�DFF�P�ODWHG�WR�W�H�GDWH�RI�W�H�SODQ�WHUPLQDWLRQ��
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1RWHV�WR�)LQDQFLDO�6WDWHPHQWV�

�HFHPEHU����������DQG������

� ��� �&RQWLQ�HG��

���� ,�IRUPD�LR����U�LIL�G�E��7U�V����

7�H�3ODQ�7U�VWHH��ROGV�W�H�3ODQ�V�LQYHVWPHQW�DVVHWV��H�HF�WHV�WUDQVDFWLRQV�W�HUHLQ�S�UV�DQW�WR�
GLVFUHWLRQDU��D�W�RULW��JUDQWHG�WR�W�H�3ODQ�7U�VWHH�FRQFHUQLQJ�S�UF�DVHV�DQG�VDOHV�RI�LQYHVWPHQWV�LQ�W�H�
7U�VW�I�QG��DQG�FROOHFWV�W�H�UHODWHG�LQYHVWPHQW�LQFRPH��

7�H�3ODQ�7U�VWHH��DV�SURYLGHG�W�H�SODQ�DGPLQLVWUDWRU��LW��FHUWLILFDWLRQV�DV�WR�W�H�FRPSOHWHQHVV�DQG�
DFF�UDF��RI�LQYHVWPHQW�DVVHWV�DQG�LQYHVWPHQW�LQFRPH�RI�W�H�3ODQ�DQG�0DVWHU�7U�VW�DV�RI�DQG�IRU�W�H��HDUV�
HQGHG��HFHPEHU����������DQG������DV�R�WOLQHG�LQ�W�H�IROOR�LQJ�WDEOH��

���� ����

3ODQ�,QWHUHVW�LQ�&DUJLOO�0DVWHU�7U�VW�

,QYHVWPHQW�DW�IDLU�YDO�H � ������������� � ������������� �

,QYHVWPHQW�LQFRPH ����������� � ����������� �

&DUJLOO�0DVWHU�7U�VW�

,QYHVWPHQW�DW�IDLU�YDO�H � ������������� � ������������� �

,QYHVWPHQW�LQFRPH ����������� � ����������� �

�

6�F��DPR�QWV�DUH�LQFO�GHG�LQ�W�H�DFFRPSDQ�LQJ�ILQDQFLDO�VWDWHPHQWV��QRWHV�W�HUHWR��DQG�V�SSOHPHQWDO�
VF�HG�OHV�RI�W�H�3ODQ�EDVHG�RQ�V�F��FHUWLILFDWLRQV�IURP�W�H�3ODQ�7U�VWHH��

���� ,���U�V��L��0DV��U�7U�V��

0RVW�RI�W�H�3ODQ�V�LQYHVWPHQWV�DUH�LQ�W�H�0DVWHU�7U�VW����LF���DV�HVWDEOLV�HG�IRU�W�H�LQYHVWPHQW�RI�DVVHWV�
RI�W�H�3ODQ�DQG�VHYHUDO�RW�HU�&RPSDQ��VSRQVRUHG�UHWLUHPHQW�SODQV��(DF��SDUWLFLSDWLQJ�UHWLUHPHQW�SODQ��DV�
DQ��QGLYLGHG�LQWHUHVW�LQ�W�H�0DVWHU�7U�VW��7�H�DVVHWV�RI�W�H�0DVWHU�7U�VW�DUH��HOG�E��W�H�3ODQ�7U�VWHH��7�H�
YDO�H�RI�W�H�3ODQ�V�LQWHUHVW�LQ�W�H�0DVWHU�7U�VW�LV�EDVHG�RQ�W�H�EHJLQQLQJ�RI��HDU�YDO�H�RI�W�H�3ODQ�V�LQWHUHVW�
LQ�W�H�7U�VW�SO�V�DFW�DO�FRQWULE�WLRQV�DQG�DOORFDWHG�LQYHVWPHQW�LQFRPH��LQFO�GLQJ�UHDOL�HG�DQG��QUHDOL�HG�
JDLQV�DQG�ORVVHV��OHVV�DFW�DO�GLVWULE�WLRQV�DQG�DOORFDWHG�DGPLQLVWUDWLYH�H�SHQVHV��$V�RI��HFHPEHU����������
DQG�������W�H�3ODQ�V�LQWHUHVW�LQ�W�H�QHW�DVVHWV��LQFO�GLQJ�UHDOL�HG�DQG��QUHDOL�HG�JDLQV�DQG�ORVVHV��RI�W�H�
0DVWHU�7U�VW��DV�DSSUR�LPDWHO��������DQG��������UHVSHFWLYHO���,QYHVWPHQW�LQFRPH��ORVV��UHODWHG�WR�W�H�
0DVWHU�7U�VW�LV�DOORFDWHG�WR�W�H�LQGLYLG�DO�SODQV�EDVHG��SRQ�EHJLQQLQJ�RI�W�H�PRQW��EDODQFHV�LQYHVWHG�LQ�
W�H�3ODQ��
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1RWHV�WR�)LQDQFLDO�6WDWHPHQWV�

�HFHPEHU����������DQG������

� ��� �&RQWLQ�HG��

)DLU�YDO�HV�RI�LQYHVWPHQWV��SULRU�WR�FRQVLGHUDWLRQ�RI�DFFU�HG�DGPLQLVWUDWLYH�H�SHQVHV��IRU�W�H�0DVWHU�7U�VW�
DUH�DV�IROOR�V��

3OD��V�,���U�V��L��0DV��U�7U�V� 7R�DO�0DV��U�7U�V���VV��V

��F�PE�U���� ��F�PE�U���� ��F�PE�U���� ��F�PE�U����

���� ���� ���� ����

(T�LW��VHF�ULWLHV�

8QLWHG�6WDWHV � ����������� � ����������� � ����������� � ����������� �

1RQ�8QLWHG�6WDWHV ����������� � ����������� � ����������� � ����������� �

�HEW�VHF�ULWLHV�

&RUSRUDWH�ERQGV ����������� � ����������� � ������������� � ������������� �

5HDO�HVWDWH ����������� � ����������� � ����������� � ����������� �

3ULYDWH�HT�LW� ����������� � ����������� � ����������� � ����������� �

+HGJH�I�QGV ����������� � ����������� � ����������� � ����������� �

6�RUW�WHUP�LQYHVWPHQW

I�QGV ���������� � ���������� � ����������� � ���������� �

� ������������� � ������������� � ������������� � ������������� �

�

1HW�LQYHVWPHQW�LQFRPH�IRU�W�H�0DVWHU�7U�VW�LV�DV�IROOR�V��

��F�PE�U���

���� ����

1HW�UHDOL�HG�DQG��QUHDOL�HG�DSSUHFLDWLRQ��GHSUHFLDWLRQ�

LQ�IDLU�YDO�H�RI�

(T�LW��VHF�ULWLHV�

8QLWHG�6WDWHV � ���������� � ���������� �

1RQ�8QLWHG�6WDWHV ����������� � ���������� �

�HEW�VHF�ULWLHV�

&RUSRUDWH�ERQGV ����������� � ����������� �

5HDO�HVWDWH ������������ ���������� �

3ULYDWH�HT�LW� ���������� � ���������� �

+HGJH�I�QGV ���������� � ���������� �

6�RUW�WHUP�LQYHVWPHQW�I�QGV ���������� � ��������� �

6�EWRWDO ����������� � ����������� �

�LYLGHQGV ���������� � ���������� �

,QWHUHVW ���������� � ���������� �

7RWDO � ����������� � ����������� �

�
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1RWHV�WR�)LQDQFLDO�6WDWHPHQWV�

�HFHPEHU����������DQG������

� ��� �&RQWLQ�HG��

7�H�0DVWHU�7U�VW��DV��������������RI�LQYHVWPHQWV�LQ�DOWHUQDWLYH�LQYHVWPHQW�I�QGV�DV�RI��HFHPEHU�����
��������LF��DUH�UHSRUWHG�DW�1$9��7�H�1$9�LV��VHG�DV�D�SUDFWLFDO�H�SHGLHQW�WR�HVWLPDWH�W�H�IDLU�YDO�H�RI�W�H�
LQYHVWPHQW��6�F��LQYHVWPHQWV�DUH�UHGHHPDEOH��LW��W�H�I�QG�DW�1$9��QGHU�W�H�RULJLQDO�WHUPV�RI�W�H�
SDUWQHUV�LS�DJUHHPHQWV�DQG�RU�V�EVFULSWLRQ�DJUHHPHQWV�DQG�RSHUDWLRQV�RI�W�H��QGHUO�LQJ�I�QGV��+R�HYHU��
LW�LV�SRVVLEOH�W�DW�W�HVH�UHGHPSWLRQ�ULJ�WV�PD��EH�UHVWULFWHG�RU�HOLPLQDWHG�E��W�H�I�QGV�LQ�W�H�I�W�UH�LQ�
DFFRUGDQFH��LW��W�H��QGHUO�LQJ�I�QG�DJUHHPHQWV����H�WR�W�H�QDW�UH�RI�W�H�LQYHVWPHQWV��HOG�E��W�H�I�QGV��
F�DQJHV�LQ�PDUNHW�FRQGLWLRQV�DQG�W�H�HFRQRPLF�HQYLURQPHQW�PD��VLJQLILFDQWO��LPSDFW�W�H�1$9�RI�W�H�I�QGV�
DQG��FRQVHT�HQWO���W�H�IDLU�YDO�H�RI�W�H�0DVWHU�7U�VW�V�LQWHUHVWV�LQ�W�H�I�QGV��

7�H�IROOR�LQJ�WDEOH�V�PPDUL�HV�W�H�UHGHPSWLRQ�WHUPV�IRU�0DVWHU�7U�VW�DOWHUQDWLYH�LQYHVWPHQWV����LF���HUH�
PHDV�UHG�DW�IDLU�YDO�H��VLQJ�W�H�1$9�DV�D�SUDFWLFDO�H�SHGLHQW�DV�RI��HFHPEHU�����������

8�I��G�G 5�G�PS�LR����UPV

)DLU�YDO�� FRPPL�P���V 2EM�F�LY� D�G�U�V�ULF�LR�V

5HDO�HVWDWH � ����������� � ���������� � 3RUWIROLR�GLYHUVLILFDWLRQ� 5HGHPSWLRQ�QRW�SHUPLWWHG��)RU�W�HVH

�LHOG�HQ�DQFHPHQW LQYHVWPHQWV��W�H�0DVWHU�7U�VW

DQG�LQIODWLRQ UHFHLYHV�GLVWULE�WLRQV�W�UR�J�

SURWHFWLRQ� OLT�LGDWLRQ�RI��QGHUO�LQJ�DVVHWV�RYHU

W�HLU�UHPDLQLQJ�OLIH�RI��S�WR�����HDUV�

3ULYDWH�HT�LW� ����������� � ���������� � 5HW�UQ�HQ�DQFHPHQW 5HGHPSWLRQ�QRW�SHUPLWWHG��)RU�W�HVH

DQG�SRUWIROLR LQYHVWPHQWV��W�H�0DVWHU�7U�VW

GLYHUVLILFDWLRQ UHFHLYHV�GLVWULE�WLRQV�W�UR�J�

OLT�LGDWLRQ�RI��QGHUO�LQJ�DVVHWV�RYHU

W�HLU�UHPDLQLQJ�OLIH�RI��S�WR�����HDUV�

+HGJH�I�QGV ����������� � � � 3RUWIROLR�GLYHUVLILFDWLRQ 5HGHPSWLRQ�LV�SHUPLWWHG��)UHT�HQF�

UDQJHV�IURP�PRQW�O��WR�HYHU��W�UHH

�HDUV��LW��������GD�V�QRWLFH�

3�EOLF�HT�LWLHV ����������� � � � 5HW�UQ�HQ�DQFHPHQW 5HGHPSWLRQ�LV�SHUPLWWHG�RQ�W�H��VW

E�VLQHVV�GD��RI�W�H�IROOR�LQJ�PRQW��

7RWDO � ����������� � ����������� �

�
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7�H�IROOR�LQJ�WDEOH�V�PPDUL�HV�W�H�UHGHPSWLRQ�WHUPV�IRU�0DVWHU�7U�VW�DOWHUQDWLYH�LQYHVWPHQWV����LF���HUH�
PHDV�UHG�DW�IDLU�YDO�H��VLQJ�W�H�1$9�DV�D�SUDFWLFDO�H�SHGLHQW�DV�RI��HFHPEHU�����������

8�I��G�G 5�G�PS�LR����UPV

)DLU�YDO�� FRPPL�P���V 2EM�F�LY� D�G�U�V�ULF�LR�V

5HDO�HVWDWH � ����������� � ���������� � 3RUWIROLR�GLYHUVLILFDWLRQ� 5HGHPSWLRQ�QRW�SHUPLWWHG��)RU�W�HVH

�LHOG�HQ�DQFHPHQW� LQYHVWPHQWV��W�H�0DVWHU�7U�VW

DQG�LQIODWLRQ UHFHLYHV�GLVWULE�WLRQV�W�UR�J�

SURWHFWLRQ� OLT�LGDWLRQ�RI��QGHUO�LQJ�DVVHWV�RYHU

W�HLU�UHPDLQLQJ�OLIH�RI��S�WR�����HDUV�

3ULYDWH�HT�LW� ����������� � ���������� � 5HW�UQ�HQ�DQFHPHQW 5HGHPSWLRQ�QRW�SHUPLWWHG��)RU�W�HVH

DQG�SRUWIROLR LQYHVWPHQWV��W�H�0DVWHU�7U�VW

GLYHUVLILFDWLRQ� UHFHLYHV�GLVWULE�WLRQV�W�UR�J�

OLT�LGDWLRQ�RI��QGHUO�LQJ�DVVHWV�RYHU

W�HLU�UHPDLQLQJ�OLIH�RI��S�WR�����HDUV�

+HGJH�I�QGV ����������� � � � 3RUWIROLR�GLYHUVLILFDWLRQ 5HGHPSWLRQ�LV�SHUPLWWHG��)UHT�HQF�

UDQJHV�IURP�PRQW�O��WR�HYHU��W�UHH

�HDUV��LW��������GD�V��QRWLFH�

3�EOLF�HT�LWLHV ����������� � � � 5HW�UQ�HQ�DQFHPHQW 5HGHPSWLRQ�LV�SHUPLWWHG�RQ�W�H��VW

E�VLQHVV�GD��RI�W�H�IROOR�LQJ�PRQW��

7RWDO � ����������� � ����������� �

�

���� )DLU�9DO���0�DV�U�P���V�

7�H�IUDPH�RUN�IRU�PHDV�ULQJ�IDLU�YDO�H�SURYLGHV�D�IDLU�YDO�H��LHUDUF���W�DW�SULRULWL�HV�W�H�LQS�WV�WR�
YDO�DWLRQ�WHF�QLT�HV��VHG�WR�PHDV�UH�IDLU�YDO�H��7�H��LHUDUF���JLYHV�W�H��LJ�HVW�SULRULW��WR��QDGM�VWHG�
T�RWHG�SULFHV�LQ�DFWLYH�PDUNHWV�IRU�LGHQWLFDO�DVVHWV�RU�OLDELOLWLHV��/HYHO���PHDV�UHPHQWV��DQG�W�H�OR�HVW�
SULRULW��WR��QREVHUYDEOH�LQS�WV��/HYHO���PHDV�UHPHQWV���7�H�W�UHH�OHYHOV�RI�W�H�IDLU�YDO�H��LHUDUF���DUH�
GHVFULEHG�EHOR���

%DVLV�IRU�IDLU�YDO�H�PHDV�UHPHQW��

/HYHO��� ,QS�WV�WR�W�H�YDO�DWLRQ�PHW�RGRORJ��DUH��QDGM�VWHG�T�RWHG�SULFHV�IRU�LGHQWLFDO�DVVHWV�RU�
OLDELOLWLHV�LQ�DFWLYH�PDUNHWV�W�DW�W�H�3ODQ��DV�W�H�DELOLW��WR�DFFHVV��

/HYHO��� ,QS�WV�WR�W�H�YDO�DWLRQ�PHW�RGRORJ��LQFO�GH��

•� 4�RWHG�SULFHV�RI�VLPLODU�RU�LGHQWLFDO�DVVHWV�LQ�PDUNHWV�

•� 4�RWHG�SULFHV�IRU�LGHQWLFDO�RU�VLPLODU�DVVHWV�RU�OLDELOLWLHV�LQ�LQDFWLYH�PDUNHWV�

•� ,QS�WV�RW�HU�W�DQ�T�RWHG�SULFHV�W�DW�DUH�REVHUYDEOH�IRU�W�H�DVVHW�RU�OLDELOLW��
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� ��� �&RQWLQ�HG��

•� ,QS�WV�W�DW�DUH�GHULYHG�SULQFLSDOO��IURP�RU�FRUURERUDWHG�E��REVHUYDEOH�PDUNHW�GDWD�E��
FRUUHODWLRQ�RU�RW�HU�PHDQV��

,I�W�H�DVVHW�RU�OLDELOLW���DV�D�VSHFLILHG��FRQWUDFW�DO��WHUP��W�H�OHYHO���LQS�W�P�VW�EH�REVHUYDEOH�
IRU�V�EVWDQWLDOO��W�H�I�OO�WHUP�RI�W�H�DVVHW�RU�OLDELOLW���

/HYHO��� ,QS�WV�WR�W�H�YDO�DWLRQ�PHW�RGRORJ��DUH��QREVHUYDEOH�DQG�VLJQLILFDQW�WR�W�H�IDLU�YDO�H�
PHDV�UHPHQW��

7�H�DVVHW�V�RU�OLDELOLW��V�IDLU�YDO�H�PHDV�UHPHQW�OHYHO��LW�LQ�W�H�IDLU�YDO�H��LHUDUF���LV�EDVHG�RQ�W�H�OR�HVW�
OHYHO�RI�DQ��LQS�W�W�DW�LV�VLJQLILFDQW�WR�W�H�IDLU�YDO�H�PHDV�UHPHQW��9DO�DWLRQ�WHF�QLT�HV�PD�LPL�H�W�H��VH�
RI�UHOHYDQW�REVHUYDEOH�LQS�WV�DQG�PLQLPL�H�W�H��VH�RI��QREVHUYDEOH�LQS�WV��

7�H�IROOR�LQJ�WDEOHV�SUHVHQW�W�H�OHYHO��LW�LQ�W�H�IDLU�YDO�H��LHUDUF���DW���LF��W�H�0DVWHU�7U�VW�LQYHVWPHQW�
DVVHWV�DUH�PHDV�UHG�RQ�D�UHF�UULQJ�EDVLV�DV�RI��HFHPEHU����������DQG�������

����

��Y�O�� ��Y�O�� ��Y�O�� 7R�DO

(T�LW��VHF�ULWLHV�����

8QLWHG�6WDWHV � ����������� � ����������� � � � ����������� �

1RQ�8QLWHG�6WDWHV ���������� � ����������� � � � ����������� �

�HEW�VHF�ULWLHV���� � � ������������� � � � ������������� �

6�RUW�WHUP�LQYHVWPHQW�I�QGV���� � � ����������� � � � ����������� �

7RWDO�DVVHW�LQ�W�H
IDLU�YDO�H��LHUDUF�� � ����������� � ������������� � � � ������������� �

,QYHVWPHQWV�PHDV�UHG�DW�1$9���� ����������� �

7RWDO � ������������� �

�



��5�,����,1�25325�7(���1���662�,�7(���203�1,(6�
6���5,(��(03�2�((6��3(16,21�3��1�

1RWHV�WR�)LQDQFLDO�6WDWHPHQWV�

�HFHPEHU����������DQG������

� ��� �&RQWLQ�HG��

����

��Y�O�� ��Y�O�� ��Y�O�� 7R�DO

(T�LW��VHF�ULWLHV�����

8QLWHG�6WDWHV � ���������� � ����������� � � � ����������� �

1RQ�8QLWHG�6WDWHV ���������� � ����������� � � � ����������� �

�HEW�VHF�ULWLHV���� � � ������������� � � � ������������� �

6�RUW�WHUP�LQYHVWPHQW�I�QGV���� � � ���������� � � � ���������� �

7RWDO�DVVHW�LQ�W�H
IDLU�YDO�H��LHUDUF�� � ����������� � ������������� � � � ������������� �

,QYHVWPHQWV�PHDV�UHG�DW�1$9���� ����������� �

7RWDO � ������������� �

�

���� ,QGLYLG�DO�VHF�ULWLHV��HOG�GLUHFWO����RVH�YDO�HV�DUH�EDVHG�RQ�T�RWHG�SULFHV�LQ�DFWLYH�PDUNHWV�LQ���LF��
W�H��WUDGH��OHYHO�����DQG�LQGLYLG�DO�VHF�ULWLHV��HOG�W�UR�J��&ROOHFWLYH�,QYHVWPHQW�7U�VWV���HUH�W�H�
VHF�ULWLHV�DUH�YDO�HG�EDVHG�RQ�T�RWHG�SULFHV�E�W�W�H�7U�VW�LV�QRW�DFWLYHO��WUDGHG��OHYHO�����

���� ,QGLYLG�DO�VHF�ULWLHV���RVH�YDO�H�LV�EDVHG�RQ�T�RWHG�1$9�DQG�FRUSRUDWH�ERQGV��LW��VLJQLILFDQW�LQS�WV�
��LF��DUH�REVHUYDEOH�LQ�W�H�PDUNHW��$V�V�F���W�H��DUH�FODVVLILHG�DV�/HYHO����LW�LQ�W�H�IDLU�YDO�H�
�LHUDUF����

���� $V�D�UHV�OW�RI�W�H�DSSOLFDWLRQ�RI�$68����������FHUWDLQ�LQYHVWPHQWV�W�DW�DUH�PHDV�UHG�DW�IDLU�YDO�H��VLQJ�
W�H�QHW�DVVHW�YDO�H�SHU�V�DUH��RU�LWV�HT�LYDOHQW��SUDFWLFDO�H�SHGLHQW��DYH�QRW�EHHQ�FODVVLILHG�LQ�W�H�IDLU�
YDO�H��LHUDUF����,W�FRQVLVWV�RI�OLPLWHG�SDUWQHUV�LS�LQWHUHVWV�W�DW�LQYHVW�LQ�UHDO�HVWDWH��SULYDWH�HT�LW���
�HGJH�I�QGV��DQG�S�EOLF�HT�LWLHV��5HDO�HVWDWH�LQFO�GHV�GHEW�DQG�HT�LW��LQYHVWPHQWV�LQ�8�6��DQG�
QRQ�8�6��VHF�ULWLHV��3ULYDWH�HT�LW��LQFO�GHV�GHEW�DQG�HT�LW��LQYHVWPHQWV�LQ�8�6��DQG�QRQ�8�6��VHF�ULWLHV�
DFURVV�E��R�WV��JUR�W��FDSLWDO��GLVWUHVVHG�GHEW��PH��DQLQH�GHEW��DQG�YHQW�UH�FDSLWDO��5HDO�HVWDWH�DQG�
SULYDWH�HT�LW��YDO�DWLRQV�UHT�LUH�VLJQLILFDQW�PDQDJHPHQW�M�GJPHQW�G�H�WR�W�H�DEVHQFH�RI�T�RWHG�
PDUNHW�SULFHV��+HGJH�I�QG�LQYHVWPHQWV�DUH�GLYHUVLILHG�E��PDQDJHU��JHRJUDS����DQG�VWUDWHJ���+HGJH�
I�QGV�DUH�YDO�HG�EDVHG�RQ�T�RWHG�1$9�DV�GHWHUPLQHG�E��W�H�I�QG�DGPLQLVWUDWRU��3�EOLF�HT�LWLHV�DUH�
PDQDJHG�E��DQ�LQYHVWPHQW�PDQDJHPHQW�I�QG�LQ�GRPHVWLF�DQG�LQWHUQDWLRQDO�PDUNHWV�DQG�DUH��LJ�O��
LOOLT�LG���

���� 6�RUW�WHUP�LQYHVWPHQW�I�QGV�DUH�YDO�HG��VLQJ�W�H�1$9�SURYLGHG�E��W�H�I�QG�DGPLQLVWUDWRU�WR�
SDUWLFLSDQWV�LQ�W�H�I�QG�RQO���$V�V�F���W�H��DUH�FODVVLILHG�DV�/HYHO����LW�LQ�W�H�IDLU�YDO�H��LHUDUF����

7�H�3ODQ�GLG�QRW�VLJQLILFDQWO��F�DQJH�YDO�DWLRQ�WHF�QLT�HV�IURP�W�H�SULRU�SHULRG��
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� ���

���� 7D��6�D��V�

7�H�3ODQ�REWDLQHG�LWV�ODWHVW�WD��GHWHUPLQDWLRQ�OHWWHU�GDWHG�)HEU�DU������������LQ���LF��W�H�,QWHUQDO�5HYHQ�H�
6HUYLFH�VWDWHG�W�DW�W�H�3ODQ�T�DOLILHG��QGHU�6HFWLRQ�����D��RI�W�H�,QWHUQDO�5HYHQ�H�&RGH��,5&��DQG�W�H�
7U�VW�FUHDWHG�W�HUH�QGHU�LV�H�HPSW�IURP�IHGHUDO�LQFRPH�WD�HV��QGHU�6HFWLRQ�����D���7�H�3ODQ��DV�EHHQ�
DPHQGHG�VLQFH�W�LV�GHWHUPLQDWLRQ�OHWWHU��+R�HYHU��W�H�&RPSDQ��EHOLHYHV�W�H�3ODQ�FRQWLQ�HV�WR�PHHW�W�H�
UHT�LUHPHQWV�RI�6HFWLRQ�����D��RI�W�H�,5&�DQG�W�DW�W�H�UHODWHG�WU�VW�LV�H�HPSW�IURP�LQFRPH�WD���QGHU�
6HFWLRQ�����D��RI�W�H�,5&��7�HUHIRUH��QR�SURYLVLRQV�IRU�LQFRPH�WD�HV��DYH�EHHQ�PDGH��

$FFR�QWLQJ�SULQFLSOHV�JHQHUDOO��DFFHSWHG�LQ�W�H�8QLWHG�6WDWHV�RI�$PHULFD�UHT�LUH�SODQ�PDQDJHPHQW�WR�
HYDO�DWH�WD��SRVLWLRQV�WDNHQ�E��W�H�3ODQ�DQG�UHFRJQL�H�D�WD��OLDELOLW���RU�DVVHW��LI�W�H�3ODQ��DV�WDNHQ�DQ�
�QFHUWDLQ�SRVLWLRQ�W�DW�PRUH�OLNHO��W�DQ�QRW��R�OG�QRW�EH�V�VWDLQHG��SRQ�H�DPLQDWLRQ�E��W�H�,QWHUQDO�
5HYHQ�H�6HUYLFH��7�H�SODQ�DGPLQLVWUDWRU��DV�DQDO��HG�W�H�WD��SRVLWLRQV�WDNHQ�E��W�H�3ODQ�DQG��DV�
FRQFO�GHG�W�HUH�DUH�QR��QFHUWDLQ�SRVLWLRQV�WDNHQ�RU�H�SHFWHG�WR�EH�WDNHQ�W�DW��R�OG�UHT�LUH�UHFRJQLWLRQ�RI�
D�OLDELOLW���RU�DVVHW��RU�GLVFORV�UH�LQ�W�H�ILQDQFLDO�VWDWHPHQWV��7�H�3ODQ�LV�V�EMHFW�WR�UR�WLQH�D�GLWV�E��WD�LQJ�
M�ULVGLFWLRQV���R�HYHU��W�HUH�DUH�F�UUHQWO��QR�D�GLWV�IRU�DQ��WD��SHULRGV�LQ�SURJUHVV��7�H�SODQ�DGPLQLVWUDWRU�
EHOLHYHV�LW�LV�QR�ORQJHU�V�EMHFW�WR�LQFRPH�WD��H�DPLQDWLRQV�IRU��HDUV�SULRU�WR�������

���� 3DU���L��,���U�V��7UD�VDF�LR�V�

7UDQVDFWLRQV�UHV�OWLQJ�LQ�SODQ�DVVHWV�EHLQJ�WUDQVIHUUHG�WR�RU��VHG�E��D�UHODWHG�SDUW��DUH�SUR�LELWHG��QGHU�
(5,6$��QOHVV�D�VSHFLILF�H�HPSWLRQ�DSSOLHV��7�H�3ODQ�7U�VWHH�LV�D�SDUW��LQ�LQWHUHVW�DV�GHILQHG�E��(5,6$�DV�
D�UHV�OW�RI�LWV�LQYHVWLQJ�SODQ�DVVHWV�LQ�FHUWDLQ�RI�W�HLU�I�QGV��7�H�0DVWHU�7U�VW��D�PDVWHU�WU�VW�HVWDEOLV�HG�E��
W�H�SODQ�DGPLQLVWUDWRU��LV�D�SDUW��LQ�LQWHUHVW�DV�GHILQHG�E��(5,6$�DV�D�UHV�OW�RI�W�H�3ODQ�S�UF�DVLQJ�
SDUWLFLSDWLRQ��QLWV�RI�W�H�0DVWHU�7U�VW��7�H�WUDQVDFWLRQV�GHVFULEHG�DERYH�DUH�H�HPSW��QGHU�
6HFWLRQ�����E�����DQG�DUH�QRW�SUR�LELWHG�E��(5,6$��

����� 6�EV�T�����(Y���V�

7�H�3ODQ��DV�HYDO�DWHG�V�EVHT�HQW�HYHQWV�IURP�W�H�VWDWHPHQW�RI�QHW�DVVHWV�DYDLODEOH�IRU�EHQHILWV�GDWH�
W�UR�J��$�J�VW�����������W�H�GDWH�DW���LF��W�H�ILQDQFLDO�VWDWHPHQWV��HUH�DYDLODEOH�WR�EH�LVV�HG��DQG�
GHWHUPLQHG�W�HUH�DUH�QR�RW�HU�LWHPV�WR�GLVFORVH��
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�HFHPEH����������

,G���L���RI �����LS�LR�
SD����L�YROY�G RI�L�Y���P��� ��D������L�� �R�� ��������YDO��
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Plan Name Cargill, Inc. And Associated Companies Salaried Employees Pension Plan 

Plan Sponsor EIN 41-0177680 

ERISA Plan #  001 

Plan Year Ending 12/31/2020 

The required attachment marked with an “X” in the Attachment column is included within the “Signed Schedule MB or Schedule SB” attachment to Schedule 

SB location which consists of the entire Schedule SB and its attachments. 

Form / 
Schedule 

Line# Description 
Attachment Title 

(if different from Description) 
Attach-
ment 

5500 Sch. SB  None Statement by Enrolled Actuary   

5500 Sch. SB Line 27 Actuarial Information Based on Pre-PPA Funding Rules   

5500 Sch. SB Line E Information for Each Individual Employer   

5500 Sch. SB Line 4 Additional Information for Plans in At-Risk Status   

5500 Sch. SB 
Line 7 Explanation of Discrepancy in Prior Year Funding Standard Carryover 

Balance or Prefunding 
 

 

5500 Sch. SB Line 8 Late Election to Apply Balances to Quarterly Installments   

5500 Sch. SB Line 9 Explanation of Credit Balance Discrepancy   

5500 Sch. SB Line 18 Contributions Made to the Plan for the Plan Year   

5500 Sch. SB Line 19 Discounted Employer Contributions   

5500 Sch. SB Line 20c Liquidity Requirement Certification   

5500 Sch. SB Line 22 Description of Weighted Average Retirement Age  X 

5500 Sch. SB Line 23 Information on Use of Multiple Mortality Tables   

5500 Sch. SB Line 23 Information on Use of Substitute Mortality Tables   

5500 Sch. SB Part V Statement of Actuarial Assumptions/Methods  X 

5500 Sch. SB Part V Summary of Plan Provisions  X 

5500 Sch. SB Line 24 Change in Actuarial Assumptions  X 

5500 Sch. SB Line 25 Change in Method   

5500 Sch. SB Line 26 Schedule of Active Participant Data  X 

5500 Sch. SB Line 27 Balances Subject to Binding Agreement with PBGC   

5500 Sch. SB Line 27 Alternative 17-Year Funding Schedule of Airlines   

5500 Sch. SB Line 32 Schedule of Amortization Bases   

5500 Sch. SB  Other Attachment [Enter Description]   

 



Plan Name Cargill, Inc. And Associated Companies Salaried Employees Pension Plan 

Plan Sponsor EIN 41-0177680 

ERISA Plan #  001 

Plan Year Ending 12/31/2020 

The required attachment marked with an “X” in the Attachment column is included within the “Signed Schedule MB or Schedule SB” attachment to Schedule 

SB location which consists of the entire Schedule SB and its attachments. 

Form / 
Schedule 

Line# Description 
Attachment Title 

(if different from Description) 
Attach-
ment 

5500 Sch. SB  None Statement by Enrolled Actuary   

5500 Sch. SB Line 27 Actuarial Information Based on Pre-PPA Funding Rules   
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5500 Sch. SB Line 4 Additional Information for Plans in At-Risk Status   

5500 Sch. SB 
Line 7 Explanation of Discrepancy in Prior Year Funding Standard Carryover 
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5500 Sch. SB Line 8 Late Election to Apply Balances to Quarterly Installments   

5500 Sch. SB Line 9 Explanation of Credit Balance Discrepancy   

5500 Sch. SB Line 18 Contributions Made to the Plan for the Plan Year   

5500 Sch. SB Line 19 Discounted Employer Contributions   

5500 Sch. SB Line 20c Liquidity Requirement Certification   

5500 Sch. SB Line 22 Description of Weighted Average Retirement Age  X 

5500 Sch. SB Line 23 Information on Use of Multiple Mortality Tables   

5500 Sch. SB Line 23 Information on Use of Substitute Mortality Tables   

5500 Sch. SB Part V Statement of Actuarial Assumptions/Methods  X 

5500 Sch. SB Part V Summary of Plan Provisions  X 

5500 Sch. SB Line 24 Change in Actuarial Assumptions  X 

5500 Sch. SB Line 25 Change in Method   

5500 Sch. SB Line 26 Schedule of Active Participant Data  X 

5500 Sch. SB Line 27 Balances Subject to Binding Agreement with PBGC   

5500 Sch. SB Line 27 Alternative 17-Year Funding Schedule of Airlines   

5500 Sch. SB Line 32 Schedule of Amortization Bases   

5500 Sch. SB  Other Attachment [Enter Description]   
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5500 Sch. H Line 4j Schedule of Reportable Transactions X 

5500 Sch. H Line 4a 
Schedule of Delinquent Participant 

Contributions 
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Each employee is assumed to retire in accordance with the table of retirement rates. The proportion of 
employees expected to retire at each potential retirement age is shown below. The average retirement 
age is 61. 

Year of Birth < 1962 

(A) 
 
 

Retirement age 

(B) 
 

Retirement 
percent 

(C) 
 
 

Lx 

(D)  
Number of employees 

expected to retire  
(B) x (C) 

(E) 
 
 

(A) x (D) 

55 15.00%  10,000.00              1,500.00   82,500.00  

56 10.00%  8,500.00                 850.00   47,600.00  

57 10.00%  7,650.00                 765.00   43,605.00  

58 12.00%  6,885.00                 826.00   47,908.00  

59 12.00%  6,059.00                 727.00   42,893.00  

60 20.00%  5,332.00              1,066.00   63,960.00  

61 20.00%  4,266.00                 853.00   52,033.00  

62 20.00%  3,413.00                 683.00   42,346.00  

63 30.00%  2,730.00                 819.00   51,597.00  

64 30.00%  1,911.00                 573.00   36,672.00  

65 40.00%  1,338.00                 535.00   34,775.00  

66 40.00%  803.00                 321.00   21,186.00  

67 40.00%  482.00                 193.00   12,931.00  

68 40.00%  289.00                 116.00   7,888.00  

69 40.00%  173.00                   69.00   4,761.00  

70 100.00%  104.00                 104.00   7,280.00  

     

Total   10,000.00 599,935 

Average    59.99 
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Year of Birth > 1962 

(A) 
 
 

Retirement age 

(B) 
 

Retirement 
percent 

(C) 
 
 

Lx 

(D)  
Number of employees 

expected to retire  
(B) x (C) 

(E) 
 
 

(A) x (D) 

55 7.50%  10,000.00   750.00   41,250.00  

56 5.00%  9,250.00   463.00   24,640.00  

57 5.00%  8,787.00   439.00   25,023.00  

58 6.00%  8,348.00   501.00   29,058.00  

59 6.00%  7,847.00   471.00   27,789.00  

60 10.00%  7,376.00   738.00   44,280.00  

61 10.00%  6,638.00   664.00   40,504.00  

62 10.00%  5,974.00   597.00   37,014.00  

63 15.00%  5,377.00   807.00   50,841.00  

64 15.00%  4,570.00   686.00   43,904.00  

65 40.00%  3,884.00   1,554.00   101,010.00  

66 40.00%  2,330.00   932.00   61,512.00  

67 40.00%  1,398.00   559.00   37,453.00  

68 40.00%  839.00   336.00   22,848.00  

69 40.00%  503.00   201.00   13,869.00  

70 100.00%  302.00   302.00   21,140.00  

     

Total   10,000.00 622,135 

Average    62.21 

 

Count of Active Participants 

Year of Birth < 1962 835 59.99 

Year of Birth > 1962 1,626 62.21 

Weighted Average Retirement Age 2,461 61.46 
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Actuarial Assumptions for January 1, 2020 Funding Valuation 

Discount rate sponsor elections 

 Segment rates or full yield curve Segment   

 Look-back months 4   

 Stabilized Non-stabilized  

 First 5 years 3.64% 2.79%  

 Next 15 years 5.21% 3.92%  

 Over 20 years 5.94% 4.38%  

Mortality sponsor elections  

 Healthy participants Section 430(h)(3) prescribed separate static annuitant and 
non-annuitant mortality tables. These tables are based on the 
RP-2014 mortality tables adjusted back to 2006 and projected 
with the MP-2018 mortality improvement scale. 

417(e) lump sums Not applicable 

Non-417(e) lump sums Not applicable 

Other economic assumptions  

Salary increases Not applicable 

Flat-dollar benefit increases Not applicable 

Social Security wage base  Not applicable 

Inflation 2.20% per year 

Expected investment return 6.32% for 2018; 6.10% for 2019; 5.88% for 2020 

Expenses $5,900,000 added to current year normal cost 

 
Rationale for Economic Assumptions 

• Discount rate – Prescribed by the IRS and based on the company’s current elections. 

• Inflation – Based on the long term expected inflation rate from the Mercer Investment Consulting 
Capital Markets Outlook. 

• Expected investment return – The 2020 assumption is equal to the long-term rate of return on assets 
assumption used to determine the ASC 715 expense for the fiscal year beginning June 1, 2020 
limited to the stabilized third segment discount rate. This assumption was confirmed for 
reasonableness, i.e., not higher than the 65th percentile result from Mercer’s Portfolio Return 
Calculator for January 2020, based on the plan’s target asset mix provided by Cargill as of 
December 31, 2019. 

• Expenses – Based on the actual administrative expenses from the prior year (excluding the PBGC 
premiums paid in the prior year) plus expected PBGC premiums for the current year. 
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Demographic assumptions 

Withdrawal See table of sample rates 

Disability incidence None assumed 

Retirement age See table of rates 

Benefit commencement age  

Future vested deferred 63 

Current vested deferred 63 

Spouse assumptions Male participants Female participants 

Percentage married 90% 70% 

Spouse age difference 2 years younger 2 years older 

Form of payment  

 Single life 50% J&S 100 J&S 10 Yr. CL 

Active retirements 35% 10% 50% 5% 

Future vested deferred 35% 10% 50% 5% 

Future deaths 100% 0% 0% 0% 

Current vested deferred 35% 10% 50% 5% 

Unpredictable contingent event 
assumptions 

Not applicable 

 

  



2020 Form 5500 – Schedule SB  Plan: Cargill, Incorporated and Associated Companies 
Salaried Employees' Pension Plan 

EIN/PN: 41-0177680/001 

Schedule SB, Part V — Statement of Actuarial Assumptions/Methods 

 

Table of Sample Rates 

Attained Age Withdrawal 

25 16.80% 

30 14.00% 

35 11.88% 

40 10.50% 

45 8.82% 

50 8.70% 

55 8.50% 

  

Attained age 
Retirement – Cargill Salaried 

Born prior to 1962 Born in or after 1962 

55 15% 7.5% 

56 10% 5% 

57 10% 5% 

58 12% 6% 

59 12% 6% 

60 20% 10% 

61 20% 10% 

62 20% 10% 

63 30% 15% 

64 30% 15% 

65 40% 40% 

66 40% 40% 

67 40% 40% 

68 40% 40% 

69 40% 40% 

70 and above 100% 100% 
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Table of Sample Rates 

Attained age 
Retirement – Cerestar 

Salaried 

Under 55 0% 

55 5% 

56 5% 

57 5% 

58 5% 

59 5% 

60 5% 

61 5% 

62 25% 

63 20% 

64 20% 

65 and above 100% 

 

Rationale for Demographic Assumptions 

• Mortality – Prescribed by the IRS.  
• Withdrawal – Withdrawal rates are based on an experience study undertaken in 2019 using data from 

2013-2017 and the expectation that the future withdrawal patterns and circumstances of the employer 
will not differ significantly from the period studied. 

• Disability incidence – Based on plan’s historical experience, an assumption of no disability incidence 
has historically been used for the plan. This assumption is reviewed annually and has not produced 
significant gains or losses. 

• Retirement age – Retirement rates are based on an experience study undertaken in 2019 using data 
from 2013-2017 and the expectation that the future retirement patterns and circumstances of the 
employer will not differ significantly from the period studied. 

• Spouse Age Difference – Based on a plan experience study completed in 2019; it is expected that 
future spouse age difference will not differ significantly from the period studied. 

• Percentage Married – Based on a plan experience study completed in 2019; it is expected that future 
married percentage will not differ significantly from the period studied. 

• Form of payment – Based on a plan experience study completed in 2019; it is expected that future 
form of payment elections will not differ significantly from the period studied. 
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Actuarial Methods for Funding 

Asset Methods – Effective January 1, 2009 

The asset valuation method is an average of the adjusted market value for each year during the last 
two years preceding the valuation date. The adjusted market value is the market value at each 
determination date adjusted to the valuation date based on actual cash flows and expected interest at 
the lesser of the expected rate of return and the third segment rate. This amount is adjusted to be no 
greater than 110% and no less than 90% of the fair market value, as defined in IRC Section 430. 

A characteristic of this asset method is that, over time, it is slightly more likely to produce an actuarial 
value of assets that is less than the market value of assets than an actuarial value that is greater than t 
market value. 

Participant Methods – Effective January 1, 2008 

Participants or former participants are included or excluded from the valuation as described below: 

• Participants included: The plan sponsor provides us with data on all employees as of the 
valuation date, but only those employees who have completed the plan’s eligibility requirements are 
included in the valuation of liabilities. 

• Participants excluded: No actuarial liability is included for non-vested participants who terminated 
prior to the valuation date. For this purpose, participants with a break in service on the valuation 
date are treated as terminated participants. 

• Insurance contracts: The plan does not have any insurance contracts. 

Minimum Funding Methods – Effective January 1, 2008 

The funding target for minimum funding calculations is computed using the traditional unit credit method 
of funding. The objective under this method is to fund each participant’s benefits under the plan as they 
accrue. Thus, the total pension to which each participant is expected to become entitled at retirement is 
broken down into units, each associated with a year of past or future credited service. 

A detailed description of the calculation follows: 

• The plan’s valuation date is the beginning of the plan year. 

• An individual’s funding target is the present value of future benefits based on credited service and 
average pay as of the beginning of the plan year, and an individual’s target normal cost is the 
present value of the benefit expected to accrue in the plan year. If multiple decrements are used, 
the funding target and the target normal cost for an individual are the sum of the component funding 
targets and target normal costs associated with the various anticipated separation dates. 

• The plan’s target normal cost is the sum of the individual target normal costs, and the plan’s 
funding target is the sum of the individual funding targets for all participants under the plan. 
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Summary of Major Plan Provisions 

Effective date and plan year Cargill Salaried 

Original plan: January 1, 1965 

Restated plan: January 1, 2012 
and adopted December 19, 2012. 

Plan year: January 1 to 
December 31 

Cerestar Salaried 

Original plan: July 1, 2001 

Amended and restated: Effective 
January 1, 2010 and adopted 
December 22, 2010 

Plan year: January 1 to 
December 31 

Most recent amendment Amendment adopted December 21, 2018 

Status of the plan The plan is closed to new 
entrants. Effective December 31, 
2018, credited service and 
benefits were frozen. 

Effective June 30, 2002, 
eligibility, credited service and 
benefits were frozen. 

Significant events that occurred 
during the year 

Effective December 31, 2018, 
credited service and benefits 
were frozen for all Cargill 
Salaried participants. 

 

Definitions Cargill Salaried Cerestar Salaried 

• Covered employees The Plan covers all full time 
salaried employees who were 
hired by January 1, 2007 and 
have attained age 21 and 
completed one year of service. 
The plan does not cover rehires 
or transfers after January 1, 
2007.  Covered participants are 
broken into three groups: 

a. Grandfathered (or Legacy or 
Group A) Participants – Age 
50 or 20 years of service as 
of December 31, 2006. 

b. ERA (or Frozen) Participants 
– Less than age 40 and less 
than 5 years of service as of 
December 31, 2006. 

c. Transition (Group A + B) 
Participants – All other 
participants. 

Prior to July 1, 2002, all salaried 
and certain hourly production 
employees were eligible to 
participate. 

• Accredited Service The period of a Participant's 
employment considered in 
determining the amount of benefit 
payable to or on behalf of a 
Participant. The following groups 
have frozen accredited service: 

Prior to January 1, 2000, one 
year of service for each plan year 
in which the employee works 12 
months. Excludes service prior to 
age 25 if before January 1, 1985; 
prior to age 21 thereafter. 
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a. Mosaic – December 31, 
2004;  

b. ERA Participants – 
December 31, 2006; and 

c. Waycrosse – December 31, 
2007 

Excludes service prior to 
November 28, 1984 at the 
Dimmitt location. Excludes 
service while the plan was 
contributory, if the Participant 
waived participation. 

Credited service on and after 
January 1, 2000 and before July 
1, 2002 is one year of service for 
each 12 full months of 
employment. Service less than a 
full year will be prorated (one 
twelfth for each month with at 
least one hour worked). 

Effective December 31, 2018, benefits under the Plan were frozen, 
i.e., there are no additional accruals for salary or service increases 
after this date. 

• Final Average Salary Final Average Salary is the 
average salary for the highest 60 
consecutive months within the 
last 120 months prior to 
determination. 

Average Monthly Earnings is the 
average of the three consecutive 
completed calendar years of 
service which produce the 
highest average within the 10-
year period preceding retirement, 
termination or July 1, 2002, if 
earlier. 

Compensation for a partial 
calendar year after December 31, 
1998, will be used as a full 
calendar year only if this 
inclusion will increase average 
monthly earnings. 

Effective December 31, 2018, benefits under the Plan were frozen, 
i.e., there are no additional accruals for salary or service increases 
after this date. 

• Covered Compensation The average of the Social Security Taxable Wage Bases for the 35 
calendar years ending with the year the employee attains Social 
Security Retirement Age. The Wage Base for years after the 
determination date is assumed to be the same as the Wage Base as 
of the determination date. 

Normal retirement Cargill Salaried Cerestar Salaried 

• Eligibility The first day of the month of the 
Participant's 65th birthday. 

The first day of the calendar 
month coincident with or next 
following normal retirement age 
(age 65). 

• Benefit 1) Old formula accrued benefit 
as of December 31, 1991 

0.9% of Average Monthly 
Earnings times credited service, 
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indexed for future salary 
increases. The old formula is 
1.50% of Final Average 
Salary less 1.25% of Social 
Security all times years of 
service (not to exceed 40). 
The index factor is Final 
Average Salary at termination 
divided by Final Average 
Salary at December 31, 1991. 

2) New formula benefit for 
service after December 31, 
1991. For employees eligible 
for the ESOP, the new 
formula is 0.80% of Final 
Average Salary plus 0.35% of 
Final Average Salary in 
excess of Covered 
Compensation all times years 
of service. For employees not 
eligible for the ESOP, the 
base percentage is 1.10% 
rather than 0.80%. Years of 
service are based on service 
after December 31, 1991 and 
are limited to: 

plus 0.45% of Average Monthly 
Earnings in excess of Covered 
Compensation times credited 
service not in excess of 35 years. 
Minimum benefit equal to $35 
times years of credited service. In 
no event shall the normal 
retirement benefit be less than: 

a) the participant’s accrued 
benefit under the Cerestar 
USA, Inc. Retirement Plan (the 
CUSA Plan) as of December 
31, 1999 recognizing 
increases in average monthly 
earnings and covered 
compensation up through 
December 31, 2004 but 
credited service as of 
December 31, 1999 (average 
monthly earnings is the 60 
highest consecutive months), 
plus; 

b) the benefit under the EBSA 
plan accrued after December 
31, 1999. 

 

 – 40 years less service as of 
December 31, 1991 for the 
base benefit, and 

– 35 years less service as of 
December 31, 1991 for the 
excess benefit. 

 

Early retirement  

Cargill Salaried 

• Requirements 

Early Retirement is available after attainment of age 55 and 
completion of fifteen years of service. For transactions occurring on 
or after March 27, 2017, Participants who are terminated as a result 
of a sale or other divestiture of a business shall be eligible for an 
Early Retirement benefit if, as of the date of termination, they are 
within two years of their Early Retirement Date. 

Grandfathered Benefit; and Non-
Grandfathered Benefit for Service 
as of December 31, 2006 

The amount of benefit is determined under the Normal Retirement 
formula, but is based on compensation at the Early Retirement date 
and service as of: (i) the Early Retirement date for Grandfathered 
participants; or (ii) December 31, 2006 for non-Grandfathered 
participants. The benefit amount is payable without reduction if 
benefit payments start on or after age 60 with fifteen years of service 
or at the Normal Retirement Date (without regard to length of 
service). Otherwise the benefit amount is reduced a certain 
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percentage per year for each year that the payments start prior to the 
date when unreduced status would have been obtained as follows: 

Years of Service Per Year Reduction 
Percentage 

35 or more 3% 

30 – 34  4% 

25 – 29  5% 

20 – 24  6% 

15 – 19  7% 
 

Non-Grandfathered Benefit for 
Service after December 31, 2006 

The amount of benefit is determined under the Normal Retirement 
formula, but is based on compensation at the Early Retirement date 
and service between December 31, 2006 and the Early Retirement 
date. The benefit amount is reduced 5% per year for each year that 
the payments start prior to 65 with a floor of age 51 and an additional 
2% reduction to age 50. 

• Benefit Supplement In addition to the regular Early Retirement benefit described above, a 
monthly supplemental benefit is payable to age 62. The amount of 
this supplement is $15 times years of service (service is frozen as of 
December 31, 2006 for non-Grandfathered participants). 

Cerestar Salaried  

• Eligibility Age 55 and completion of ten years of vesting service. 

• Benefit Accrued benefit reduced by 4.8% per year for the first two years that 
retirement precedes age 62 and 6% per year thereafter. 

For employees participating prior to 2000, certain early retirement 
benefits have been grandfathered. 

Deferred vested Cargill Salaried Cerestar Salaried 

• Eligibility Any participant with five years of 
service or who has attained age 
60 is entitled to a vested benefit. 
For participants terminating on or 
after January 1, 2007, eligible for 
early commencement after 
attainment of age 50 and 
completion of five years of 
service. For participants 
terminating prior to January 1, 
2007, eligible for early 
commencement after attainment 
of age 55 and completion of 
fifteen years of service. 

Five years of vesting service or 
the date the Participant attains 
age 65, if earlier. 

• Benefit The Normal Retirement formula 
benefit reduced for 
commencement prior to age 65. 

Accrued benefit is payable at the 
normal retirement date. May 
commence early if completed the 
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For participants terminating on or 
after January 1, 2007, the benefit 
amount is reduced 5% per year 
for each year that the payments 
start prior to 65 with a floor of age 
51 and an additional 2% 
reduction to age 50. For 
participants terminating prior to 
January 1, 2007, the benefit 
amount is reduced 7% between 
ages 60 and 65 and 4% between 
ages 55 and 60. 

age and service requirements for 
early retirement with an actuarial 
equivalent of the accrued benefit. 
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Pre-retirement death Cargill Salaried Cerestar Salaried 

• Eligibility A vested Participant who dies 
before benefit commencement 
and who has a surviving spouse. 

The Participant and spouse had 
been married at the date of the 
Participant’s death and the 
Participant had become eligible 
for vested benefits. 

• Benefit The spouse is entitled to the 
benefit that would be payable if 
the Participant had separated 
from service on the date of death, 
survived to the earliest 
commencement date, 
commenced benefits on a 100% 
Joint and Survivor benefit, and 
then died one day after the 
earliest commencement date. 
Prior to January 1, 2007, vested 
employees, upon attaining age 
55, could elect 100% Joint and 
Survivor coverage rather than an 
automatic 50% coverage. This 
additional coverage, if elected, is 
paid for by the Participant by 
reducing the Accrued Benefit (but 
no charge after December 31, 
2005). 

The surviving spouse receives 
the 50% continuation portion of 
the 50% Joint and Survivor 
annuity, payable at the 
Participant’s earliest retirement 
date or at the date of death, if 
later. 

Form of benefits Cargill Salaried Cerestar Salaried 

• Automatic form for unmarried 
participants 

Single Life 10-year Certain and Life 

• Automatic form for married 
participants 

100% Joint and Survivor 50% Joint and Survivor for 
married participants; effective 
January 1, 2013, equal to the 
actuarial equivalent of the normal 
form (i.e., 10-year Certain and 
Life) multiplied by 1.01 

• Optional forms Single Life, 50% and 100% Joint 
and Survivor, Modified 50% Joint 
and Survivor and 10-Year Certain 
and Life; lump sum up to 
$25,000.  Lump sums under 
$5,000 are mandatory cashouts. 

Single Life, 50%, 75% and 100% 
Joint and Survivor and 10-Year 
Certain and Life; lump sum up to 
$25,000.  Lump sums under 
$5,000 are mandatory cashouts. 

• Optional form conversion 
factors 

Optional annuity forms of benefit 
are the actuarial equivalence of 
the normal form; effective 
January 1, 2013, actuarial 
equivalence is based on the RP-

Optional annuity forms of benefit 
are the actuarial equivalent of the 
normal form; effective January 1, 
2013, actuarial equivalence is 
based on the RP-2000 mortality 
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2000 mortality table (blended 
50% males and 50% females, 
projected to 2020 using Scale 
AA) and on interest rate of 5% 
(optional form cannot be less 
than accrued benefit as of 
December 31, 2012 based on 
prior factors; lump sums based 
on applicable 417(e) mortality 
and interest rates (fourth month 
preceding the plan year) 

table (blended 50% males and 
50% females, projected to 2020 
using Scale AA) and an interest 
rate of 7% (optional form benefit 
cannot be less than the accrued 
benefit as of December 31, 2012 
based on the prior factors); lump 
sums based on applicable 417(e) 
mortality and interest rates 
(fourth month preceding the plan 
year) 

Miscellaneous  

• Maximum compensation Compensation for any 12-month period used to determine accrued 
benefits may not exceed the limits in IRC Section 401(a)(17) for the 
calendar year in which the 12-month period begins. The limit is 
indexed annually. 

• Maximum benefits Annual benefits may not exceed the limits in IRC Section 415. The 
limit is indexed annually. For 2020, the limit is $230,000. 
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Benefits included or excluded 

Unless noted below, all benefits provided by the plan, as restated and amended through December 21, 
2018, are included in this valuation. 

• Most recent plan amendments included: Amendment adopted December 21, 2018. 

• Plan amendments excluded: None. 

• Late retirement increases: 

- Active participants: The plan provides benefit suspension notices to participants who work 
beyond normal retirement; therefore, late retirement actuarial increases only apply to 
participants who defer retirement beyond age 70½. Current active employees over age 65 are 
valued including accruals after age 65. This valuation does not include increases for current 
participants over age 70. 

- Deferred vested participants: Current deferred vested participants over normal retirement age 
are valued including the late retirement actuarial increase to age 75. 

• Internal Revenue Code limitations: The limitations of Internal Revenue Code Section 415(b) and 
401(a)(17) have been incorporated into our calculations. 

• IRC Section 416 rules for top-heavy plans: We did not test whether this plan is top-heavy (when 
the present value of benefits for key employees equals or exceeds 60% of the present value for all 
participants). However, we expect that the plan is not top-heavy due to the large number of rank-
and-file participants; therefore, the funding target and target normal cost do not reflect any liability 
for top-heavy benefit accruals. 

Plan Provisions Specific to Funding 

Additional Benefits Included or Excluded 

IRC Section 436 benefit restrictions: 

─ Unpredictable contingent event benefits: See below. 

─ Plan amendments: See above. 

─ Prohibited payments: Limitations on prohibited benefits (if any) are reflected for annuity starting 
dates before the valuation date but are ignored for annuity starting dates on or after the 
valuation date. 

─ Benefit accruals: The plan’s funding target does not reflect any limitation on benefit accruals. 
The target normal cost does not reflect any limitation on benefit accruals. 

• Unpredictable contingent event benefits: The plan does not have any unpredictable contingent 
event benefits. 

Plan Provision Changes Since Prior Valuation 

• Maximum benefit amounts under IRS rules were updated from 2019 to 2020.
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Schedule SB, Line 24 — Change in Actuarial Assumptions. 

 

Actuarial Assumption Changes Since Prior Valuation 

• Interest discounts and mortality rates were updated from 2019 to 2020 in accordance with PPA and 
the plan sponsor elections.  

• The expense component of normal cost was changed from $5,800,000 to $5,900,000 to reflect 
expectations for the current plan year.
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Schedule SB, line 26 — Schedule of Active Participant Data  

 

Attained  
age 

Years of credited service 

Under 
1 1–4 5–9 10–14 15–19 20–24 25–29 30–34 35–39 

40 & 
up Total 

Under 25            

           

25–29            

           

30–34            

           

35–39    1 3      4 

           

40–44     57 128 4    189 

    21,304 23,631      

45–49    5 48 211 89 6   359 

    18,229 24,007 25,797     

50–54    9 68 181 209 116 8  591 

    21,728 19,538 24,263 24,844    

55–59    49 155 175 145 193 99 10 826 

   20,945 17,915 18,120 21,476 26,964 23,907   

60–64    29 124 75 37 30 61 48 404 

   25,585 18,143 24,726 23,443 19,916 27,323 23,478  

65–69    11 34 16 4 3 3 10 81 

    16,420       

70 & up     2 1  1 1 2 7 

           

Total    104 491 787 488 349 172 70 2,461 

           

 

In each cell, the top number is the count of active participants for each age/service combination the 
bottom number is the average annual accrued benefit of the active participants in that group. Average 
annual accrued benefit is not shown for cells with fewer than 20 participants. Since the plan is “hard 
frozen”, average annual accrued benefit are shown in lieu of average compensation. 
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consists of the entire audit report issued by the plan’s Independent Qualified 

Public Accountant (IQPA). 

 

Form/Schedule Line # Description Attachment 

5500 Sch. H Line 3 
Financial statements used in formulating the 

IQPA's opinion 
X 

5500 Sch. H Line 4i Schedule of Assets (Held at End of Year) X 

5500 Sch. H Line 4i 
Schedule of Assets (Acquired and Disposed of 

Within Year) 
 

5500 Sch. H Line 4j Schedule of Reportable Transactions X 

5500 Sch. H Line 4a 
Schedule of Delinquent Participant 

Contributions 
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