
 

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 
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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

 
 

1109

108

94

631

311

1036

55

1091

0

1A 1I

X X

X X

0

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

THE DEFINED BENEFIT PENSION PLAN OF UNITED WAY OF GREATER TOLEDO AND 
AFFILIATED AGENCIES

333

UNITED WAY OF GREATER TOLEDO 34-4427947

X X

01 01 2020

39115663

38664064

666 26939859 26939859

335 9681038 9681038

108 3537928 3537928

1109 40158825 40158825

5.25

250000

10/11/2021

AMY L. KENNEDY 20-07365

FINDLEY, A DIVISION OF USI 419-255-1360

ONE SEAGATE, SUITE 2050 
TOLEDO, OH 43604



 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

16.20 0 0

0

5.41
0

0

0

0

0 0

0 0

96.27

96.37

0 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 

 

1

0

0

0

0

0

0 0

0 0

0

0 0 0

0

0

0

0

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

THE DEFINED BENEFIT PENSION PLAN OF UNITED WAY OF GREATER TOLEDO AND 
AFFILIATED AGENCIES

333

UNITED WAY OF GREATER TOLEDO 34-4427947

X

MATRIX FINANCIAL SOLUTIONS

20-1591048
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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



Schedule C (Form 5500) 2020  Page 3 - 1  x 

 
 
 
 

 

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

FINDLEY, A DIVISON OF USI

06-1053228

11 17 50 NONE 119468
X

MG TRUST CO D/B/A MATRIX TRUST

75-3182674

21 50 59 
60 62 64 
65

TRUSTEE 51698
X X

0
X

REHMANN ROBSON LLC

38-3635706

11 50 NONE 11000
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
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Part I Service Provider Information (continued) 
3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary 

or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following 
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service 
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation.  Complete as 
many entries as needed to report the required information for each source. 

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

 

(c) Enter amount of indirect 
compensation 

 
 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
 

 

 

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

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
 

 

 

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

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
  

  

1
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Part II Service Providers Who Fail or Refuse to Provide Information 
4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to complete 

this Schedule. 
(a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service  
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 
 (a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 
 (a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 
 (a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 
 (a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 
 (a) Enter name and EIN or address of service provider (see 

instructions) 
(b) Nature of 

Service 
Code(s) 

(c) Describe the information that the service provider failed or refused to 
provide 

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

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

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

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

e Telephone:  1234567890 
 

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

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

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

e Telephone:  1234567890 
 

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

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

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

e Telephone:  1234567890 
 

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

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

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

e Telephone:  1234567890 
 

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

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

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

e Telephone:  1234567890 
 

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

 

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

1



SCHEDULE H 
(Form 5500) 

Department of the Treasury 
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

THE DEFINED BENEFIT PENSION PLAN OF UNITED WAY OF GREATER TOLEDO AND 
AFFILIATED AGENCIES

333

UNITED WAY OF GREATER TOLEDO 34-4427947

1495242 1024025

139232 248854

78511 77447

1256976 2197613

809988 231249

5748545 9385667

2821115 0

12176062 9705981

9738266 13520029

4918760 5299866
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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)   
    

39182697 41690731

0 0

39182697 41690731

905427

905427

3403

13727

293657

86015

396802

214272

313133

527405

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    
    

3282371

5112005

2753856

2753856

182442

0

184871

-517198

-149885

2603971

2508034

X

REHMANN ROBSON LLC 38-3635706

X

X



Schedule H (Form 5500) 2020  Page 4- 1  x   
  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 500000

X

X

X

X

X

X

X

X

X
1111111

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

THE DEFINED BENEFIT PENSION PLAN OF UNITED WAY OF GREATER TOLEDO AND AFFILIATED 
AGENCIES 333

UNITED WAY OF GREATER TOLEDO 34-4427947

0

75-3182674

0

X

X

X



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

 
  

Part V Additional Information for Multiemployer Defined Benefit Pension Plans 
13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in 

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

a Name of contributing employer  

b EIN   c Dollar amount contributed by employer  

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      
and see instructions regarding required attachment. Otherwise, enter the applicable date.)    Month _______    Day _______    Year _______ 

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 
complete lines 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify):  

 

a Name of contributing employer  

b EIN   c Dollar amount contributed by employer 
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      

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

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 
complete lines 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 

a Name of contributing employer  

b EIN   c Dollar amount contributed by employer 
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      

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

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 
complete lines 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 

a Name of contributing employer 
b EIN   c Dollar amount contributed by employer 
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      

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

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 
complete lines 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 

a Name of contributing employer 
b EIN   c Dollar amount contributed by employer 
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      

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

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 
complete lines 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 

a Name of contributing employer 
b EIN   c Dollar amount contributed by employer 
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box X      

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

e Contribution rate information (If more than one rate applies, check this box X and see instructions regarding required attachment.  Otherwise, 
complete lines 13e(1) and 13e(2).) 
(1)  Contribution rate (in dollars and cents)  _____________ 
(2)  Base unit measure: X   Hourly         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 
 

1



Schedule R (Form 5500) 2020                                                     Page 3 
 
 

 

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__________________________________________________________________________________________ 
 
 
 
 

 

54.5 30.1 0.0 0.0 15.4

X

X

X









































Attained

Age Under 1 1 to 4 5 to 9 10 to 14 15 to 19 20 to 24 25 to 29 30 to 34 35 to 39 40 & up

Under 25 -                           -              -              -              -              -              -              -              -              -              

25 to 29 -                           -              -              -              -              -              -              -              -              -              

30 to 34 -                           -              -              -              -              -              -              -              -              -              

35 to 39 -                           1              -              -              -              -              -              -              -              -              

(*)

40 to 44 1                          4              1              -              -              -              -              -              -              -              

(*) (*) (*)

45 to 49 -                           9              8              -              -              -              -              -              -              -              

(*) (*)

50 to 54 5                          9              8              2              -              -              -              -              -              -              

(*) (*) (*) (*)

55 to 59 2                          10            6              3              2              -              -              -              -              -              

(*) (*) (*) (*) (*)

60 to 64 4                          7              5              2              2              4              -              -              -              -              

(*) (*) (*) (*) (*) (*)

65 to 69 -                           2              3              -              1              1              1              -              -              -              

(*) (*) (*) (*) (*)

70 & up -                           3              1              -              -              -              -              1              -              -              

(*) (*) (*)

* Average compensation is not shown since there are fewer than 1,000 active participants in this plan

Years of Credited Service

Schedule SB, Line 26 - Schedule of Active Participant Data

January 1, 2020 Valuation

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies

(EIN:  34-4427947;  PN:  333)



Schedule B, Part V – Statement of Actuarial Assumptions/Methods 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 

Appendix B 

Statement of Actuarial Assumptions and Methods 
  

Interest Rate Funding: 

a. Accrued Liability and Assets  

 (i)  Pre-decrement 6.50% 

 (ii) Post-decrement 6.50% 

b. RPA ‘94 Current Liability reflecting HATFA 5.94% 

  

Salary Scale None 

  

Mortality RP-2006 Static Non-Generational Mortality Table as described in Regulation 1.430 

(h)(3)-1 and Notice 2017-60, projected by scale MP-2017, male and female, with 

different rates for annuitant/non-annuitant (as prescribed by IRC 430). 

  

Rates of Retirement  Age Rate 

 55-62     1% 

 63   15 

 64   25 

 65   40 

 66   15 

 67     5 

 68+ 100 

 

Weighted Average Retirement Age is 65.  This is the average retirement age for 

someone eligible to retire at all ages using the assumed retirement rates and no 

other decrements. 

  

Rates of Disability None 

  

Rates of Turnover All actives are assumed to work until Normal Retirement. 

  

Assumptions Made In 

Valuing Spouse’s 

Benefit 

Eighty percent of the employees included in the valuation are assumed to be 

married.  The wife is assumed to be three years younger than the husband. 

  

Optional Form Election All employees are assumed to elect the life annuity benefit.  

 



Schedule B, Part V – Statement of Actuarial Assumptions/Methods 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 

Appendix B (Continued) 
  

Annual Increases to 

Maximum Benefits and 

Plan Compensation 

Limits 

0.00% 

  

Annual Increases to 

Social Security 

0.00% 

  

Provision for Expenses The expected administrative (i.e. non-investment) expenses that will be paid from 

plan assets were included in the Normal Cost for minimum contribution purposes. 

  

Asset Method Funding: Market Value of Assets plus accrued but unpaid contributions as of the 

valuation date plus an adjustment to defer full recognition of investment losses 

and gains over a two-year period. The investment (gain)/loss for every year equals 

the market value at the beginning of the year projected to the end of the year 

using the interest rate above, but no greater than the third segment rate for the 

plan year, minus the end of the year actual market value.  The actuarial value of 

assets will be no less than 90% and no more than 110% of the market value 

(including accrued but unpaid contributions). Note that due to the regulatory 

constraint on the interest rate, a characteristic of this asset valuation method is 

that, over time, it may be more likely to produce an actuarial value of assets that is 

less than the market value of assets. 

  

Funding Method Unit Credit.  A hypothetical projected accrued benefit is calculated at each 

potential future date of termination, death, disablement, and retirement.  Each 

such hypothetical benefit is calculated exactly the same way as the accrued 

benefit on the valuation date – except that projected average pays, already-

scheduled benefit unit increases, and projected factors relating to Social Security 

are used.  The present value of these hypothetical benefits is the accrued liability 

for each active employee.  Similarly, the present value of hypothetical projected 

accrued benefits using each employee’s expected service one year from now is 

calculated and the difference between this value and the accrued liability is the 

normal cost. 

  

 The present value of the individual's future normal costs on the valuation date 

equals the present value of future benefits less the accrued liability. 

 

Since this plan is frozen, there are no more benefits accruing (no future normal 

costs, projected earnings etc.) 

  

  

Employees Valued Only participants as of the valuation date were valued. 

 



Schedule B, Part V – Statement of Actuarial Assumptions/Methods 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 

Appendix B (Continued) 
  

Facts for Schedule B of 

Form 5500 for this year 

Estimated Investment Return/(Loss) for prior year  

  - measured using the Actuarial Value of Assets 4.2% 

  - measured using the Market Value of Assets 16.2% 

 

RPA ’94 Current Liability breakdown: 

  

    No. of  Vested  Total 

   Persons  Benefits  Benefits 

Retired/Beneficiary   666 $ 25,391,029 $ 25,391,029 

Terminated Vested   335   9,169,727   9,169,727 

Active      108   3,329,641   3,329,641 

Total   1,109 $ 37,890,397 $ 37,890,397 
 

  

Changes in Assumptions 

and Methods since the 

Last Actuarial Valuation 

The current liability interest rate was changed as required under HATFA. 

 

The mortality for RPA ’94 current liability purposes was changed as required under 

PPA ’06. 

 

The mortality table for funding purposes has been updated as required under PPA 

’06. 

  

Justification for 

Changing the Current 

Liability Assumptions 

Assumption changes other than to the prescribed assumptions were made to 

better anticipate future experience and to comply with ASOP 35.  We believe that 

no approval is required for these changes because the aggregate underfunding for 

PBGC premium purposes within the Controlled Group, excluding overfunding, for 

this plan year does not exceed $50,000,000. 

 



Multiple-Employer Plan Participating Employer Information 

Employee Benefits Plan of United Way of Greater Toledo 

2020 Form 5500 Part 1 A 

EIN/PN: 34-4427947 / 333 

FORM 5500 ATTACHMENT – MULTIPLE-EMPLOYER PLAN PARTICIPATING EMPLOYER INFORMATION 

(a) (b) (c) 

Name of Participating  Percent of Total 

Employer EIN Contributions 

United Way of Greater Toledo 34-4427947 8.71% 

International Institute of Greater Toledo, Inc.  34-4431870 0.62% 

Toledo Day Nursery 34-4465880 2.67% 

Harbor Behavioral Healthcare 34-4434924 24.45% 

Catholic Social Services of Toledo (Catholic Charities) 34-4428254 6.24% 

Toledo District Nurse Association 34-4427949 18.79% 

The Toledo Society for the Blind (The Sight Center of Northwest Ohio) 34-4428258 2.37% 

UJC Holdings, Incorporated (Jewish Community Center) 34-4428223 1.82% 

Jewish Family Service 34-4428257 0.90% 

James C. Caldwell Community Center 34-4316930 1.38% 

East Toledo Family Center 34-4429426 1.32% 

Girl Scouts of Maumee Valley Council 31-0679091 3.56% 

The Catholic Club 34-4428936 1.19% 

Frederick Douglass Community Association 34-4429189 0.65% 

Friendly Center, Inc. 34-4428217 0.61% 

Dental Center of Northwest Ohio 34-4441883 1.25% 

Lutheran Social Services 34-4428225 4.35% 

Safety Council of Northwest Ohio 34-0872610 0.65% 

Mobile Meals of Toledo 34-1019610 0.61% 

Area Office on Aging 34-1310295 8.93% 

Toledo Community Foundation 23-7284004 1.72% 

Kidney Foundation of Northwestern Ohio 34-1133682 0.31% 

Family & Child Abuse Prevention Center 34-1375936 0.92% 

United Way of Henry County 34-1359317 0.43% 

Senior Centers, Inc. 34-1197082 0.41% 

Life Connection of Ohio 31-1285637 3.35% 

Family House 34-1556086 0.46% 

NAMI of Greater Toledo 34-1723306 0.23% 

Visiting Nurse Corporation 34-4427949 1.10% 

Health Planning Association 34-0896356 0.00% 

Northwest Ohio Health Planning, Inc. 34-1376261 0.00% 

Toledo-Lucas County Council for Human Services 34-4428255 0.00% 

United Health Services 34-1084073      0.00% 

Toledo Hearing & Speech Center 34-4428992 0.00% 

Connecting Point  23-7437319 0.00% 

Parents Helping Parents (A Place for Parents) 34-1790232     0.00% 

Family Service of Northwest Ohio 34-4428488     0.00% 

  100.00% 

 





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 

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

THE DEFINED BENEFIT PENSION PLAN OF UNITED WAY OF GREATER
TOLEDO AND AFFILIATED AGENCIES

333

United Way Of Greater Toledo 34-4427947

X X

01 01 2020

39,115,663

38,664,064

666 26,939,859 26,939,859

335 9,681,038 9,681,038

108 3,537,928 3,537,928

1,109 40,158,825 40,158,825

5.25
250,000

AMY L. KENNEDY 2007365

FINDLEY, A DIVISION OF USI 419-255-1360

ONE SEAGATE, SUITE 2050

TOLEDO OH 43604

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. 

Amy.Kennedy
Typewritten text
10/11/2021



 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-

 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:  

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 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 YYYY-MM-DD 12345678901234 123456789012345-

0 0

0 0

0 0

16.20 0 0

0

5.41
0

0

0

0

0 0

0 0

96.27

96.37

0 0

0

0

0



 Schedule SB (Form 5500) 2020 Page 3 
  

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 

 

1

0

0

0

0

0

0 0

0 0

0

0 0 0

0

0

0

0

0

0



Schedule B, Line 3 – Contributions Made to Plan 

Employee Benefits Plan of United Way of Greater Toledo 

January 1, 2020 Valuation 

EIN/PN: 34-4427947 / 333 
 

ITEM 3 – CONTRIBUTIONS MADE TO THE PLAN FOR THE PLAN YEAR BY EMPLOYER(S) AND EMPLOYEES 

 
(a) (b) (c) Interest (6.50%) 

Date Amount Paid Amount Paid on (b) to 

 by Employer by Employees End of Plan Year 

2/11/2020 $ 2,021.50 $ 0.00 $ 116.00 

3/18/2020  5,562.00  0.00  283.00  

4/1/2020  1,505.25  0.00  73.00  

4/1/2020  758.50  0.00  37.00  

4/1/2020  8,669.50  0.00  419.00  

4/1/2020  11,581.25  0.00  559.00  

4/1/2020  79,476.75  0.00  3,837.00  

4/8/2020  8,734.99  0.00  411.00  

4/8/2020  1,338.75  0.00  63.00  

4/8/2020  12,021.85  0.00  565.00  

4/8/2020  8,253.41  0.00  388.00  

4/20/2020  1,997.00  0.00  90.00  

4/20/2020  1,995.25  0.00  89.00  

4/21/2020  4,274.50  0.00  191.00  

4/21/2020  10,888.75  0.00  486.00  

4/23/2020  4,494.75  0.00  199.00  

4/30/2020  28,305.25  0.00  1,219.00  

5/14/2020  3,651.75  0.00  148.00  

5/14/2020  3,005.25  0.00  122.00  

5/27/2020  14,141.00  0.00  540.00  

6/1/2020  3,852.75  0.00  144.00  

6/15/2020  2,105.75  0.00  73.00  

6/15/2020  4,055.00  0.00  141.00  

6/19/2020  1,338.75  0.00  46.00  

6/19/2020  8,669.50  0.00  296.00  

6/19/2020  100.00  0.00  3.00  

6/24/2020  8,044.54  0.00  267.00  

6/24/2020  12,126.28  0.00  403.00  

6/24/2020  8,839.43  0.00  294.00  

6/24/2020  11,581.25  0.00  385.00  

6/24/2020  3,852.75  0.00  128.00  

6/24/2020  100.00  0.00  3.00  

7/6/2020  4,274.50  0.00  133.00  

7/6/2020  758.50  0.00  24.00  

7/6/2020  10,888.75  0.00  339.00  

7/6/2020  2,916.00  0.00  91.00  

7/6/2020  1,995.25  0.00  62.00  

7/6/2020  1,997.00  0.00  62.00  

7/8/2020  5,905.25  0.00  182.00  

7/8/2020  4,055.00  0.00  125.00  

7/8/2020  14,141.00  0.00  435.00  

7/8/2020  28,305.25  0.00  870.00  

7/8/2020  79,476.75  0.00  2,444.00  

7/24/2020  1,505.25  0.00  42.00  

7/24/2020  2,026.50  0.00  57.00  

8/25/2020  2,105.75  0.00  47.00  

8/25/2020  3,005.25  0.00  67.00  

8/26/2020  4,494.75  0.00  99.00  

9/22/2020  10,888.75  0.00  189.00  

9/22/2020  1,505.25  0.00  26.00  

9/22/2020  11,581.25  0.00  201.00  

9/24/2020  8,183.79  0.00  139.00  

  



Schedule B, Line 3 – Contributions Made to Plan 

Employee Benefits Plan of United Way of Greater Toledo 

January 1, 2020 Valuation 

EIN/PN: 34-4427947 / 333 
 

 
ITEM 3 – CONTRIBUTIONS MADE TO THE PLAN FOR THE PLAN YEAR BY EMPLOYER(S) AND EMPLOYEES 

 

(a) (b) (c) Interest (6.50%) 

Date Amount Paid Amount Paid on (b) to 

 by Employer by Employees End of Plan Year 

9/24/2020 $ 8,669.50 $ 0.00 $ 147.00 

9/24/2020  3,005.25  0.00  51.00  

9/24/2020  79,476.75  0.00  1,352.00  

9/24/2020  11,177.65  0.00  190.00  

9/24/2020  9,648.81  0.00  164.00  

10/1/2020  3,852.75  0.00  61.00  

10/1/2020  1,995.25  0.00  31.00  

10/1/2020  4,274.50  0.00  67.00  

10/1/2020  758.50  0.00  12.00  

10/1/2020  1,013.25  0.00  16.00  

10/20/2020  200.00  0.00  2.00  

10/20/2020  2,105.75  0.00  26.00  

10/20/2020  2,916.00  0.00  36.00  

10/20/2020  5,905.25  0.00  74.00  

10/20/2020  1,338.75  0.00  17.00  

10/20/2020  4,494.75  0.00  56.00  

10/20/2020  28,305.25  0.00  353.00  

11/4/2020  1,997.00  0.00  20.00  

11/4/2020  14,141.00  0.00  139.00  

11/19/2020  4,055.00  0.00  29.00  

11/19/2020  2,916.00  0.00  21.00  

11/19/2020  5,905.25  0.00  43.00  

12/21/2020  1,338.75  0.00  2.00  

12/21/2020  11,581.25  0.00  20.00  

12/21/2020  1,995.25  0.00  3.00  

12/24/2020  3,852.75  0.00  5.00  

12/24/2020  10,888.75  0.00  13.00  

12/24/2020  8,669.50  0.00  10.00  

12/24/2020  2,916.00  0.00  4.00  

12/24/2020  5,905.25  0.00  7.00  

1/8/2021  100.00  0.00 0.00 

1/8/2021  758.50  0.00 0.00 

1/8/2021  1,013.25  0.00 0.00 

1/8/2021  1,997.00  0.00 0.00 

1/8/2021  4,274.50  0.00 0.00 

1/8/2021  4,494.75  0.00 0.00 

1/8/2021  8,241.81  0.00 0.00 

1/8/2021  9,576.28  0.00 0.00 

1/8/2021  11,192.15  0.00 0.00 

1/8/2021  28,305.25  0.00 0.00 

1/8/2021  79,476.75  0.00 0.00 

1/22/2021  14,141.00  0.00 0.00 

1/22/2021  1,505.25  0.00 0.00 

2/5/2021  3,005.25  0.00 0.00 

2/5/2021  2,105.75        0.00            0.00 

    

TOTAL $ 892,840.24 $ 0.00 $ 20,623.00 



Schedule SB, line 22 – Description of Weighted Average Retirement Age 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 
 

  

Rates of Retirement  Age Rate 

 55-62     1% 

 63   15 

 64   25 

 65   40 

 66   15 

 67     5 

 68+ 100 

 

Weighted Average Retirement Age is 65.  This is the average retirement age for 

someone eligible to retire at all ages using the assumed retirement rates and no 

other decrements. 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Schedule SB, line 27 – Actuarial Information Based on Pre-PPA Rules 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN: 34-4427947 / 333 
 

SCHEDULE B ATTACHMENTS FOR 2019 BASED ON PRE-PPA FUNDING RULES 

 

The Preservation of Access to Care for Medicare Beneficiaries and Pension Relief Act of 2010 was signed into 

law on June 25, 2010.  This law delays the effective date of the funding provisions of the Pension Protection 

Act of 2006 (PPA) for “Eligible Charity Plans” (ECPs) until the plan no longer satisfies the requirements to be 

considered an ECP.  An ECP is defined as a plan with more than one employer which consists of only 501(c)(3) 

charitable organizations. 

 

Since this plan meets the definition of an ECP, pre-PPA funding rules have been used to determine minimum 

funding requirements for 2020.  2020 Schedule B is shown as an attachment to the 2020 Schedule SB.  This 

Schedule B displays the Funding Standard Account under the pre-PPA provisions. 

 

In accordance with the instructions for the 2020 Schedule SB only portions of the Schedule SB have been 

completed.  In particular, Part VIII of the Schedule SB, which determines the minimum required contribution 

under PPA rules, has not been completed.  This information can now be found in the Schedule B attachments 

for 2020. 



Schedule B, line 6 – Statement of Actuarial Assumption/Methods – including – 

Schedule B, line 6b – Description of Weighted Average Retirement Age 

Schedule B, line 11 – Justification for Changes in Actuarial Assumptions 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 

Appendix B 

Statement of Actuarial Assumptions and Methods 
  

Interest Rate Funding: 

a. Accrued Liability and Assets  

 (i)  Pre-decrement 6.50% 

 (ii) Post-decrement 6.50% 

b. RPA ‘94 Current Liability reflecting HATFA 5.94% 

  

Salary Scale None 

  

Mortality RP-2006 Static Non-Generational Mortality Table as described in Regulation 1.430 

(h)(3)-1 and Notice 2017-60, projected by scale MP-2017, male and female, with 

different rates for annuitant/non-annuitant (as prescribed by IRC 430). 

  

Rates of Retirement  Age Rate 

 55-62     1% 

 63   15 

 64   25 

 65   40 

 66   15 

 67     5 

 68+ 100 

 

Weighted Average Retirement Age is 65.  This is the average retirement age for 

someone eligible to retire at all ages using the assumed retirement rates and no 

other decrements. 

  

Rates of Disability None 

  

Rates of Turnover All actives are assumed to work until Normal Retirement. 

  

Assumptions Made In 

Valuing Spouse’s 

Benefit 

Eighty percent of the employees included in the valuation are assumed to be 

married.  The wife is assumed to be three years younger than the husband. 

  

Optional Form Election All employees are assumed to elect the life annuity benefit.  



Schedule B, line 6 – Statement of Actuarial Assumption/Methods – including – 

Schedule B, line 6b – Description of Weighted Average Retirement Age 

Schedule B, line 11 – Justification for Changes in Actuarial Assumptions 

The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 
 

Appendix B (Continued) 
  

Annual Increases to 

Maximum Benefits and 

Plan Compensation 

Limits 

0.00% 

  

Annual Increases to 

Social Security 

0.00% 

  

Provision for Expenses The expected administrative (i.e. non-investment) expenses that will be paid from 

plan assets were included in the Normal Cost for minimum contribution purposes. 

  

Asset Method Funding: Market Value of Assets plus accrued but unpaid contributions as of the 

valuation date plus an adjustment to defer full recognition of investment losses 

and gains over a two-year period. The investment (gain)/loss for every year equals 

the market value at the beginning of the year projected to the end of the year 

using the interest rate above, but no greater than the third segment rate for the 

plan year, minus the end of the year actual market value.  The actuarial value of 

assets will be no less than 90% and no more than 110% of the market value 

(including accrued but unpaid contributions). Note that due to the regulatory 

constraint on the interest rate, a characteristic of this asset valuation method is 

that, over time, it may be more likely to produce an actuarial value of assets that is 

less than the market value of assets. 

  

Funding Method Unit Credit.  A hypothetical projected accrued benefit is calculated at each 

potential future date of termination, death, disablement, and retirement.  Each 

such hypothetical benefit is calculated exactly the same way as the accrued 

benefit on the valuation date – except that projected average pays, already-

scheduled benefit unit increases, and projected factors relating to Social Security 

are used.  The present value of these hypothetical benefits is the accrued liability 

for each active employee.  Similarly, the present value of hypothetical projected 

accrued benefits using each employee’s expected service one year from now is 

calculated and the difference between this value and the accrued liability is the 

normal cost. 

  

 The present value of the individual's future normal costs on the valuation date 

equals the present value of future benefits less the accrued liability. 

 

Since this plan is frozen, there are no more benefits accruing (no future normal 

costs, projected earnings etc.) 

  

  

Employees Valued Only participants as of the valuation date were valued. 

 



Schedule B, line 6 – Statement of Actuarial Assumption/Methods – including – 
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The Defined Benefit Pension Plan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 
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Appendix B (Continued) 
 

  

Facts for Schedule B of 

Form 5500 for this year 

Estimated Investment Return/(Loss) for prior year  

  - measured using the Actuarial Value of Assets 4.2% 

  - measured using the Market Value of Assets 16.2% 

 

RPA ’94 Current Liability breakdown: 

  

    No. of  Vested  Total 

   Persons  Benefits  Benefits 

Retired/Beneficiary   666 $ 25,391,029 $ 25,391,029 

Terminated Vested   335   9,169,727   9,169,727 

Active      108   3,329,641   3,329,641 

Total   1,109 $ 37,890,397 $ 37,890,397 
 

  

Changes in Assumptions 

and Methods since the 

Last Actuarial Valuation 

The current liability interest rate was changed as required under HATFA. 

 

The mortality for RPA ’94 current liability purposes was changed as required under 

PPA ’06. 

 

The mortality table for funding purposes has been updated as required under PPA 

’06. 

  

Justification for 

Changing the Current 

Liability Assumptions 

Assumption changes other than to the prescribed assumptions were made to 

better anticipate future experience and to comply with ASOP 35.  We believe that 

no approval is required for these changes because the aggregate underfunding for 

PBGC premium purposes within the Controlled Group, excluding overfunding, for 

this plan year does not exceed $50,000,000. 
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(3)         Multiple-employer

Firm name

E    Type of plan:

1a     Enter the actuarial valuation date:

Basic Information  (To be completed by all plans)

(2)         Single-employer

 D Employer Identification Number

Part I

Attach to Form 5500 or 5500-EZ if applicable.

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

 B  Three-digit
       plan number . . .

This schedule is required to be filed under Section 104 of the Employee
Retirement Income Security Act of 1974, referred to as ERISA, except when
attached to Form 5500-EZ and, in all cases, under section 6059(a) of the

Internal Revenue Code, referred to as the Code.

SCHEDULE B

Department of Labor
Employee Benefits Security

Administration

Actuarial Informa tion

2007

OMB No. 1210-0110

 This Form is Open to Public
Inspection (except when

attached to Form 5500-EZ).

For calendar plan year 2007 or fiscal plan year beginning   ,               and ending                          ,

A    Name of plan

For Paperwork Reduction Act Notice and OMB Control Numbers,
see the instructions for  Form 5500 or 5500-EZ.

v10.1 Schedule B (Form 5500) 2007

0 8 0 7 3 5 0 1 0 O

Department of the Treasury
Internal Revenue Service

Pension Benefit Guaranty Corporation

b(1)
b(2)
c(1)

c(2)(a)

See separate instructions.

(1)        Multiemployer

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.

 F       100 or fewer participants in prior plan year

c(2)(b)
c(2)(c)

Month Day Year

b    Assets:
(1)   Current value of assets . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(2)   Actuarial value of assets for funding standard account  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

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

(b)   Accrued liability under entry age normal method . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(c)   Normal cost under entry age normal method  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Statement by Enrolled Actuary (see instructions before signing):

To the best of my knowledge, the information supplied in this schedule and on the accompanying schedules, statements, and attachments, if any, is complete and accurate, and
in my opinion each assumption, used in combination, represents my best estimate of anticipated experience under the plan.  Furthermore, in the case of a plan other than a
multiemployer plan, each assumption used (a) is reasonable (taking into account the experience of the plan and reasonable expectations) or (b) would, in the aggregate, result in a total
contribution equivalent to that which would be determined if each such assumption were reasonable; in the case of a multiemployer plan, the assumptions used, in the aggregate, are
reasonable (taking into account the experience of the plan and reasonable expectations).

SIGN
HERE

Signature of actuary

Type or print name of actuary

Address of the firm

G
Date

Telephone number (including area code)

Most recent enrollment number

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

c    If the percentage resuting from dividing line 2a by line 2b(4), column (3) is less than 70%, enter
such percentage . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2a

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

2       Operational information as of beginning of this plan year:

d(1)

Schedule B (Form 5500) 2007 Page 2

1d    Information on current liabilities of the plan:

0 8 0 7 3 5 0 2 0 P

d(2)(a)
(2)    “RPA ‘94” information:

d(2)(b)
d(2)(c)
d(2)(d)

d(3)

(a)   Current liability  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

(c)    Current liability computed at highest allowable interest rate (see instructions)    . . . . . . . . . . . . .

(d)    Expected release from “RPA ‘94” current liability for the plan year   . . . . . . . . . . . . . . . . . . . . . . .

(3)    Expected plan disbursements for the plan year  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

a    Current value of the assets (see instructions)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

2c

(1) No. of Persons (2) Vested Benefits (3) Total Benefitsb    “RPA ‘94” current liability:
(1)    For retired participants and beneficiaries receiving payments  . . . . . . .

(2)    For terminated vested participants  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(3)    For active participants  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(4)    Total  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

%

(a)
Month-Day-Year

(b)
Amount paid by

employer

(c)
Amount paid by

employees
(a)

Month-Day-Year

(b)
Amount paid by

employer

(c)
Amount paid by

employees

3        Totals (b) (c)

4a %

4       Quarterly contributions and liquidity shortfall(s):

a    Plans other than multiemployer plans, enter funded current liability percentage for preceding
year (see instructions)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b    If line 4a is less than 100%, see instructions, and complete the following table as applicable:
Liquidity shortfall as of end of Quarter of this plan year

(1)   1st (2)    2nd (3)   3rd (4)     4th
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0 8 0 7 3 5 0 3 0 Q

g           Individual aggregate

d           Aggregate

5         Actuarial cost method used as the basis for this plan year’s funding standard account computation:

6a

Schedule B (Form 5500) 2007 Page 3

a            Attained age normal b       Entry age normal

e        Frozen initial liability

h       Other (specify)

c       Accrued benefit (unit credit)

f        Individual level premium

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

 j     If line i is “Yes,” was the change made pursuant to Revenue Procedure 2000-40?  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .           Yes              No

k     If line i is “Yes,” and line j is “No” enter the date of the ruling letter (individual or

        class) approving the change in funding method  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Month      Day         Year

6        Checklist of certain actuarial assumptions:

a     Interest rates for “RPA ‘94” current liability . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

6b

% N/A

N/A

N/A

N/A

N/A

N/A

%

%

%

%

%

%

%

6c

d(1)
d(2)
6e
6f

g(1)
g(2)
g(3)
6h

6i
N/A

N/A

N/A

N/A

Pre-retirement Post-retirement

%

%

%

%

%

%

Rate
Code

Rate
Code

Yes No Yes No

b     Weighted average retirement age. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

c     Rates specified in insurance or annuity contracts   . .

d     Mortality table code for valuation purposes:
(1)    Males . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(2)    Females . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

e     Valuation liability interest rate . . . . . . . . . . . . . . . . . . .

f    Expense loading . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

g     Annual withdrawal rates:
(1)    Age 25  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(2)    Age 40  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(3)    Age 55  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

h    Salary scale . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

i      Estimated investment return on actuarial value of assets for year ending on the valuation date

7        New amortization bases established in the current plan year:
(1) Type of Base (2) Initial Balance (3) Amortization Charge/Credit

8        Miscellaneous information:

a      If a waiver of a funding deficiency or an extension of an amortization period has been approved for this plan year, enter the
        date of the ruling letter granting the approval  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .  Month              Day       Year

Male Female

j      Estimated investment return on current value of assets for year ending on the valuation date .  . 6j
%
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 l(2)

8b     If one or more alternative methods or rules (as listed in the instructions) were used for this plan year, enter the appropriate
  code in accodance with the instructions

q(1)

 l(1)

9j

Schedule B (Form 5500) 2007 Page 4

9a

c(1)

a     Prior year funding deficiency, if any  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

c      Amortization charges as of valuation date:

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

e     Additional interest charge due to late quarterly contributions, if applicable . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

f      Adjusted additional funding charge from Part II, line 12q, if applicable  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

g     Total charges.  Add lines 9a through 9f  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

h     Prior year credit balance, if any  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
i      Employer contributions.  Total from column (b) of line 3  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

j      Amortization credits as of valuation date  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

k     Interest as applicable to end of plan year on lines 9h, 9i, and 9j   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

0 8 0 7 3 5 0 4 0 R

c      Is the plan required to provide a Schedule of Active Participant Data? (see instructions)  If “Yes,” attach schedule  . . . . . . . . . . . . . Yes No

9         Funding standard account statement for this plan year:
Charges to funding standard account:

9b
Outstanding Balance

c(2)
9d
9e
9f
9g

(1)    All bases except funding waivers . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

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

($                                            )

($                                            )

Outstanding Balance

($                                            )

9h
9i

Credits to funding standard account:

9k
l       Full funding limitation (FFL) and credits

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

(2)    “RPA ‘94” override (90% current liability FFL). . . . . . . . . . . . . . . . . . . . . . .

(3)    FFL credit   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

m   (1)    Waived funding deficiency . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(2)    Other credits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

n     Total credits.  Add lines 9h through 9k, 9l(3), 9m(1), and 9m(2)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

l(3)
m(1)
m(2)
9n
9o
9p

q(4)

10

o     Credit balance: If line 9n is greater than line 9g, enter the difference  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

p     Funding deficiency: If line 9g is greater than line 9n, enter the difference . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
Reconciliation account:

q      Current year’s accumulated reconciliation account:
(1)    Due to additional funding charges as of the beginning of the plan year

(2)    Due to additional interest charges as of the beginning of the plan year

(3)    Due to waived funding deficiencies:

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

 (b)    Reconciliation amount.  Line 9c(2) balance minus line 9q(3)(a)   . . . .

q(2)

q(3)(a)
q(3)(b)

(4)    Total as of valuation date . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

10      Contribution necessary to avoid an accumulated funding deficiency.  Enter the amount in line 9p
or the amount required under the alternative funding standard account if applicable . . . . . . . . . . . . . . . . . . . . . .  . . . . .

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

N/A
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m(2)

12h
12i

m(3)

  d  Funded current liability percentage.  Divide line 12c by 12b and multiply by 100 . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

12      Additional required funding charge (see instructions):

m(1)

12j

Schedule B (Form 5500) 2007 Page 5

12a

  a   Enter “Gateway %.”  Divide line 1b(2) by line 1d(2)(c) and multiply by 100.

If line 12a is at least 90%, go to line 12q and enter -0-.

If line 12a is less than 80%, go to line 12b.

If line 12a is at least 80% (but less than 90%), see instructions and, if applicable, go to line 12q

and enter -0-.  Otherwise, go to line 12b  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .
  b  “RPA ‘94” current liability.  Enter line 1d(2)(a) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  e  Unfunded current liability.  Subtract line 12c from line 12b . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  f    Liability attrubutable to any unpredicable contingent event benefit   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  g  Outstanding balance of unfunded old liability . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  h   Unfunded new liability.  Subtract the total of lines 12f and 12g from line 12e.  Enter -0- if negative  . . . . . . . . . . . . . . .
  i    Unfunded new liability amount (                                          % of line 12h) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  j    Unfunded old liability amount   . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  k   Deficit reduction contribution.  Add lines 12i, 12j and 1d(2)(b) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

0 8 0 7 3 5 0 5 0 S

12b

12d
12e
12f
12g

12k
  l     Net charges in funding standard account used to offset the deficit reduction contribution.  Enter

a negative number if less than zero  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(1)    Benefits paid during year attributable to unpredictable contingent event   . . .

(2)    Unfunded current liability percentage.  Subtract the percentage
on line 12d from 100% . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

(3)    Enter the product of lines 12m(1) and 12m(2)   . . . . . . . . . . . . . . . . . . . . . . . . . .

(4)    Ammortization of all unpredictable contingent event liabilities  . . . . . . . . . . . . .

(5)    “RPA ‘94” additional amount (see instructions)  . . . . . . . . . . . . . . . . . . . . . . . . . .

  m Unpredictable contingent event amount:

(6)    Enter the greatest of lines 12m(3), 12m(4), or 12m(5)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  n   Preliminary additional funding charge: Enter the excess of line 12k over line 12l (if any), plus line 12m(6),
adjusted to end of year with interest  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

m(6)

12n
12o  o  Contributions needed to increase current liability percentage to 100% (see instructions) . . . . . . . . . . . . . . . . . . . . . . .

  p   Additional funding charge prior to adjustment: Enter the lesser of line 12n or 12o  . . . . . . . . . . . . . . . . . . . . . . . . . . . .

  q   Adjusted additional funding charge. (                                    .0% of line 12p)  . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Part II Additional Information for Certain Plans Other Than Multiemployer Plans
Please see Who Must File  in the Schedule B instructions to determine if you must complete Part II.

12c

12l

%

%
  c   Adjusted value of assets (see instructions) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

m(4)
m(5)

%

12p
12q
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Schedule B, line 6 – Summary of Plan Provisions 

The Defined Benefit Pension Pan of United Way of Greater Toledo and Affiliated Agencies 

January 1, 2020 Valuation 

EIN/PN:  34-4427947 / 333 
 

Appendix A 
Summary of Principal Plan Provisions 

  

Plan Sponsor United Way of Greater Toledo 

  

EIN/PN 34-4427947/333 

  

Effective Date January 1, 1975; last amendment effective January 1, 2018. 

  

Other Information This Plan qualifies as an Eligible Charity Plan. 

  

Plan Year The 12-month period beginning each January 1. 

  

Participation Any employee participates on the first day of the month coinciding with or next 

following the date he has both attained age 21 and completed one Year of Service.  

(A Year of Service is a Plan Year in which an employee is paid for at least 1,000 

hours.) No new participants will be added to the plan on or after December 31, 

2003. 

  

Compensation Total wages, salary, fees and amounts received for personal service rendered in 

the course of employment, including contributions made to a salary reduction or 

deferred compensation plan. Prior to 2002, compensation for any plan year is 

limited to $150,000 adjusted for increases as prescribed by the Secretary of the 

Treasury. For the 2002 plan year, the plan recognizes the limit of $200,000 

including retroactively for years prior to 2002.  For years after 2002, the $200,000 

limit will be indexed for inflation.  

  

Final Average Earnings The annual Compensation of a Participant averaged over the 5 consecutive 

completed calendar years of employment during which the Participant is credited 

with Benefit Accrual Service, including periods prior to the Effective Date of the 

Plan, which produce the highest average within the last consecutive ten (10) 

completed calendar years coincident with or preceding termination of 

employment. 

 

Final Average Compensation does not include Compensation earned after 

December 31, 2003. 

  

Social Security Average 

Monthly Wage 

Monthly average of the Social Security Taxable Wage Bases for the 35 calendar 

years ending with the year the participant attains Social Security Retirement Age.  

  

Vesting Service Elapsed time from the first day of employment until termination, expressed in the 

number of whole years represented by such sum, and for this purpose, fractional 

periods of a year will be expressed in terms of months.   

 

A participant will be 100% vested upon completion of 5 year of service or upon 

attaining age 55.   
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Appendix A (Continued) 
  

Benefit Accrual Service Elapsed time from date of participation expressed as years and months.  Benefit 

Accrual Service is frozen as of December 31, 2003. 

  

Benefit Formula The monthly Normal Retirement benefit is determined as the greater of (A) or (B): 

 

(A) The Accrued Benefit as of the Fresh Start Date of December 31, 1988 

determined under the provisions of the plan then in effect. 

(B) The sum of 1.375% of Final Average Earnings multiplied by Benefit Accrual 

Service and 0.65% of Final Average Earnings in excess of the Social 

Security Average Monthly Wage multiplied by benefit Accrual Service not 

greater than 35. 

  

Accrued Benefit The Accrued Benefit is calculated under the Benefit Formula using the Final 

Average Earnings and Social Security Average Monthly Wage at date of 

determination assuming the Participant continues to earn Benefit Accrual Service 

until his Normal Retirement Age or date of determination, if later, and adjusted as 

follows: 

 

The portion of the retirement benefit based on total Benefit Accrual Service ((B) 

from Benefit Formula) is multiplied by a fraction, not to exceed one, equal to actual 

Benefit Accrual Service divided by projected Benefit Accrual Service at Normal 

Retirement Age.  The multiplication by this factor does not apply the Frozen 

Accrued Benefit ((A) from Benefit Formula).  

  

Normal Retirement  Eligibility: 

Age 65. 

  

 Monthly Benefit:  

The Accrued Benefit. 

  

Deferred Retirement  Eligibility:  

After age 65. 

 

Monthly Benefit:  

The Accrued Benefit at actual retirement date 

  

Early Retirement  Eligibility:   

Age 55 

 

Monthly Benefit:   

The Accrued Benefit at early retirement reduced by 1/12th for each of the first 3 

years and 1/24th for each of the next 7 years by which Early Retirement precedes 

Normal Retirement. 
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Appendix A (Continued) 
  

Termination Benefit Eligibility: 

 

Termination of employment prior to retirement. 

 

Monthly Benefit: 

 

The vested benefit commences in full at age 65, or in a reduced amount under the 

early retirement provisions. 

 

The vested benefit is the accrued benefit multiplied by the applicable Vesting 

Percent based on the following schedule: 

 

 Years of Vesting Service Vesting Percent 

 0-4     0% 

 5 or more 100% 

 

All participants are 100% vested as of December 31, 2003. 

  

Pre-Retirement Death 

Benefit 

Eligibility: 

 

Any vested participant.  

  

 Monthly Benefit: 

 

A monthly benefit for life with 120 payments guaranteed and commencing at the 

time the participant would have first been eligible for retirement.  The benefit is 

equal to 66 2/3% of the benefit vested on the date of death, payable for 10 years 

guaranteed, adjusted as appropriate for early commencement and the 66 2/3% 

Joint and Survivor Annuity with 10 years certain form of payment.  The benefit is 

payable to the surviving spouse.   

 

If participant dies prior to Early Retirement Age, the benefit is payable only to a 

surviving eligible spouse.  If there is no eligible spouse, then no benefit is payable.   

 

If participant dies on or after Early Retirement Age, then the amount is payable to 

the eligible spouse.  If there is no eligible spouse, then the benefit is payable to 

surviving “Eligible Children” (under the age of 19).  If there are no eligible children, 

then no benefit is payable.  Standard survivor benefit for eligible children is the 

120 months certain. 
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Appendix A (Continued) 
  

Optional Forms Available The following optional forms are available under this plan:  life annuity; period 

certain and continuous annuity, with either a 120 or 180 month guarantee; joint 

and survivor annuity, with either 75% or 100% continuation. 

 

The conversion factors are based on the 1983 Individual Annuity Mortality Table 

for females and 8.5% interest. 

  

Benefits Available as 

Lump Sums 

This plan pays small benefit amounts (lump sums less than $1,000) automatically. 

  

Maximum Benefit Limit The Internal Revenue Code Section 415 Maximum Benefit payable as a life 

annuity at Social Security Normal Retirement Age. 

  

Changes in Plan 

Provisions 

None. 

  

 
























