Form 5500 Annual Return/Report of Employee Benefit Plan OMEB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104
Ceparentl e ey " ections 6057(b) anc 6058(2) of the Internal Revene Cods (e Code), 2020
cog s S > Compete o nties i secordznce wir
Administration : This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection

Part | | Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A This retumn/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
’ participating employer information in accordance with the form instructions.)
a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . . .. ... ... . .. . e > |:|
D Check box if filing under: Form 5558 |:| automatic extension |:| the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS PLAN number (PN) » 001
1c Effective date of plan

02/01/1998

2a Plan sponsor’'s name (employer, if for a single-employer plan) 2b Employer Identification

Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 34-1600691

AMERICAN CONSOLIDATED INDUSTRIES, INC. 2C Plan Sponsor's telephone

number
216-587-8000

4650 JOHNSTON PARKWAY 2d Business code (see

CLEVELAND, OH 44128 instructions)
423990

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN | Filed with authorized/valid electronic signature. 10/13/2021 JOSH KAUFMAN

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

SIGN | Filed with authorized/valid electronic signature.

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

SIGN | Filed with authorized/valid electronic signature.

HERE

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 Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
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, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 ‘ 168
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAI.............cc..vveivviveeeiereeseeseeeeeeeeeeseessees s 6a(1) 149
a(2) Total number of active participants at the end of the Plan YEAr ...........cccoeieriiiriieieeseece et 6a(2) 129
b Retired or separated participants reCeIVING DENETILS................coviviviveieereeeeeeeeteeeeee st eteee e er e s et e e ees s s e aeses s e eneneseseeens 6b 1
C Other retired or separated participants entitled to future DENETItS ............ooiii e 6¢C 14
d Subtotal. Add lINES BA(2), 61, AN BC......vvveeeeeeeeee e ee et ee et ee et et et ee e e e et e e eeeeee e e s e e ettt ten s eee e 6d 144
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .........cccccoiiiiiiiiiins 6e 1
T TOtal. A lINES BA GNA BE. ........v.veveeeeececiceceeiete ettt ettt s ettt e bbb s bt e e s e et ettt e s e s s s sssesesetetet et s et s s ssseeaetetetesas 6f 145
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS IEMY ....eveeceecteeeeete ettt ee et et ee ettt et et ee e e e et e et et s e e s et s s e e seseee e e et e e et et s en s e e e e e e s et et et ettt et ssns s e et etet et et et asenn e e 69 78
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thaN 100Y6 VESEM .....cv.ruiieiseesissiesiesssessessesssssssssssssesessses et ees et et e s et et e s st ettt s e st ettt sttt en st ensensentnes 6h 0
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:
2A 2E 2F 2G 2J 2K 3D 3H
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)
Q) D Insurance Q) |:| Insurance
2 I Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
?3) Trust 3) Trust
4) |_| General assets of the sponsor 4) |_| General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

Pension Schedules b General Schedules
Q) R (Retirement Plan Information) Q) H (Financial Information)
2) |:| I (Financial Information — Small Plan)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money .
Purchase Plan Actuarial Information) - signed by the plan ©) |:| 0 A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part 11l | 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.) wevvevmererreieneiiee s [] yes [] No

If “Yes” is checked, complete lines 11b and 11c.

11b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) ........... |:| Yes D 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 C Service Provider Information OM8 No. 12100110

(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
This Form is Open to Public
Department of Labor .
Employee Benefits Security Administration b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning  01/01/2020 and ending  12/31/2020
A Name of plan B Three-digit
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS PLAN plan number (PN) 3 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
AMERICAN CONSOLIDATED INDUSTRIES, INC. 34-1600691

Part | | 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).. .............. D Yes 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
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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
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Page3-| 1

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).

() Enter name and EIN or address (see instructions)

COHEN & COMPANY, LTD

by the plan. If none,

(d)
Enter direct
compensation paid

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?

(9)

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?

34-1912961
(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
10 NONE

11500

Yes |:| No

Yes |:| No |:|

Yes |:| No |:|

(a) Enter name and EIN or address (see instructions)

THE RETIREMENT PLAN COMPANY

(f)

Did indirect compensation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

(9)

Enter total indirect
compensation received by
service provider excluding

eligible indirect

(f). If none, enter -0-.

compensation for which you
answered “Yes” to element

(h)
Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

() Enter name and EIN or address (see instructions)

(f)

Did indirect compensation

(¢)]

Enter total indirect

include eligible indirect
compensation, for which the
plan received the required
disclosures?

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?

38-3712991
(b) (c) (d) (€)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee | compensation paid receive indirect
organization, or  |by the plan. If none,| compensation? (sources
person known to be enter -O-. other than plan or plan
a party-in-interest sponsor)
51 64 NONE 6488
Yes |:| No
ANCORA GROUP, INC.
27-1506603
(b) (c) (d) (€)
Service Relationship to Enter direct Did service provider
Code(s) |employer, employee | compensation paid receive indirect
organization, or  |by the plan. If none,| compensation? (sources
person known to be enter -0-. other than plan or plan
a party-in-interest sponsor)
20 27 NONE 5532
Yes |:| No

Yes |:| No |:|

Yes |:| No |:|
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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).

() Enter name and EIN or address (see instructions)

(b) ©) (d) e o (0 _ @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest Sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| Yes|:| No|:| Yes|:| No|:|
(a) Enter name and EIN or address (see instructions)

(b) ©) (d) e AU _ @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
Yes|:| No|:| Yes|:| No|:| Yes|:| No|:|
() Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or
person known to be
a party-in-interest

by the plan. If none,
enter -0-.

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(f). If none, enter -0-.

formula instead of
an amount or
estimated amount?

Yes |:| No |:|

Yes |:| No |:|

Yes |:| No |:|
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Part | | 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 (¢) Enter amount of indirect
(see instructions) 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 (¢) Enter amount of indirect
(see instructions) 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 (¢) Enter amount of indirect
(see instructions) 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.
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| Part I | 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

(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

(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

(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

() 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

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

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

DFE/Participating Plan Information

OMB No. 1210-0110

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

2020

» File as an attachment to Form 5500.

Employee Benefits Security Administration

This Form is Open to Public

Inspection.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B Three-digit
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS PLAN plan number (PN) > 001

C Plan or DFE sponsor’'s name as shown on line 2a of Form 5500
AMERICAN CONSOLIDATED INDUSTRIES, INC.

D Employer Identification Number (EIN)
34-1600691

Part |

(Complete as many entries as needed to report all interests in DFES)

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE:  RELIANCE TRUST NEW YORK LIFE ANCHOR

b Name of sponsor of entity listed in (a): RELIANCE TRUST COMPANY

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 46-6350416-001 code c 103-12 IE at end of year (see instructions) 37155
a Name of MTIA, CCT, PSA, or 103-12 IE: BLACKROCK EQUITY INDEX FUND CLASS 1
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
B, . N C ’ ' ’ 19978
C EIN-PN 20-3802168-001 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 [IE: CORE BOND FUND CLASS R1
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - C ! ! ' 6144
C EIN-PN - 82-1986152-325 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  FLEXPATH INDEX + AGGRESSIVE 2025 FU
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
R - - C ! ! ! 10167
C EIN-PN 47-2275031-213 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  FLEXPATH INDEX + CONSERVATIVE 2025
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 47-2458234-215 L . ! 108456
C EIN-PN code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + MODERATE 2025 FUND
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 2
- - - ' ' ' 41705
C EIN-PN  47-2285799-214 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + AGGRESSIVE 2035 FU
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity c € Dollar value of interest in MTIA, CCT, PSA, or 15847
C EIN-PN 47-2468898-216 code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2020
v. 200204
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Name of MTIA, CCT, PSA, or 103-12 |E:

FLEXPATH INDEX + CONSERVATIVE 2035

Name of sponsor of entity listed in (a):

WILMINGTON TRUST

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 47-2491300-218 C ! . ! 25648
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + MODERATE 2035 FUND
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- g - C ' ' ' 353506
EIN-PN  47-2478524-217 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  FLEXPATH INDEX + AGGRESSIVE 2045 FU
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- : ; C ’ ’ ' 44675
EIN-PN  47-2503540-219 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  FLEXPATH INDEX + MODERATE 2045 FUND
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- . . C o ' ' 66314
EIN-PN 47-2516187-220 code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  FLEXPATH INDEX + AGGRESSIVE 2055 FU
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 47-2554270-222 C _' L ’ 49899
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + MODERATE 2055 FUND
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 47-2563528-223 C L . ’ 57734
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE:  FLEXPATH INDEX + CONSERVATIVE RETIR
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 47-2264760-212 C o ' ! 12491
EIN-PN code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + MODERATE RETIREMEN
Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
R - - C ! ’ ! 60757
EIN-PN  47-2248665-211 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

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

Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFESs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

OMB No. 1210-0110

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

2020

Internal Revenue Code (the Code).

This Form is Open to Public

» File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
A Name of plan B  Three-digit
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500
AMERICAN CONSOLIDATED INDUSTRIES, INC.

D Employer Identification Number (EIN)
34-1600691

Part | |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 |Es also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total NoniNterest-bearing Cash............ccoueeeereeeeiiieieeeee s la 8648 0
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYETr CONLHDULIONS ........ovecveveceeeeeeeeeee e 1b(1)
(2) Participant CONtHBULONS...............coevevreeeereeeseeeeeeseseeseses s 1b(2) 135
)T 13T OSSO 1b(3)
C General investments:
ooty o s | 1 44312 0
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEA ..ottt 1c(3)(A)
(B) AllOTNEI ...ttt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEA ..ottt lc(4)(A)
(B) COMMON ...ttt n s naneneenas 1c(4)(B)
(5) Partnership/joint VENUre INtEIESES ............oeeveveveiieereeereeeeeeeeeissenenenees 1c(5)
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) PArtiCIPANT IOANS .........coveeeeeeieeeieeeeeseeeeeeesee et enessesaee et s s enenneeeees 1c(8)
(9) Value of interest in common/collective truStS .............o.ooeeeeeeeeereeneen. 1c(9) 1092333 1110477
(10) Value of interest in pooled separate aCCOUNtS ..............cccverveverrerererrenen. 1c(10)
(11) Value of interest in master trust investment acCouNtS.............cococeveven.... 1c(11)
(12) Value of interest in 103-12 investment €Ntities .............ccceeeeeveverenans 1c(12)
(13) \f/ueggg)of interest in registered investment companies (e.g., mutual 1c(13) 636211 652815
(14) Value of funds held in insurance company general account (unallocated |~ )
[o10] 1= To1 ) OO P PP OPPPPTPN
(15) OtNET ..ottt 1c(15)

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

Schedule H (Form 5500) 2020
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1d

Employer-related investments:

(1) Employer securities

(2) Employer real property
Buildings and other property used in plan operation ............cccoccoiieieieniniines
Total assets (add all amounts in lines 1a through 1€) .........ccccceeeeeeiiiiiinnenn.
Liabilities
Benefit claims payable ..............oooo e
Operating PaYabIES .........ceiii i
ACQUISItION INAEDIEANESS.....cciiiiiiiiiiii e
Other Iabilities. .........coiiiiiiii e
Total liabilities (add all amounts in lines 1g throughlj).........ccccccveeiiiiiinnneen.
Net Assets

Net assets (subtract line 1k from line 1f).......cccuvieiiiiiiiiie s

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

1781504

1763427

19

1h

1i

1j

1k

u |

1781504

1763427

Part Il [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

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ........cccceevcveennnee.
(B)  PartiCIPANES ...ccuvieiiiiiie ettt
(C) Others (including rollOVErS)..........cuuieiiiiiiiiieeiiee e
(2) Noncash CONIBULIONS .........uvviiiiee e e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .............
Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and
certificates of dePOSIL).........uveiiiiiiiiiiiiiee e

(B) U.S. GOVEINMENE SECUNMTIES ...vvvvveeeeiiiiiiiieeeeeiiiieereeessnineneeeeeesenees
(C) Corporate debt INStrUMENTS .........cceveiiiiiiiiieeie e
(D) Loans (other than to partiCipants) ..........ccouueeerieieeniieeniieeenieeeeine
(E) PartiCipant 08NS .........ccoiiiiiiiiiieiiiie et
[ T ¢ 2 =] (P SRRSO
(G) Total interest. Add lines 2b(1)(A) through (F).......ccocveivniiiiiiiiennnns

(2) Dividends: (A) Preferred StOCK.........c.vvvivieiiiiiiiiiee e
(B) COMMON STOCK .eceieiiiiiee e e ettt e e e e e s e e e e e s nnae e e e e e ennnees
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)

(B) RENES et e e e e e e e rrr e e e e e

(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds
(B) Aggregate carrying amount (See instructions)..............cccuee..
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............

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

(B)  OtNEI ettt a e

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .....ueeeeeeeiiiiiiieee e

(a) Amount

(b) Total

2a(1)(A)

2a(1)(B)

155179

2a(1)(C)

2a(2)

2a(3)

155179

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

28272

2b(2)(D)

2b(3)

28272

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts....................... 2b(6) 121274
(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7)
(8) Net investment gain (loss) from master trust investment accounts .......... 2b(8)
(9) Netinvestment gain (loss) from 103-12 investment entities..................... 2b(9)
(10) Net inve.stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual fundS) .........coooiiiiiiiiii e 99508
C OtheriNCOME ...c.eeiiiiiiiie e 2c 0
d Total income. Add all income amounts in column (b) and enter total.................... 2d 404233
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 408071
(2) To insurance carriers for the provision of benefits ...........ccooccviiiininiinns 2e(2)
(B) OUNET .ot seen e 2¢e(3)
(4) Total benefit payments. Add lines 2e(1) through (3) ........ccceeveerverreerurenn. 2e(4) 408071
f  Corrective distributions (S€e INSITUCHONS) .........cccoveveveveverereeeeeeeieeeeeseseneiena 2f
g Certain deemed distributions of participant loans (see instructions)............... 29
N INEIESE EXPENSE . ...eceveeeeeeeeeee ettt 2h
i Administrative expenses: (1) Professional fees ............cccocoeeeeevevrererenennns 2i(1) 6488
(2) Contract admiNiStrator fEES ........ccuuviiiiiei e 2i(2) 2219
(3) Investment advisory and management fees ..........cccuveveieiiiiiiiiiie e 2i(3) 5532
() OUNET ..ottt ee e 2i(4) 0
(5) Total administrative expenses. Add lines 2i(1) through (4) .........cccoueun.n. 2i(5) 14239
i Total expenses. Add all expense amounts in column (b) and enter total....... 2j 422310
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j from N 2d ...........ccowwmmeerveeeeeessssssssssssssesee 2k -18077
| Transfers of assets:
(1) TOHhIS PIAN.....ceeveeeeeeee ettt 21(2)
(2) From this plan .. 21(2)
Part Il 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):
@ [ ] unmodified @ [ ] Qualified 3) [X| Disclaimer @) [ ] 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) D DOL Regulation 2520.103-12(d) (3) D 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: COHEN & COMPANY, LTD (2) EIN: 34-1912961

d The opinion of an independent qualified public accountant is not attached because:
2) D This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

’ Part IV |Comp|iance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4. MTIAs also do not complete line 4l.

During the plan year: Yes No Amount

a  Was there afailure 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 X 164
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Yes No Amount
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
Lo (L= A=Y 1) TSROSO 4b X
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 Il if “Yes” is checked.) .......cccccvveeeeiiiiviineeeeiiinnns 4c X
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 Ill if “Yes” is
[ QT=Yet =T 1) RSO RR 4d X
€  Was this plan covered by a fidelity DONA?...........ccociiiiiiiiiciee ettt eve v 4e X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
L=V o I o 0 ] o] =T A SRR 4f X
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? .........ccccceeervvieeniieeniieeenieeeenns 4g X
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 X
[ Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format rEQUIrEMENTS.).......ciuiiiiiii ettt e e a e e e e e e e e reeeaeaeas 4i X
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.).....c.ooii it e et e et r e e e e eaeereeeaeaeas 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC? ..........uiiiiiiiiiiiieiiiie et 4k X
I Has the plan failed to provide any benefit when due under the plan? ............cccooiiiiiiiic e, 4
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.000-3.) 1ttt ettt n et 4m X
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...........ccoveiiiiiiiieieeenaniiieeenn 4n
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes @ 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)

5¢ 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

(1S (0 Tox11o] 1 3 PSPPI

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

D Yes |:|No |:|Not determined




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2020
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epar_tment of_Labor o ] Inspection
Employee Benefits Security Administration D File as an attachment to Form 5500. .
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B Three-digit
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS PLAN plan number
(PN) » 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
AMERICAN CONSOLIDATED INDUSTRIES, INC. 34-1600691
Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.
1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0

LTS3 (0110 PPN

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): 26-0010549

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 3

Part 11 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.)

4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ..........coovvveeennn. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If awaiver 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

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding
deficiency not waived) ................................................................................................................................ 6a
b  Enter the amount contributed by the employer to the plan for this plan Year ..............cccoeveeeveveveveveeeeeennnss 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ Negative amMOUNt).............ooiiiiiiiii e 6C
If you completed line 6¢, skip lines 8 and 9.
7 will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............c.ccccoeveevrevernnnn. [] ves [] No ] wa

8 Ifachange 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? .........oii i et e I:I Yes D No I:I N/A

Part Ill Amendments

9 Ifthis 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. 1f N0, ChECK the “NO” DOX......c.eveeeeeriveieieeeees e ee et ees st e s D Increase D Decrease D Both D 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?.............. D Yes D No
11 @ Doesthe ESOP hold @ny Prefermed SLOCK? ....... ..o iwiieeeeeeeseeseee s eee e e s ees e s s e eee e s e et es e ee s en e D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DACK-t0-DACK” I0AN.) ......uuiiiieiiiiiii e e e e e e e e e e e e e e e snnreeeeeeeeannnes
12 Does the ESOP hold any stock that is not readily tradable on an established securities Mmarket?.............cccccoveeevecereeeeeeeeeeceeeene D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2020

v. 200204
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| PartV

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

€  Contribution rate information (If more than one rate applies, check this box D 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: D Hourly |:| Weekly D Unit of production |:| 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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D 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: D Hourly |:| Weekly D Unit of production |:| 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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D 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: D Hourly |:| Weekly D Unit of production |:| 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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€ Contribution rate information (If more than one rate applies, check this box D 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: D Hourly |:| Weekly D Unit of production |:| 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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D 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: D Hourly |:| Weekly D Unit of production |:| 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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

€  Contribution rate information (If more than one rate applies, check this box D 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:D Hourly |:| Weekly D Unit of production |:| Other (specify):
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14  Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer |:| alternative |:| reasonable approximation (see 14a
instructions for required AttACNMENT)..........oi i e e e s e e e e e e sate b e e e e e e e sbbbreeeaeeeannnrnneas

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment).............cccccveeiieiiiieeenenn.

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c¢
previously reported (see instructions for required attaChMENT)........uuuiiiiiiiiii it e e e e s s r e e e e sannes

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............cccccceevneen. 15a

b The corresponding number for the second preceding PIAN YA .............c.c.covrvevererireeeeeerereeeeeeeseerenesenennen 15b

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 ........c.ccccccoieiiiiiiiiineeeeenns 16a

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh WIthdrawn EMPIOYEIS ... .o ittt e e e e s et reaeessabbeeraeessanbbbeeeaeasannneneas

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. ........ i e e s e e a s e e

| 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 @n AtEACHIMENL............c.i i ettt h e e s e e r e et et e en e e san e e R e e e et e s st e e n e e s bn e e eeesneenneeennees D

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:
|:| 0-3 years |:| 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?
|:| Effective duration |:| Macaulay duration |:| Modified duration D 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? D Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
D Yes.
D 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.
D 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.
D No. Other. Provide explanation




Cohen & Co

Independent Auditors’ Report

Plan Participants and Plan Administrator of
American Consolidated Industries, Inc. Retirement Savings Plan

Report on the Financial Statements

We were engaged to audit the accompanying financial statements of American Consolidated Industries,
Inc. Retirement Savings Plan (the Plan), which comprise the statement of net assets available for
benefits as of December 31, 2020 and 2019, and the related statement of changes in net assets available
for benefits for the year ended December 31, 2020, and the related notes to the financial statements.

Management’s Responsibility for the Financial Statements

Plan management is responsible for the preparation and fair presentation of these financial statements in
accordance with accounting principles generally accepted in the United States of America; this includes
the design, implementation, and maintenance of internal control relevant to the preparation and fair
presentation of financial statements that are free from material misstatement, whether due to fraud or
error.

Auditor’s Responsibility

Our responsibility is to express an opinion on these financial statements based on conducting the audits
in accordance with auditing standards generally accepted in the United States of America. Because of the
matter described in the Basis for Disclaimer of Opinion paragraph, however, we were not able to obtain
sufficient appropriate audit evidence to provide a basis for an audit opinion.

Basis for Disclaimer of Opinion

As permitted by 29 CFR 2520.103-8 of the Department of Labor’s Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974, the plan administrator instructed
us not to perform, and we did not perform, any auditing procedures with respect to the information
summarized in Note 3, which was certified by Mid Atlantic Trust Company, the custodian of the Plan,
except for comparing such information with the related information included in the financial statements.
We have been informed by the plan administrator that the custodian holds the Plan’s investment assets
and executes investment transactions. The plan administrator has obtained a certification from the
custodian as of December 31, 2020 and 2019, and for the year ended December 31, 2020, that the
information provided to the plan administrator by the custodian is complete and accurate

COHEN & COMPANY, LTD.



Disclaimer of Opinion

Because of the significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we
have not been able to obtain sufficient appropriate audit evidence to provide a basis for an audit opinion.
Accordingly, we do not express an opinion on these financial statements.

Other Matter

The supplemental schedules as outlined in the Table of Contents as of or for the year ended
December 31, 2020, are required by the Department of Labor’s (DOL) Rules and Regulations for Reporting
and Disclosure under the Employee Retirement Income Security Act of 1974 and are presented for the
purpose of additional analysis and are not a required part of the financial statements. Because of the
significance of the matter described in the Basis for Disclaimer of Opinion paragraph, we do not express
an opinion on these supplemental schedules.

Report on Form and Content in Compliance with DOL Rules and Regulations

The form and content of the information included in the financial statements and supplemental schedules,
other than that derived from the information certified by the custodian, have been audited by us in
accordance with auditing standards generally accepted in the United States of America and, in our opinion,
are presented in compliance with the Department of Labor’s Rules and Regulations for Reporting and
Disclosure under the Employee Retirement Income Security Act of 1974.

Cohow s Congmy LI,

Cleveland, Ohio
October 7, 2021



Form 5500 Annual Return/Report of Employee Benefit Plan e s
This form is required to be filed for employee benefit plans under sections 104
Bt of e Trasiiny and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Intemal Revenue Service seclions 6057(b) and 6058(a) of the Internal Ravenue Code (the Code). 20 20
A » Complete all entries in accordance with
N ek the instructions to the Form 5500.
Fension Zenefit Guaranty Corparation This Farnn is Cpen Lo Public
_____ Inspection
Part | ! Annual Report Identification Information
_For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020 e
A This returmfreportis for D a multiemployer plan D a multiple-employer plan (Filers checking this box musl attach a I sl of
’ participating employer information in accardance with e (o ntruchons)
@ a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report I:] the final return/report
|:| an amended return/report |:| a short plan year return/report (less than 12 months)

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

D Check box if filing under: @ Form 5558 e D automatic extension - -
D’ special extension (eniar description) S et

D the DFVC program

Part I BaSIc Plan information—enter all reguested information

12 Name nf plan -
AMERTCAN CONSOLIDATED INDUSTRI ES INC. RETIREMENT SAVINGS PLAN

Three-digit plan )
e | U8

date ef plan

2a Plan sponsor's name (employer, if for a single-employer plén)
Mailing address (include room, apt., suite no. and street, or.P.Q. Box)
City or town, state or province, country, and ZIP or foreign pastal code (if foreign, see mstmctrons)

AMERICAN CONSOLIDATED INDUSTRIES IN

4750 JOHNSTON DARKWAY

CLEVELAND OH 44128

2b Employer Identification
Number (EIN)
34-1600691

2c Plan Sponsor's telephone
number
216-587-8000
2d Business
instructions)
423990

Caution: A penalty for the late or incomplete filing of this returni/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the insti'uctions. I declare that | have examined this return/report, including accompanying schedules,
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowl=dge and belief, it is true, correct, and complete.

SIGN % / [0//5/;931 ‘Josh Kaufman
HERE [ 7 - T S oFe 5
Signatsre of plan Wtor Bl Dat Enter name of individual signing as plan administrator
siGN | e
HERE : — - :
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
S5IGN
HERE | _ - ]
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



Form 5500 (2020) Page 2

32 Plan administrator's ~ame and address @ Szme as Plan Sponsor 3b Adeiusical
3¢ Administrator's telephone
numben
4 if the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filc < for this plan, |4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last retum/report:
a Sponsor's name 4d PN
C Plan Name
Total number of participants at the beginning of the plan yea 5 | 168
6  Number of participanis as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2). 6b, 6¢c, and 6d)
A_,“T,,.. e 05 F o M
a(1) Total number of active participants at the beginning of the PIaN YEar ..........cc.cercrrrrrseessesene s oneesrsnennnes | 88(1) o143
A(2) Total number of active participants at the €nd 0f the PIAN YA .....cvvv..rvoesceeeeeesesesesess s se e eeeeeee oo oo oo 6a(2) 123
b Retired or separated participants receiving benefits ........ o veernnnn.. 6b 1
C Other retired or separated participants entitled to future BEnefits ............oovvvooooovvoeo 6¢c 14
d  Subtotal. Add lines 8a(2), Bb AN BC.........ciiierueriers sl S i s snsnne s ssesssse s 6d .
€ Deceased parlicipanis whose beneficiaries ale receiving or are entitled to receive benefits. ............ccccoe i S 6e 1
T TOUL AT HAES B BNO B0, -ecrvurerrrusmssibunionsenswieiions it foseiiadotsossaissseisesssss omsssendnbesodics ool o et st 6f - 145
g Number of paﬂl(‘l{)ﬂﬂtu with account balances as of the end of the pIan year (only defned contribution plans )
complete this item)......coccevenn.... ; SOURCTCNE A 1 T 5 it Ry 69 78
h Number of participants who terminated empfoymem du'rihﬁ the plan year with accrued beniefits that were
less than 100% vested.. 6h 0
7  Enter the total number of employers obllgaied to oontnbute to the plan (only multlemployer plans complete thls |tem) 7

8a Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

2A 2B 2F 2G 20 2K 3B:.43H

b Ifthe plan provides welfare benefits, enter the ap'piicaiile 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 Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts {2) - Code section 412(e)(3) insurance contracts
(3) Trust : (3) Trust
(4) General assets of the sponsor = = - o @) E _General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indf'cate_.whidyschedules are attached. and,'where' indicated, enter the number attached. (See instructions)

a Pension Schedules b General Schedules

H (Financial Information)
- Small Plan)

A (Insurance Information)

M [§ R (Retirement Plan Information) 1) 5
(2) D I (Financial Information
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money ;
Purchase Plan Actuarial Information) - signed by the plan 3 ; D —
acluary 4 @_
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5 @
Information) - signed by the plan actuary (6) D

C (Service Provider Information)
0 (DFE/Participating Plan nformation)

G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

| Partlll_| Form M-1 Compliance Information (to be completed by welfare benefit plans) o

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.) wecovvecccmeervvvrnreeoeen || YES No

If “Yes” is checked, complete lines 11b and 11c.

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

11c¢c Enter the Receipt Confirmaiiun Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 Form M-1 annial renart anter the
Celeipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Faillure o enter a vaid
Recelpt Confimation Code will subject the #orm 5500 filing Lo rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE C Service Provider Information S e
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2020
'rinrnal Reveave Seivic { Felirenign: licome Secunty Acl of 1374 (ZRISA).
Doy it of 1l .

Employee He::ﬁrt;ng:tczll‘v Agimirssiration b File as an attachment to Form 5500. This Farm is Open to Public
 Pension Renefit Guaranty Corperation et e Im Stk DT
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2¢020
A Name of plan B Three-digi

AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT plan number (PN) » 001

SAVINGS PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

AMERICAN CONSOLIDATED INDUSTRIES, INC. 34-1600691

| Fart1 | Service Provider Information (see instructions)

You must complete this Pad, in accordance with the instructions, to report the information required for each person who received, directly or indirectly, $5.000
or more it total compensation (i.e., money or anylhing else of monetary value) in connection with services rendered to the plan ar the person’s position with the
plan during the plan year 1F a person received only eligible indirect compensation for which the plan received the requirad disclosures, you are required lo
answer ne 1 but are not required to incluce 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 becaus. 2y received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions)................ D Yes @ 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 eiigible indirect cornpensation. Complete as many entries as needed (see instructions).

{D) 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 elic = indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligitie indirect compensation

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. : i Schedule C (Form §500) 2020
v. 200204
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(b2} Enter name and E1M or address of person who provided you disclosures an eligible indirect compensation

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

(1) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

b) Enter name and EIN ar address nf nerson who provided vou disc!~sures on =lig’: e indirect compensato
! )

(b) Enter name and EIN or address of person who provided you diéc:losures on eligible indirect compensation

{P) 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 .an eliginle indirect compensation

(1) Enter name and EIN or addrass of person who provided you disclosures on sligible indirect compensation




Paged- [ |

2. Infonmation on Other Service Providers Receiving Direct or Indirect Compensation. Excent for those persons for whom you

answered “Yes' to fine 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 '~ plan during the plan year. (See instructions).

(@) Enter name and EIN or address (see instructions)

COHEN & COMPANY, LTD

34-1912961

(b) {c) (d) (e) (f) (9) (h)
Service Relatienzhip 1o Enter diracl Did service provider Did indirect compensation Enter total indirect £1d the service
Code(si | employer. employee | compensation paid receive indirect include eligible indirect compensation receivad by | provider give you a

organization, ar oy the plan. If none, [ compensation? (sources | compensation, for which the | service provider excluding | fonmuala instead of
person known 1o be enter -0- other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
| answered “Yes” to element
10 {f). If none, enter -0-.
NONE G FEaas
Yes [] No @ Yes"D Mo ﬂ Yes [] No [
13,500

(a] Enter name and EIN or address (see instructions)

THE RETIREMENT PLAN COMPANY

38-3712991

[

(b) (c) (d) (e) (f) g (h)
Service | Relaticnship to Enter direct . Did service provider Did indirect gompensation Enter total indirect Did the service
Code(s) | employer. employee | compensation paid | receive indirect include eligible indirect | compensation received by | provider give you a

organization, or  |by the plan. If none,| compensation? (sources compensation, for which the | .service provider excluding | formula instead of
persen known to he enter -0-. ather than plan or plan plan received the required - | eligible indirect an amount or
a party-in-interest Sy . sponsor) i Tdistiosires? compensation for which you | coiiiles aimiculd¥
51 L T eEne “|'answered "Yes” to element
64 (f). If none, enter -0-.
NONE g " i
Yes [ No Yes [| No[] vos [] No ]
. 6,488 : ~ |
(a) Enter.name and EIN or address (see instructions)
ANCORA GROUP, INC. - E 27-1506603 ‘
; 2

(b) (c) (d) (@ 1 - )
Service Relationship 1o Enter diract Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer empleyee | compensation paid raceive indirect include eligible indirect compensation receivad by | provider give you a

organizaiion, ar by the plan. It none, [ compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known 1o be enter -0-. other than plan or plan plan received the required eligible indirect an amount of
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
20 27 answered “Yes” to elament

(f). If none, enter -0-.

NONE

5,532

Yes D No |:|

: YI§§_D No E]

sl 8l
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2. Information on Other Service Providers Receiving Direct or Indircct Compensation. Except for those persons for whom you
angwered “Y=2s” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly. 35,600 or more in tolal compengation
T maney or anything else of value) in connection with serviczs rendered to the plan or thel. positior with e plan during the plan yoe (o

(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect inchide eligible indirect compensation received by |provider give you a

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which voui 2stimatad amount?
answered "Yes" 1o 2o onl
! (). fnone, enter 0.
Yes D No D Yes D No-[l fes D No []
() Enter name and EIN or address (see instructions)

(k) | (c) {d) i L)) =) (9) (h)
Service | Relationship to Enter direct - Did service provider Did indirect compénsation Enter total indirect Did the service
Code(s) jemployer. employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization. or by the plan. It none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known 1o be enter -0- other than plan or plan plan received the required eligible indirect an amounl o
a party-in-mterast Sponsor) disclosures? compensation for whick you cutimated amount?
answered “Yes" to element
_ i (f). Ifnone, enter -0-.
i Yed No [ ] ves [}: Nof] Yes [] No[]
(a) Enter name and EIN or addrass (see instructions)
(b) (c) (d) (e) U] _ ~(h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee  compensation paid receive indirect include eligible indirect compensation received by | provider give you a

organization, or
person known {o be
a party-in-interest |

by the plan. If none,
enter -0-.

compensation? (sources

other than plan or plan
" . sponsar)

compensation, for which the
plan - ceived the required
disclosures?

service provider excluding
eligible indirect
compensation for which you
-answered “Yes” to element
. (fl. Hfnone, enter -0

formula instead of
an amount or
estimated amount?

-;’es. D No |:|

Yes D No D

Yes D No D
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“Part| | Service Provider Information {continued)

3. I you reparted on fine 2 receipt of indirect compensation, ofher than eligible indirect compensation, by a service provider, and the service provider is a fiduciary

ar provide

s contract adfmmistrator, 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 wham the senace
provider gave you a formuls used to determine the indirect compensation instead of an amount or estimated amount of the indirect cempensation. Complete as

many entiie needed 1o report the required information for each source.

(a) Enter service provider name as it appears on line 2

(b) “ervice Codes
(see instructions)

{c) Enter amount of indirect
compensation

(d) Enter nome and EIN (address) of source of indirect compensation

(e) Describe the indirect compensation, including any
formula used to determine the gorvis ‘s aligibility
for or the amount of the indirect compensation,

(@) Enter service provider name as it appears on line 2

(b) Service Codes
(see instructions)

(¢) Enter amount of indirect
compensation

{d) Enier name and EIN (address) of source of indirect compensation

(e) Describe the indirect compensatioi, inchuding any
formula used to determine the service provider s eligibility
far or the amount of the indirect compensation.

{a) Enter service provider name as it appears on line 2

(b) service Codes
(see instructions)

(€) Enter amount of indirect
campensation

{d) Enter name and EIN {address) of source of indirect compensation

(e) [ - cribe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation.
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| Partll | Service Providers Who Fail or Refuse to Provide Information

4  Provide, o the extent possible. the following information for each service provider who failed or refused to provide the information necessary to complete
this Schedule.

(@) Enter name and EIN or address of service provider (see {b) Nature of | (c) Describe the information that the service provider failed or refused to
instructions) Service provide
Cooe(s)
(@) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the infc: i ation that the service provider failed or refused to
instructions) Service provide
Code(s)

{a) t nier name and EIN or address of service provider (see (b) Nature of | {c) Describe the information that the service provider failed o1 telused to
nstructions) Service : provide
Code(s)

1

{a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to

instructions) Service provide
Code(s) o
(a) Enter name and EIN or address of service provider (see (b) Nature of | (c} Describe the information that the service provider failed or refused to
instructions) 5 2 Service . s provida
e e AT Code(s) Em L TEIRE

|(b) Nature of | (€) Destribe the information that the service provider failed or refused to
Service L L provide
Code(s) ;

(@) Enter name and EIN or address of service provider (see
instructions) : it T
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[*Part Il | Yermination lnfoimation on Accountants and Enrolled Actuaries (see instructions)
| (compiete as many entries as needed)

a  Name b EIN: e

C  Posilion: oo R e A
d Address: | € Telephone: e
Explanation:
3 Name: BB =
_C__ Position: i ik bk s 3
d  Address: € Telephone S
Explanation: -

a Name: : Fhas A i b EIN:

¢ Position: 3o St i R ; et

d  Address: ; : '_2'Telephaiic

Explanation:

a Name: T o_EIN:

€ Position: e

d Address: € Telephone:

Explanation: iR

a Name b EIN:
C  Position; ; :

d Address: SRR T e e ieTeIephun'e:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Intemal Revenue Senvice

Retirement Income Security Act of 1974 (ERISA).

Depariment of Labor P File as an attachment to Form 5500.

Employee Benefits Security Administration

DFE/Participating Plan Information

This schedule is required to be filed under section 104 of the Employee

OMB No. 1210-0110

2020

This Form is Open to Public

Inspection.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B Three-digit
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS olan number (PN) > 001
oTLAN F— B e T
C Plan or DFE sponsor's name as shown on line 2a of Farm 5500 D Employer Identification Number (EIN)
AMERICAN CONSOLIDATED INDUSTRIES, INC.
34-1600691
Part| | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFEs)
(Compiete as many entries as needed to report all interests in DFESs)
a Name of MTIA, CCT, PSA, or 103-12 IE:RELIANCE TRUST NEW YORK LIFE ANCHOR
b Name of sponsor of entity listed in (a): RELIANCE TRUST COMPANY ;
d Entity - -@ Dollar value of interest in MTIA, CCT,PSA,or. .
_c BICPRaReaab0aly 000 _ _code o4 ‘1103 12 IE atend of year ( see ms‘r ) 37,155
8 Name of MTIA, CCT. PSA, or 103-12 IE BLACKROCI\ EQUITY INDEX FUND- CLASS T
b Name of sponsor of entity listed in (a): WILMINGTON TRUST
d Entity @ Dollar value of interest in MTIA, CCT, PSA, or o
- 20‘3802168 Ol O
S e & code C 103—12 IE at end of year (see mstructlons) 19,578
@' Name of MTIA, CCT, PSA, or 103-12 IE: CORE BOND FUND CLASS R1 '
b Name of sponsar of entity listed in (a): WILMiNGTON 'I‘RUS;T )
d Entity € Dollar value of interest iin MTIA, CCTV PSA, or
G EIN-PN 82-1986152 325 code 103-12 IE at end of year (see mstructlons) 6,144
A LR ot % s e
2 Name of MTIA CCT.PSA, or 103-12 IE: FLEXPATH . INDEX + AGGRESSIVE 2025 FU
b Name of sponser of entity listed in (a); WILMINGTON - TRUST
i d Entity e Dollar value of interest in'MTIA, CCT, PSA, or - - N
C EIN-PN 47-2275031 213 code  © 103-12 |E at end of year (see instructions) . lo,as7
7 a Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + CONSERVATIVE 2025
b Name of sponsor of entity listed in (a): WILMINGTON TRUST .
d Entity - ©. Dollar value of interest in MTIA, CCT, PSA, or
- 47-24582 :
¥ N RN SiSSaat 2IR code i " 10312IE at end of year \seelnstmcuons) i 108,456
a Name of MTIA, CCT, PSA, or 103- 12|E FLEXPATH INDEX + MODERATE 2025 FJND :
b Name of sponsor of entity listed in (8)WILMINGTON TRUST
: d Entity € Dollar value of interest in MTIA, CCT, PSA, or Y
£ Bierly A7eRiaaiad ey code c 103-12 IE at end of year {see mstrucuons) 241,705
a Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + ACGGRESSIVE 2035 FU
b Name of spensor of entity listed in (a)771 LMINGTON TRU_ST B
d Entity @ Dollar value of interest in MTIA, CCT, PSA, or
G EINPN 37-240850¢ 216 code  C 103-12 IE at end of year (see instructions) 15,847

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

Schedule D (Form 5500) 2020
v. 200204
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a

Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + CONSERVATIVE 2035

b Name of sponsor of entity listed in (a): WILMINGTON TRUST

canen iraisi00 zia |4 BB o |@ Cumaom T cor e -
a Name of MTIA, CCT, PSA, or 10312 [E: FLEXPATH INDEX + MODERATE )35 FUND

b Name of sponsor of entity listed in (a): WILMINGTON TRUST

R R B R e T g
a Name of MTIA, CCT, PSA, or 103-12 IE: FLEXPATH INDEX + AGGRESSIVE 2045 FU ) :__ o

b Name of sponsar of entity listed in (a); WILMINGTON TRUST

Rt A e e
@ Name of MTIA, CCT, PSA, or 103-12 [E: FLEXPATH INDEX + MODERATE 2045 FUND

b Name of sponsor of entity listed in (a): WILMINGTON TRUST g L

c enen 72516187 220 |[FEMY . oo f8 *:323:;?;";";;';‘2:&;;;?i‘::::nzz‘;.s.%s Fo  eeau
a8 Name of MTIA, CCT, PSA, or 103-12 |E: FLEXPATH iNDEX + AGGRESSIVE 2055 FU

b Name of sponsor of entity listed in (a): WILMINGTON TRUST

c enew v 222 [0 EW o | b e i oo
a Name of MTIA, CCT, PSA, 0r103 121E: FLEXPATHHENDEX + MODERATE 2055 FUND

b Name of sponsor of entity listed in (a): WILMINGTON TRUST

c EneN 47-2563538 223 | ¢ T gl i ety
_é;Name of MTIA. CCT, PSA, or 103-12 |E: FLEXPATH INDEX + CONSERVATIVE RETIR

b Name of sponsor of entity listed in (3)1WILMINGTON Ti;;'.tiST : s

c o oszese sz [0 B o | @ Gk s ot i
a Name of MTIA, CCT, PSA, or 103-12 |E: FLEXPATH INDEX + MCDERATE RETIREMEN

b Name of spansor of entity listed in (a): WILMINGTON TRUST ;

o e r-zzisess av: |3 B[S ok dimes T GO P o 0,75
" Namo of MTIA, GOT. PSA. or 10312 16 e

b Name of spansar of entity listed in (a):

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or

code 4_1‘03-12 IE at end of year (s_e'g _|ﬂ§treqt!ons)

a Name of MTIA, CCT, PSA, or 103-12 |E: : e :

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

¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or

code 103-12 |E at end of year (see instructions)
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Partll | Information on Participating Plans (to be completed by DFEs)

(Complete as many entries as needed to report all participating plans)

a

Plan naime

b

Name of

EIN-PN

plan sponsor

Flan name

Name of
plan sponsor

EIN-PN

Plan name

o

Name of
plan sponsor

EIN-PN

Plan name

T oW

Name of
plan sponsor

EIN-PN

Plan name

Name of i
plan sponsor =I5

EIN-PN

Plan name

iName of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EiN-PN

Plan name

Name of
plan sponsor

_EIN-PN

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE H Financial Information B N Lt

(Form 5500)
s e This schedule is required to be filed under section 104 of the Employee 2020
e bl Retirement Income Security Act of 1974 (ERISA), and section 6052(a) of the

Department of Labor
Employee Benefits Security Administration

Internal Revenue Code (the Code).

b File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Gueranty Corparation Inspection
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan E  Three-digit ’

AMERTCAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS

PLAN

plan number (PN) » 001

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

AMERICAN CONSOLIDATED INDUSTRIES, INC.

D Employer Identification Mumbar (EIN)

34-1600691

l Part | —Rsset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of pian 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 1¢(9) through 1¢(14). Do not enter the value of that portian of an insurance contiact 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 1h(1), 1b(2), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions. -

s 'y

Assets

‘(a) Beginning of Year (b} £nd ol vear
A Total NoNIMErest-BEarnnNg CASH ..oiv v e 1a 8,648 0
b Receivables (less allowance for doubtiul accounts): )
(1) Employer contributions....................... ib(1) L
(2) Participant CONABUIONS -............oocvvvuoeceeruesecibss s v fonteeeemssscesesssssnens 1b(2) 0 135
BVNES st A S o | B
C General investments:
1) Interest-bgan‘ng cash (include money market accounts & certificates 1¢(1)
BEAEPOBI oo sy 44,312 0
(2) U.S. GOVEINMENt SECUMIHES .....o.veveeeeeeieceenes e ieeseesss s 1c(2)

(3) Cerporate debt instruments (other than employer securiﬁes):
(AY Prefermed............ ol Sl L it it ot oo st s
(B) AlNOHEE . iadpsimsmnntdnlainm b e o
(4) Caorporate slocks (other than employer securities):
(A) Preferred...
(B) COmMMION s it s S s iansasinases

(5) Partnership/joint Venture iNterests ... i itoseseiiivsssomesseressessssnes
(6) Real estate (other than employer real property)........mme.
(7) Loans (other than to pammpants)

(8) PARCIBEMIOENS coommvnmmnt et e i S
(9) Value of interest in common/Gollective trusts ............coo.eweeereeeercsencennes
(10) Value of interest in pooled separate accounts... ..

{11) Value of interest in master trust investiient accoumts ... veeeeecveeeeennn.

(12) Value of interestin 103-12 investment entities.............ocov i,

(13) Value of interest in registered investment companies (e.g.. mutual

(14) Value of funds held in insurance company general account (unallocated
COMTACIS)nninemans e et O e T et o 10

(18) Other.....

TeENA) |

1¢(3)({B)

1c(4)(A)

1c(4)(B)

1¢(5)

1c(6) -

1¢(7)

1¢(8)

1¢(9)

1,092,333 1,110,477

1¢(10)

1¢(11)

1e(12)

1¢(13) -

636 21 F 652,815

1c(14)

1c(15)

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

Schedule H (Form 5500) 2020
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1d

ST e

i
k

Employer-related investments:

(1) EMnloyar SeEUNHEE i na s s i et ias

(<} Cimployer real property
Buldings and other property used in plan operation ... veevesveeeenen..
Tolal assets (add all amounts in lines 1a through 1€) ........ocovveeeeeeeiseeenns
Liabilities
Benefit claims payable ..ot st e s eenen s seees
OEErating PaVabIOE oo s e S i R B
ACQUISIION INAEDIBANESS ...v....ivveecete e et e es e
Other IabilitIEs .......c.ocooiiiicicirncetsrss et esetens s sesressesesere s ensess seasanen e seans
Total liabilities (add all amounts in lines 1g through1j) ....c...c.ococeieeeeenene,
Net Assets

Nel assets (subtract line 1k from line 1f)...............

-L

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

1e

1f

178, 504

1,763,427

1g

1h

1i

1j

1k

|

1,781,50%L

1,763,427

IPart Il Ilncomn and Expense Statement

2 Plan income, expensas, and changes in nel 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/ffrom insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IF 5 dn not

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g. {
Income i

Contributions: : 3 '
(1) Received or receivable in cash from: (A) Employers........cccovveeevnennnn..

(B)  PartitiDanms..........c...vcamsererssopsnssssasneranarasssssstsrsseiossassnmsessasssssssssssssses

{C) Others (INCIUDNG rOlIOVETS)... ..ceicciiiemsiverrinriznstsmiserssessssessessassecens
m iHoncash contributions . SR
(3) lotal contributions. Add lines 2a(1)(A), (B), (C), and lme 2a(2)...
Earnings on investments:

(1) Interest:
{A) Interest-bearing cash (lncludmg money market accounts and
certificates of deposit)....

(B) U.S. Government SeCUrities.........ccccivcumirnsvissans

(C) Corporate debt inStruments ..............c..ov i

(D) Loans (other than to participants)....i.....;_....:...

(E) PRGN IEAE: sl i i i s

IF) TOMREE s asmsibins vt sty b i s e R

(G) Total interest. Add lines 2b(1}{A) through (F)......ccooevivvve v
(2) Dividends: (A) Praferred StOCK.........cvo v seecinsssese st enee e sesmenns

1B) Commori Bloth..ciiusmnnis didiannai pitam it o e

(C) Registered investment company shares (e.g. mutual funds) ..........
(D) Total dividends. Add lines 2h(2)(A), (B), and (C) ;
(B) - BOAE s R R e e e
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds....................
(B) Aggregate carrying amount (see instructions)...
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result
{F) Unrealized appreciation (depreciation) of assets: tA) \saiestate

(3) Other ..
(C) Total unrealized appreciation of assets.
Add lings 2B(ENAY and (B coumsniuinpmiiisaaiannmas

{b) Total

(a) Amount

2a(1)(A)

2a(1)(8)

185,179

2a(1)(C)

2a(2) .|

2a3) |

155,179

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E) .

2b(1)(F)

2b(1)(G)

2b{2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

28,272

2b(4)(A)

2b(4)(8)

2b(4)(C) |

2b(5)(A)

2b(5)(B)

2b{S)(C)
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts........................ 2b(6) 121,274
(7) tletinvestiment yuin (loss) from pooled separate acCOUNS..nn.n. | 2bB(7)
(8) Net investmenl gain (loss) fram master trust investment accounts .......... | 2b(8) o
(9) Netinvestment gain (loss) from 103-12 investment entities.................... 2h(9)
(10) Net Enve_strneﬂl dain (loss) from registered investment 2hb(10)
COMPANIES (8.0., MUIIAI TUNGS) ....cceisiisesensssiasnssinsaicssssstsssntsssosomnsssemsessense 99,508
€ DRRENTNEOME oxisiniiiiii s aiiisiiniiss oo s ensaarasesmssssssnssmasone e efmaraasasamsasators 2c 0
d Totalincome. Add all income amounts in column {b) and entertotal ................. 2d 404,233
Expenses
€ Renefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers ... 2e(1) 408,071
(2) Toinsurance carriers for the provision of benefits..........ooovvvvceee. | 2€(2)
(3) Other... 2e(3) -
(4) Total benefit payments. Add lines 2e(1) through (3) ... 2e(4) o 108,071
f Corrective distributions (see.nstructions). sttt dldunninainn. 2f
g Certain deemed distributions of pamcupanl Ioans (see mstrucllons) 2g .
h Interest expense .. ivd 2h _
i Administrative expenses: (1) Professional fees.......owwvromemreeooeeoorreo, 2i(1) 6,488
{2) Contract administrator fees.......cc..cocvriveeerrerrnnnes 2i(2) 2,219
{3} Invesiment advisory and ManNagenent fe€s .........covoammmmmmmmronsrciinnn | 2H9) 5,532
) DR s porsiimsesssssssoiiv bt b s oylbes Bdsvesssssvwanasisaany [ L 2M(4) 0
(5) Total administrative expenses. Add lines 2i(1) through (4) .........cco......... | 2i(5) = 4,239
I Total expenses. Add all expense amounts in column (b) and enter total ...... 2j = 422,310
Net Income and Reconciliation
Kk Netincome (loss). Subtract line 2] from line 2d 2k -18,077
I Transfers of assets: £
(1) TO IS PIAN coveeeece e S 20
EAR s T ORI . % A T I t ; :
«Partlll* Accountant’s Opinion o

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete Ime Jd |l an opinion is not

attached.

a The altached opinion of an independent qualified public accountant for this plan is (see instructions):

() [] unmodified  (2) [] Qualified (3) [x] Disclaimer

(4) |:| Adverse -

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section '103'(3')(3)0“) audit. Check both boxes (1) «nd () if the audil was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

) (3) D neither DC)L Regulat!on 2520.103- 8 nor DOL Regulation 2520.103-12(d).

(1) [x] DOL Regulation 2520.103-8 (2) [JooL Regulation 2520.103-12(d

c

Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: COHEN & COMPANY, LTD

(-2) EIN:34-1912961

d The opinion of an independent qualified public accountant is not attached because:

(1) [[] This form is filed for a CCT, PSA, or MTIA

(Z)ID It will be attached to the next i%'orm 5500 pursuant to 29 CFR 2520.104.50

Par‘l v IComplmnce Questions

4

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

103-12 IEs alzu do not complete lines 4j and 41. MTIAs alsa do not complete line 4.

During the plan yem

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.) ....

Yes No

4a X

Amount

164
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Yes | No Amount
b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by parlu::panis account balance, {Auach Schedule G (Form 5500) Part | if “Yes"is -
checked.) ........ ; Ty e T I 1) S B TP, S 4 43
C  Were any leases (o which the plan was a parly in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part I1if “Yes" is checked.) ....ooovevevrie oo 4c X
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 [Il if “Yes” is
GRIBCHBEL Y. civonsnimmnmemsnseseissnssmmesssis s o S S TR S R s S T T (S e 4d b o
€  Was this plan covered hy a fidelity bond?....... r e e | 8| X 500,000
f  Did the plan have a loss, whether or not reimbursed by the plan’s ﬁdehty bond, that was caused by
Travd ar diSHONEEIVT s s T S B e seonrsssencmransemsrmnversemseces | A0 X
g Didthe plan hold any assets whose current value was neither readily determinable <1 an
established market nor set by an independent third party apPraiser? ........oeee.ovveeee oo 4g X
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 e
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for format requirements.) T PE S TSP TP IPPSI SRRSO SPRPPTOOR [ | I R 4
j  Weie any plan transactions or series of transactions in excess of 5% of the current 4
value of plan assels? (Attach schedule of fransactions if “Yes” is checked and _
seeiinslructions for format rEQUINEMENTS.) ... .couseisemimmisiisusmssissssssissssssossuisinsibiititnibpsmimintiies | Al X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC2.........coouevaeesreeseseees oo oo 4k X
I Has the plan failed to provide any benefit when due under the plan? ... ; 4 X
m  Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR e
2520.101-3.).... B am X
il if 4in was answered “Yes,” check the “Yes” box if you either provided the required notice or one of =iz}
the exceptions ta providing the notice applied under 29 CFR 2520.101-3. oovv.ovoovvoeeeoeoe oo 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?.... D Yes @ No
If "Yes,” enter the amount of any plan assets thal reverted to the employer this year
Sb If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assels or liabitities were

fransterred. (See instructions.)

§b(1) Name of plan(s)

5h(2) EIN(s)

5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any t|me dunng this ;!

INSHNCHONS.) wosmmmin =

If “Yes" is checked, enter the My PAA cunfn'nallon number from lhe F'BGC premium filing forth|s plan year

<[]

1 year? (See ERISA section 4021 and

Yes

No

Not determined




OMB No. 1210-0110

SCHEDULER Retirement Plan Information
(Form 5500) 2020

Thie schedule is required to be filed under sections 104 and 4065 of the
Employee Retirement Income Security Act of 1974 (ERISA) and section

Department of the Treasury
Internal Revenue Service

“ 6058(a) of the Internal Revenue Code (the Code).
Department of Lahor 2 E: i
its Administrati This Form is Open to Public
Employ_es Ee"e'f i Sy b File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation B
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A Name of plan B  Three-digit
AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT S,.VINGS plan number
PLAN (PN) » 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
AMEETCAN CONSOLIDATED INDUSTRIES, TNC. F4-1580591

Part | Distributions
All references to distributions relate only to payments of benefits during the plan year.

1 Total vaiue of distributions paid in property other than in cash or the forms of property specified in the 1
IISINCHIONS, .o mmnimerpems e e R A SRR s e n it T B s i 0
2  Enterthe EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or bnnefuanes dunng the year (if more than two, enter EiNs of the
two payors who paid the greatest dollar amounts of benefits):
EIN(s): 26-00105489

Profit-sharing plans, ESOPs, and stock bonus bians, skip line 3.

3 Number of partlcspan!s (IIVIng or deceased) whose benefits were distributed in a single sum, dunng the plan 3
year .. . i M
Part ll Fundlllg Informatlon (If the plan is not subject to the minimum funding requirements of section 412 of the Interal Revenue Code or
ERISA section 302, skip this Part.) o
Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302((!)(2)7 D Yes LI No i:l NIA

If the plan is a defined benefit plan, go to llne 8.

F -9

If a waiver of the minimum funding standard for a pri_or yeari;.s being amortized in this :
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date:.  Month - Day Year

If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
C a Enter the minimum required contribution for this plan year (include any prior year accumulated funding i

L]

deficiency not waived)....“ :
b Enter the amount contributed by the emplayer to the plan for this plan year.........cocci.., S 6b

€ Subtract the amount in line 6b from the amount in line 6a. Enter the result
{enter a minus sign (o the left of 2 NEGALIVE BMOUNME) ... i i seieate s shatt e s o srseserseesesoniaie 6c S — o

If you completed line 6¢, skip lines 8 and 8.
7 Will the minimum funding amount reported on line 8¢ be met by the funding deadling?..............ooovcooeeovvreooooo, D Yes D No D N/A

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or othc!
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
administrator agree WIthithe Change? ..o o, rii A ksl sussssssaatssivsats s s e i b i D Yes D No D N/A

l Partlll IAmendments

9 Ifthis is a defined benefit pension plan, were any aniendmenis adopted during this plan-
year that increased or decreased the value of benefits? If yes, check the appropnate '
pox. If no, check the “No” box........ " . oo L] Increase [ |Decrease [ ] Both [] No

| PartlV | ESOPSs (see instructions). If this is not a plan described under section 409(3} 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?.......... H ff"s D No
11 @ Does the ESOP hold any preferred stock? ...co.ovceennns : R LA U Yes U No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such !oan part af a "back-to-back” lnan? D Yes D No

(See instructions for definition of “back—t0-DACK" I0@N.Y ii....cc..voveeeeeeeeeeeeeeeeeeeeeeeeeeeever e o)
12  Does the ESOP hold any stock that is not readily tradable on an established Securitics MAKEL? ..o D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Farm 5500. Schedule R (Form 5500) 2020

v. 200204
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|_PartV [ 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 € Dollar amount contributed by cimployer

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

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

a  MName of contribiuting employer

b ©IN C___Dollar amount contributed by employer

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

€@  Contribution rate information (If more than one rate applies, check this box D 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:D Hourly I:l Weekly - D Unit of production ﬂ Other(speci?y):

iName of contributing employer

EIN ! € Dollar amount contributed by employer

Q (T |

Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required atfachment. Otherwise, enter the applicable date. ) _Menth Day Year

€  Contribution rate information (If more than one rate apphes, check this box D 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:D Hourly D Weekly - D Unit of production D Other (spcify):

a  Name of contributing employer :
b EIN C__ Dollar amount contributed by employer
d  Date ccllective bargaining agreement expires (/f employer contributes under more thzn one collective bargaining agreement. ¢iiex < :

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

€  Contribution rate information (If more than one rate apﬁ}‘ies, check this box I] and see instructions regarding required attachment. Othenwise,
complete lines 13e(1) and 13e(2).) ! -
(1) Contibution rate (in dollars and cents)

(<) Base umlmeasure:D Hourly |:| Weekly D Unit of production [l Other (specify):

@ Name of contributing employer

=3

EIN ¢ Dollar amount contributed by = iployer

d Date collective bargaining agreement expires (If empfoyer contributes under more than one collective bargaining agreement, check box[l
and see instructions regarding required attachment. Otherwise, enter the applicble date.)  Month Day Year

€  Contribution rate informaticn (If more than one rate applies, check this box D and see insfrddions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).) ;
(1)  Contribution rate (in dollars and cents) ;

(2) Base unit measure:l—' Hourly D Weekly D Unit of production D Other (specify)

a  Name of contributing employer

o

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

€@  Contribution rate information (/f more than one rafe applies, check this box D 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:D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:
a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants D last contributing employer r] alternative D reasonable approximation (see 14a
instructions for required attachment) .. P — .
b The plan year immediately preceding the current plan year. [I Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment) ......c.cccoeevevvnivc i
C The second preceding plan year. D Check the box if the number reported is a change from what wa< 14¢
previously reported (see instructions for required attachment)..............oo.oocooveeeoon...,
15  Enter the ratio of the number of participants under the plan on whose behalf no empioyer 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 y=ar...... 15a e o
b The corresponding number for the second Preceding PIan YEAr .............cc...c.oveeeeeeeceeeeeeeesereeivereesesesseesnn 15b
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 .......cooevveevsvensnnn. | 168 B
b ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or est|mated to be 16b
assessed agains! such withdrawn employers ... PIEE
17

If assets and liabilities from another plan have been transferred to or merged with this plan durmg the plan year, check box and see instructions regarding
supplemental information to be included as an attachment.

[ PartVI | Additional Information for S_gle-Employer and Multien: ployer Defined Benefit Pension Plans

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consmt (in whole or in part) of liabilities to such participants
and beneticiaries under two or more pension plans as of immediately before such plan year, chack box and see instructions regarding sunnlemeantal )
inivrmation to be included as an attachment ; o

19  If the total number of participants is 1,000 or more, complete lines (a) through (c)

@  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:
D 0-3 years D 3-8 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
€ What duration measure was used to calculate line 19(h)?
|:| Effective duration [] Macaulay duration D Modified duration D Other (specify):
20

PBGC missed contribution reporting requirements. If this is a multiemployer plan or a singlé-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 thar zero? D Yes |:| No

2 ifline 20a is "Yes, has PBGC been notified ‘as required by ERISA sections 4(!4”(0)\4) and/or 303(x;14)? Check the appiicaniz no

E] 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.

H 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

3




AMERICAN CONSOLIDATED INDUSTRIES, INC.

RETIREMENT SAVINGS PLAN PAGE 14

AMERICAN CONSOLIDATED INDUSTRIES, INC. RETIREMENT SAVINGS PLAN

FORM 5500 EIN: 34-1600691

PLAN NUMBER: 001 YEAR END: DECEMBER 31, 2020

PLAN SPONSOR: AMERICAN CONSOLIDATED INDUSTRIES, INC.

Schedule H, Part IV, Line 4(i) — SCHEDULE OF ASSETS HELD AT END OF YEAR

a | b-ldentity of Issue c-Description of Investment d-Cost e-Current Value
American Funds EuroPacific Growth Fund Class R-6 Mutual Fund ok $ 48,381
American Funds New Perspective Fund Class R-6 Mutual Fund ** 23,176
American Funds The Growth Fund of America Class R-6 Mutual Fund ** 148,442
Federated MDT Small Cap Growth Fund Institutional Shares Mutual Fund o 25,135
Fidelity Inflation-Protected Bond Index Fund Mutual Fund ** 36,341
Fidelity Mid Cap Index Fund Mutual Fund o 64,038
JPMorgan Mid Cap Growth Fund Class R6 Mutual Fund ** 131,173
Lord Abbett High Yield Fund Class R6 Mutual Fund ** 15,667
Vanguard Equity-Income Fund Admiral Shares Mutual Fund ** 134,077
Vanguard Selected Value Fund Investor Shares Mutual Fund ** 26,386
BlackRock Equity Index Fund Class 1 Common Collective Trust Fund *x 19,978
Core Bond Fund Class R1 Common Collective Trust Fund *x 6,144
flexPATH Index + Aggressive 2025 Fund Class R1 Common Collective Trust Fund ** 10,167
flexPATH Index + Conservative 2025 Fund Class R1 Common Collective Trust Fund ** 108,456
flexPATH Index + Moderate 2025 Fund Class R1 Common Collective Trust Fund ** 241,705
flexPATH Index + Aggressive 2035 Fund Class R1 Common Collective Trust Fund ** 15,847
flexPATH Index + Conservative 2035 Fund Class R1 Common Collective Trust Fund ** 25,648
flexPATH Index + Moderate 2035 Fund Class R1 Common Collective Trust Fund ** 353,506
flexPATH Index + Aggressive 2045 Fund Class R1 Common Collective Trust Fund ** 44,675
flexPATH Index + Moderate 2045 Fund Class R1 Common Collective Trust Fund ** 66,314
flexPATH Index + Aggressive 2055 Fund Class R1 Common Collective Trust Fund ** 49,899
flexPATH Index + Moderate 2055 Fund Class R1 Common Collective Trust Fund *x 57,734
flexPATH Index + Conservative Retirement Fund Class R1 Common Collective Trust Fund ** 12,491
flexPATH Index + Moderate Retirement Fund Class R1 Common Collective Trust Fund ** 60,757
Reliance Trust New York Life Anchor Account - Series | - Class 0 Stable Value Collective Trust Fund *k 37,155
S 1,763,292

**Cost omitted for participant-directed investments.



