Authorized Multiemployer Plan e-Signature Affidavit
Southern Nevada Culinary and Bartenders Pension Plan; E.I.N. 88-6016617; Plan No. 001

Form 5500 for the year beginning January 1, 2015 and ending December 31, 2015

By signing below, we represent that we are authorized to act on behalf of the Board of Trustees
of the above referenced plan, which is the plan administrator, and we authorize Miller Kaplan
Arase LLP (“MKA”) to electronically submit Form 5500 on its behalf under the “additional e-
signature option.” MKA will maintain a copy of this authorization for its records.

We have manually signed the Form 5500 and understand that MKA will attach to the electronic
filing, in addition to any other required schedules or attachments, a true and correct PDF copy
of the first two pages of the completed Form 5500 bearing our manual signatures. We further
understand that the PDF image of our manual signatures will be included with the Form 5500
posted by the U.S. Department of Labor (DOL) on the Internet for public disclosure.

We understand that MKA will communicate to us, and to the Board of Trustees of the plan, any

inquiries and information received from EFAST2, DOL, IRS or PBGC regarding this Form 5500
annual return/report.

oo Uik gLses) /O 4 a ) 16

UNION TRUSTEE (Print Name — Signature - Date)

EMPLOYER TRUSTEE (Print Name — Signature - Date)




Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089

This form is required to be filed for employee benefit plans under sections 104
Dﬁ,‘::,r:;eg;:;nlz: ;?:f;"’ and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), 6057 (b), and 6058(a) of the Internal Revenue Code (the Code). 2015

Department of Labor
E"‘P"’XZS ?’e,"f"'ls, Security » Complete all entries in accordance with
{[+] . .
e the instructions to the Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation

Inspection
|ﬁrtl | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning and ending
A This return/report is for: L}il a multiemployer plan; |_] a multiple-employer plan (Filers checking this box must altach a Jist of
participating employer information in accordance with the form instructions); or
a single-employer plan; aDFE (specify)
B This return/report is: the first return/report; the final return/report;
an amended return/report; a short plan year return/report (less than 12 months).
C If the plan is a collectively-bargained plan, cheCKk DB | & v v v v v v s e e et s e s e e e e e e e e e e P
D Check box if filing under: Form 5558; D automatic extension; D the DFVC program;

special extension (enter description)
[ Part Il | Basic Plan Information - enter all requested information

1a Name of plan 1b Three-digit plan
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION number (PN) P 001
PLAN 1¢ Effective date of plan
01/01/1971
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)
BOARD OF TRUSTEES, 88-6016617

SOUTHERN NEVADA CULINARY AND 2C Plan Sponsor's telephone

b
BARTENDERS PENSION PLAN et
9121 W RUSSELL RD STE 219 7 592—36d9—0000
PAS VRGRS NV 89148 nstructons)
721120

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 [t AA O 10/ .n,; < M
HERE ;'/ J J a et £ a
Signature of plan administrator Date Enter name of individual signing !s plan administrator
SIGN %/,_———— /O,“ // K‘L L-llL)
HERE | S — (D "‘)
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address (include room or suite number) Preparer's telephone number

MILLER KAPLAN ARASE LLP
4123 LANKERSHIM BLVD
NORTH HOLLYWOOD CA 91602-2828 818-769-2010

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)
v. 150123

§A6704 2,000

52086K F173 V 15-7.1F 17-08320 Page 2




Form 5500 (2015)

Page 2

3a Plan administrator's name and address |X I Same as Plan Sponsor

3b Administrator's EIN
88-6016617

3¢ Administrator's telephone
number

702-369-0000

4 |f the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EN
name, EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 98294
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¢c, and 6d).
a(1) Total number of active participants at the beginningoftheplanyear . . . . . . . . . . . . . . . 6a(1) 53741
a(2) Total number of active participants at theendof theplanyear . _ . . . . . . . . . 6a(2) 54374
b Retired or separated participants receiving benefits , . . . . . . L L L . e e e e 6b 21191
C Other retired or separated participants entitled to future benefits . . . . . . . . . .. 0 . e R 6¢c 23911
d Subtotal. Add lines 6a(2), 6b, aNABC. , |, , L . L ... ... e e 6d 99476
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits . . . . . ., . ... 6e 954
f Total: Addlines d and 6e=; 5 soiry i 4 viwies & 5050 & 5 §9is 3§ B I E 8 B es B SE 8 8 see s s 6f 100430
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this tem) g w ik & iaite ¥ o eiGiae & WEN 6 @ Se @ W eeld a8 WaRKETE o aaE @ N BadE e 6g 0.
h Number of participants that terminated employment during the plan year with accrued benefits that were
less than 100% vested, . . . . Wl B W g il bali i ade b W W N W SRR & awalis li i L N 6h 645
7 Enter the total number of employers obligated to contribute to the plan (only mulliemployer plans complete this item) . . « + + 7 119
8a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1B
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) . Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3 |x| Trust 3 |X| Trust
(4) General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules

(1) [X| R (Retirement Plan Information) (1) X H (Financial Information)

(2) MB (Multiemployer Defined Benefit Plan and Certain Money  (2) I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information)
actuary 4 (X C (Service Provider Information)

@ [

SB (Single-Employer Defined Benefit Plan Actuarial (5)
Information) - signed by the pian actuary (6)

D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)

5A8705 2.000

52086K F173

VvV 15-7.1F 17-08320

Page 3



Form 5500 (2015) Page 3

[Part llI] 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.) . d Yes No

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

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

11¢c Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 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

5A6706 2.000



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104
il ot and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 2015
Department of Labor
Employee Benalils Security » Complete all entries in accordance with
Administration he instructions to the Form 5500
Y 3 - the instructions ' This Form is Open to Public
ension Benefit Guaranty Corporation N
Inspection
Part|l | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning and ending
A This return/report is for: BJ a muitiemployer plan; |___| a multiple-employer plan (Filers checking this box must altach a lisl of
participating employer information in accordance with lhe form instructions); or
a single-employer plan; a DFE (specify)
B This return/report is: the first return/report; the final return/report;
an amended return/report; a short plan year return/report (less than 12 months).
C If the plan is a collectively-bargained plan, check Nere . . . . . & v v v b v e s s e e e s o v e e e e s et e B arers m steres w P
D Check box if filing under: Form 5558; D automatic extensien, D the DFVC program;
special extension (enter description)
[ Part Il | Basic Plan Information - enter all requested information
1a Name of plan 1b Three-digit plan
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION number (PN) » 001
PLAN 1¢ Effective date of plan
01/01/1971
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) 0
BOARD OF TRUSTEES, 5 flaa ‘86 ;Lofft j 7hon
SOUTHERN NEVADA CULINARY AND Mtk epnane
BARTENDERS PENSION PLAN
9121 W RUSSELL RD STE 219 5 8792‘3;2('8608000
usiness ¢
LAS VEGAS NV 89148 instructions)
721120

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
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address (include room or suite number) Preparer's telephone number
MILLER KAPLAN ARASE LLP
4123 LANKERSHIM BLVD
NORTH HOLLYWOOQOD CA 91602-2828 818-769-2010
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)

v. 150123

5A8704 2.000

52086K F173 VvV 15-7.1F 17-08320 Page 2



Form 5500 (2015) Page 2

3a Plan administrator's name and address m Same as Plan Sponsor 3b Administrator's EIN
88-6016617
3¢ Administrator's telephone
number
702-369-0000
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the 4b EIN
name, EIN and the plan number from the last return/report:
a Sponsor's name 4¢ PN
5  Total number of participants at the beginning of the plan year 5 98294
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines
6a(1), 6a(2), 6b, 6c, and 6d).
a(1) Total number of active participants at the beginningoftheplanyear. . . . . . . . . . . . . .. . ... .. 6a(1) 53741
a(2) Total number of active participants at theend of the planyear . . . . . . . . . . . . e 6a(2) 54374
b Retired or separated participants receiving benefits . . . . . . . . .. . ... ... ... v h i) 6D 21191
cCMWmedmswamwpwmmmmeMMdmmmmbmdm ________ i | | L L 23911
d Subtotal. Add lines 6a(2), 6b, and6C. , |, . ... L. ... e @ e E el @ 9] 6d 99476
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits , , , , ... .. .. .| 6e 954
f Total. Addlines6d and 6e. , S % EEdE E % SR G W G OER N D S E ¥ WA S 6f 100430
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this item) . . . L . . . e e e e e e e e e e e e e e 6g ]
h Number of participants that terminated employment during the plan year with accrued benefits that were
less than 100% vested. . . . . . . . . . . . i e ey e e e e e e e e e e e e e e e e e e e e s 6h 0.
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete thisitem) « « « + « 7 119
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1B
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance 1) . Insurance
(2) Code section 412(e)(3) insurance contracts (2) . Code section 412(e)(3) insurance contracts
3) x| Trust @ % Trust
(4) General assets of the sponsor {4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See insiructions)
a Pension Schedules b General Schedules
(1) |X]| R (Retirement Plan Information) (1) H (Financial Information)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2) I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) A (Insurance Information)
actuary (4) C (Service Provider Information)
3) Ij SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)

5A6705 2.000

52086K F173 VvV 15-7.1F 17-08320

Page 3



Form 5500 (2015) Page 3

[Part lll] 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
2520101-2), . . o v v uu s [ves [no

If "Yes" is checked, complete lines 11b and 11c¢.

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

11¢ Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 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

SA6706 2.000



SCHEDULE C Service Provider Information OMB:No: 1240:0i10
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2015
Intomal'Revenue Sanice Retirement Income Security Act of 1974 (ERISA).
Department of Lab R . .
Employee Bes;:\ae;itrgsSnec(tJJril;A?irministralion » File as an attachment to Form 5500. This Forlr:slseoc’:iz: to Public
Pension Benefit Guaranly Corporation p '
For calendar plan year 2015 or fiscal plan year beginning and ending
A Name of plan B Three-digit
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSTON plan number (PN) P 001
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BD. OF TRUSTEES, (OF THE ABOVE PLAN) 88-6016617

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 (se instructions for definitions and conditions), , . . . . . Yes I:l 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

PIMCO 33-0629048

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

LANDMARK EQUITY ADVISORS, LLC 06-1519082

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

ENTRUST PARTNERS OFFSHORE, LP 90-0644478

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

MULTI-EMPLOYER PROPERTY TRUST 52-6218800

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2015
v.150123

5A8720 2.000

52086K F173 VvV 15-7.1F 17-08320 Page 4



Schedule C (Form 5500) 2015 Page 2-|:|

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

PNC BANK, NATIONAL ASSOCIATION 22-1146430

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

AFPL-CIO HOUSING INVESTMENT TRUST 52-6220193

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

HAMILTON LANE ADVISORS, LLC 23-2962336

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

SCHRODER COMMODITY PORTFOLIO 13-4064414

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

CHEVY CHASE TRUST COMPANY LLC 52-2037618

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

ASB CAPITAL MANAGEMENT LLC 80-0618452

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

PNC REALTY INVESTORS, INC. 22-1146430

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

LAZARD ASSET MANAGEMENT, LLC 05-0530199

5A6721 2.000

52086K F173 vV 15-7.1F 17-08320 Page 5



Schedule C (Form 5500) 2015 Page 2-[:]

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

AFL-CIO EQUITY INDEX FUND 27-3350609

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

MESIROW FINANCIAL PARTNERSHIP FD VI 27-3525125

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

GAM USA, INC.
ONE ROCKEFELLER PLAZA 218T FL

NEW YORK NY 10020

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

NEW TOWER TRUST COMPANY 30-0872552

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

MCMORGAN & COMPANY LLC 52-2334338

{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

5A6721 2.000

52086K F173 Vv 15-7.1F 17-08320

Page 6



Schedule C (Form 5500) 2015 Page 3 - | |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total
compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year.
(See instructions).

{a) Enter name and EIN or address (see instructions)
ZENITH AMERICAN SOLUTIONS 95-1702986
(b) {e) (d) (e) (f) (9) (h
Service Relationship to Enter direct Did service provider Did indlrect compensation Enter total indirect Did the service
Code(s) employer, employee | compensation paid receive indirect include eligible indirect compensalion received by provider give you a
organization, or by the plan. If none, | compensation? (sources compensation, for which the “”"“.pfé’v'qez?xc'”"'"g formula instead of
person known to be enter -0-, other than plan or plan plan received the required el'g't.ls i "eﬁf h an amount or
a party-in-interest sponsor) disclosures? Rl o el estimated amount?
answered "Yes" to element
(f. If none, enler -0-
13 NONE
2608532 Yesl:l No@ YesD NoD 0 YesD No|:|
(a) Enter name and EIN or address (see instructions)
LOOMIS SAYLES & COMPANY 84-639154¢6
(b) () d) (o) (g) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did lhe service
Code(s) employer, employee | compensation paid receive indirect include eligible indirect compensalion 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 recelved the required compe?\llsga'tti)(l;l?t;:‘rlrzgzch Jou an amounl or
a party-in-interest sponsor) disclosures? answered "Yes" to element estimated amount?
(f). If none, enter -0-,
28 NONE
51 728589 Yeslj No Yes[l NOD 0 Yes|:| NoD

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

INTECH INVESTMENT MANAGEMENT LLC

01-0614895
(b) (c) (d) (e) (f () (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did lhe service
Code(s) employer, employee | compensation paid receive indirect include eligible indirect compensalion 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 mmpe‘;“s‘i‘m:n'?::m?ch ol an amounl or
a party-in-interest sponsor) disclosures? answered "Yes" to element estimaled amount?

(f). If nons, enter -0-.
28 NONE

51 578456 YesD No YesD NoD 0 Yes|:| No|:|

5A6722 2.000

52086K F173

V 15-7.1F 17-08320 Page 7



Schedule C (Form 5500) 2015 Page 3 -|

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

answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total

compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year.
(See instructions)

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

JOHNSTON ASSET MANAGEMENT 13-3257590
(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 include eligibie indirect compensalion received by provider give you a
organization, or by the plan. If none, | compensation? (sources compensation, for which the se”"cel.pfgl"'qe;f"c'”d'"g formula instead of

person known to be enter -0-, other than plan or plan plan received the required com ezls("alnoilrrlorr;ﬁtich o an amount or
a party-in-interest sponsor) disclosures? pel sslered e emgm estimated amount?

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

51 512233 YesD NOE Yesl:] NOD 0 YesD NOD

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

TIMESSQUARE CAPITAL MANAGEMENT LLC 20-1665304
(b} {c) (d) (e) (g) {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 compensalion 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 Compe‘:"'sga':i’{';"f‘:r"xﬁ‘ich you an amount or
a pany-in-interest sponsor) disclosures? answered "Yes" to element estimated amount?
{f). If none, enter -0-,
28 NONE
51 502703 Yes NOD Yes NOD 0 Yes NOD
52

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

J.P. MORGAN INVESTMENT MGMT, INC. 13-3200244
(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 recelve indirect include eligible indirect compensalion 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 ccmpe%“g:i’('fn"f‘:mﬁ:ch you an amount or
a party-in-interest sponsor) disclosures? answered "Yes® to slement estimaled amount?
(f). If none, enter -0-,
27 NONE
28 470708 YesD No Yes|:| NoD 0 Yes[l Nol:]
51

S5A6722 2.000

52086K F173 VvV 15-7.1F 17-08320 Page 8



Schedule C (Form 5500) 2015 Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total

compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year.
(See instructions).

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

SYSTEMATIC FINANCIAL MGMT, L.P. 22-3367558
(b) (e) (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 include eligible indirect compensation received by provider give you a
organization, or by the plan. If none, | compensation? (sources compensation, for which the se”’"’sl.pfg’l‘"d.e:’.‘”‘c"“d'"g formula instead of
person known to be enter -O-, other than plan or pian plan received the required compe:'s%'u:n'rf‘or":lgich you an amount or
a party-in-interest sponsor) disclosures? answered "Yes" Lo elemant estimaled amount?

. If none, enler -0-.

28 68 NONE

51 346037  Yes[x] no[] ves [x] o[ ]

0| ves [] no[x]
52
(a) Enter name and EIN or address (see instructions)
WEDGE CAPITAL MANAGEMENT LLP 56-1557450
{b) (c) (d) (e) (f) (@ (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 compensalion 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 compe?\llsga.tl?(l;lrf‘:;:fevﬁch you an amount or
a party-in-interest sponsor) disclosures? answered "Yes" to element estimated amount?
(f. If none, enter -0-.
28 68 NONE
51 344092 Yes No|:| Yes NoD 0 YesD No
52
(a) Enter name and EIN or address (see instructions)
VOYA INVESTMENT TRUST COMPANY 06-1440627
(b) {c) d) e) g (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 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 °"9':?'° "f‘d“'eﬁf h an amount or
a party-in-interest sponsor) disclosures? e el Yt el estimated amount?
(. If none, enler -0-.
28 NONE
51 325034 Yes NOD Yes NoD 0 Yes Nol:l

§AB722 2.000

52086K F173 vV 15-7.1F 17-08320 Page 9



Schedule C (Form 5500) 2015

Page3-|

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total

compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year.
(See instructions).

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

HORIZON ACTUARIAL SERVICES, LLC

26-1370698

(b) () (d) (e) o (h)
Service Relationship 1o Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) employer, employee | compensation paid receive indirect include eliglble indirect compensation received by provider give you a

organization, or by the plan. If none, | compensation? (sources compensation, for which the Se”"cel,F’.'g:"".e;.‘”‘c't“d'”g formula instead of
person known to be enter -0-, other than plan or plan plan received the required compef];%'ﬁo?"?m'@;ich you an amounl or
a party-in-interest sponsor) disclosures? answered "Yes" Lo element eslimated amount?
{f). I none, enler -0-.
11 NONE
264387 Yes|:| No&l Yes[j NOI:] 0 Yes|:| NOD
(a) Enter name and EIN or address (see instructions)
COLUMBIA MGMT INVESTMENT ADVISORS 41-1533211
(b) (e) d) o (e) o . o (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter tolal 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 -0-, other than plan or plan plan received the required c :"59':?'9 "f‘d"eﬁ‘. hyo an amount or
a party-in-interest spensor) disclosures? e aa o lomany | estimated amount?
(. If none, enter -0-,
28 68 NONE
51 258269 Yes NoD Yes NoD 0 YesD No
52

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

SEYFARTH & SHAW ATTORNEYS, LLP 36-2152202
(b) {c) d) e ) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter tolal 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 -0-. other than plan or plan plan received the required o e"g'(l?'e '?:"eﬁch an amounl or
a party-in-interest spensor) disclosures? e R by estimated amount?

(f). I nons, enter -0-,
29 NONE
256686 Yes|:| No

Yes D NoD

(]

Yes I:] NOD

5A6722 2 000

52086K F173

vV 15-7.1F

17-08320
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Schedule C (Form 5500) 2015

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total

compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year.
(See instructions).

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

WESTERN ASSET MANAGEMENT COMPANY

95-2705767

(b) () (d) () — (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 by the plan. if none, | compensation? (sources compensation, for which the s"”"cel.p.'t‘,’l"'d.ea.e"c't”d'“g formula instead of
person known to be enter -0-, other than plan or plan plan received the required e oo an amount or
a party-in-interest sponsor) disclosures? T ar  Hi | estimated amount?
answered "Yes" lo element
(f). If none, enler -0-.
51 NONE
28 253134 YesD Nom YesD NOD 0 YesD NOD
(a) Enter name and EIN or address (see instructions)
INTERCONTINENTAL REAL ESTATE CORP. 11-3786306
(b) () d) (@) — (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter lotal indirect Did lhe service
Code(s) employer, employee | compensation paid receive indirect include eligible indirect compensation recaived by provider give you a
organization, or by the plan. Ifnone, | 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 e"g'l‘?'e "f‘d"eﬁf ) an amount or
a party-in-interest sponsor) disclosures? et ot N/aE o B estimated amount?
{f. If none, enter -0-,
28 NONE
51 252751 Yes|:| No YesD NoD 0 Yesl:] NOD

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

MARCO CONSULTING GROUP

36-3555078

(b)
Service
Code(s)

()
Relationship to
employer, employee
organization, or
person known to be
a party-in-interest

by the plan. If none,

d)
Enter direct
compensation paid

enter -0-.

B L
Did service provider
receive indirect

compensation? (sources
other than plan or pian

sponsor)

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

Enter lotal indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(. )f nons, enter -0-,

(h)

Did the service
provider give you a
formula instead of

an amount or
astimated amount?

16
27

NONE

225000

Yes |:| No

Yes[l NOD

(o]

Yes D NOD

5A6722 2.000

52086K F173

VvV 15-7.1F
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Schedule C (Form 5500) 2015

Page3-! |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total
compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year.

(See instructions).

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

LSV ASSET MANAGEMENT

23-2772200

(b) (© (d) (e) — (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirecl Did the service
Code(s) | employer, employee | compensation paid receive indirect Include eligible indirect compensation received by provider give you &

organization, or by the plan. If none, | compensation? (sources compensation, for which the Ser‘“cel.p.rgl"'d.e;?"dl”d'"g formula instead of
person known to be enter -O-. other than plan or plan plan received the required L an amount or
a party-in-interest spansor) disclosures? isliniali: you estimated amount?
answered "Yes" lo element
{f). If none, enter -0-,
28 NONE
51 207177 Yes[] Nol}l Yesl:l NOD 0 Yes|:| NOD
(a) Enter name and EIN or address (see instructions)
AMALGAMATED BANK 13-4920330
(b) {c) {d) o (e) g) (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 eligibie indirect compensation received by provider give you a
organization, or by the plan. Ifnone, | compensation? (sources compensation, for which the sarvice provider excluding formula instead of
person known to be enter -0-. other than plan or plan plan received the required . :"s%'t‘?'e "r‘d"ef]! e an amount or
a party-in-interest sponsor) disclosures? e e st e larionT astimatad amount?
(f). I none, enter -0-,

19 NONE

51 199494 Yes NoD Yes No[l 0 Yes|:| No

52

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

DIMENSIONAL FUND ADVISORS LP

30-0447847

{h)

(b)
Service
Code(s)

{e)
Relationship to

organization, or

a panty-in-interest

employer, employee

person known to be

d
Enter direct
compensation paid
by the plan. If none,
enter -0-.

e)

Did service provider
receive indirect
compensation? (sources
other than plan or pian
sponsor)

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

(@

Enter total indirect
compensation recsived by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element

. If none, enter -0-.

Did lhe service
provider give you a
formula inslead of

an amount or
estimaled amount?

28
51

NONE

198538

Yes D No

Yes I___I NOD

o

Yes D No D

5A6722 2.000

52086K F173

VvV 15-7.1F

17-
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Schedule C (Form 5500) 2015

Page 3 -

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered "Yes" to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total
compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year,

(See instructions).

(a) Enter name and EIN or address (see instructions)
RAINIER INVESTMENT MANAGEMENT, INC. 46-4242069
(b) {c) (d) e o (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 by the plan. If none, | compensation? (sources compensation, for which the se”"ce',F’.'g’l‘"d.e:,.e"c"”d'"g formula instead of
person known to be enter -0-, other than plan or plan plan received the required o eh you an amount or
a party-in-interest sponsor) disclosures? ansgvered "Yes" |0 elemant eslimated amount?
(. If none, enter -0-
28 NONE
= 141496 ves [x] no[] ves [x] no[] 0| ves [x] no[]
(=]

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

MILLER KAPLAN ARASE LLP

95-2036255

(b) {c) (d) (e , (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 ellgible indirect compensation received by provider give you a

organization, or by the plan. If none, | compensation? (sources compensatlon, for which the service provider excluding formula inslead of
person known to be enter -0-, other than plan or plan plan received the required a"g'l‘?'e "f‘d"ag? hvo an amount or
a party-in-interest sponsor) disclosures? e arad B e By estimated amount?
(0. If none, enter -0-,
10 NONE
107000  ves[ ] no[X ves [ ] No[ | ves ] No[ |
(a) Enter name and EIN or address (see instructions)
PARAMETRIC CLIFTON 20-0292745
(b) (c) (d) (e) (f) g (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 by the plan. [fnone, | compensation? (sources compensation, for which the service provider excluding formula instead of
persen known to be enter -0-, other than plan or plan plan received the required com e‘:;%'g:’?]"f‘cﬂwﬁch ou an amount or
a party-in-interest sponsor) disclosures? ans‘\’wemd "Yes" to el emgm estimaled amount?
{f). If none, enter -0-,

28 NONE

51 70458 Yes|:| No YesI:] NOI—_—I 0 YesD NOD

52

5A6722 2.000

52086K F173

vV 15-7.1F

17-08320

Page 13



Schedule C (Form 5500) 2015

Page 3 -I |

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 cr their position with the plan during the plan year,

(See instructions).

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

UNITE HERE HEALTH

23-7385560

(b) () (@ (e) — (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did lhe 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 53"““'.p.':l‘/"’.e;.exc"”d'”g formula instead of
person known to be enter -0-. other than plan or plan plan received the required compensation for which you an amount or
a party-in-interest sponsor) disclosures? answersd "Yes" Lo element estimated amount?
(f. If none, enter -0-.
49 NONE
65181 ves [ ] no[x ves [] no[] o ves [] no[]
{a) Enter name and EIN or address (see instructions)
KEVIN CHRISTENSEN, ESQ 80-0024644

{b) (c) (d) e (f) - (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did lhe 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 -0-, other than plan or plan plan received the required com e?]"gﬁ";"f‘:r':zg‘ich ou an amounl or
a party-in-interest sponsor) disclosures? anssvered "es" to el emgm estimated amount?
{f). If none, enter -0-.
29 NONE
51152 Yes[l No YesD NOD 0 YesD No|:|
(a) Enter name and EIN or address (see instructions)
DAVIS, COWELL & BOWE, LLP 94-1709555

(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 include eligible indirect compensalion received by provider give you a

organization, or by the plan. If none, | compensation? (sources compensation, for which the sarvice provider excluding formula inslead of
person known to be enter -0-, other than plan or plan plan received the required com e‘:'sga':l?c';"f‘:r'm‘ich ou an amount or
a party-in-interest sponsor) disclosures? ansgvered v elemé’m estimated amount?
{f. If none, enter -0-
29 NONE
17816 YesD No YesD NOD 0 YesD No[_—_l

SA6722 2,000

52086K F173

VvV 15-7.1F

17-08320
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Schedule C (Form 5500) 2015

Page 4-|:|

Part1 |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 (c) Enter amount of indirect
(see instructions) compensation
AMALGAMATED BANK 52 2973

(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.

DREYFUS
200 PARK AVE

NEW YORK NY 10166

AMALGAMETED BANK RECEIVED INDIRECT
COMPENSATION IN THE FORM OF SUB-
ADMINISTRATION FEES.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (c¢) Enter amount of indirect
(see instructions) compensation
AMALGAMATED BANK 52 2973

(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.

J.P. MORGAN FUNDS
245 PARK AVE 4TH FLR

NEW YORK NY 10167

AMALGAMATED BANK RECEIVES INDIRECT
COMPENSATION IN THE FORM OF SUB-
ADMINISTRATION FEES,

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

(b) Service Codes (c) Enter amount of indirect
(see instructions) compensation

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

(@) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility
for or the amount of the indirect compensation,

5A6772 2.000

52086K F173 vV 15-7.1F

17-08320 Page 15



Schedule C (Form 5500) 2015

Page § -| |

[ Part Il | 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{ ¢} Describe the information that the service provider failed

S i N
c::iﬁ[c:; or refused to provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Nature ot ¢) Describe the information that the service provider failed

Service :
Codels) or refused to provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b)Hature ofi( ) Describe the information that the service provider failed

g:;l:; or refused to provide

(a) Enter name and EIN or address of service provider (see
instructions)

(b) Neture of( c) Describe the information that the service provider failed

Cod(s) or refused to provide

(a) Enter name and EIN or address of service provider (see
instructions)

b) g':m:t"[c}oescrlbe the information that the service provider failed
Codals) or refused to provide

(a) Enter name and EIN or address of service provider (see
instructions)

b) Rature off c) Describe the information that the service provider failed
Cototar or refused to provide

5A8773 2.000

52086K F173

VvV 15-7.1F 17-08320 Page 16



Schedule C (Form 5500) 2015 Page 6-[____|

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

a Name: b EIN:

¢ Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

¢ Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

¢ Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

¢ Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

¢ Position:

d Address: e Telephone:
Explanation:

5A6774 2.000

52086K F173 vV 15-7.1F 17-08320 Page 17



SCHEDULE D DFE/Participating Plan Information

(Form 5500)

Department of the Treasury )
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

Department of Labor
Employee Benefils Security Administration

OMB No. 1210-0110

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

2015

This Form Is Open to Public

Inspection.
For calendar plan year 2015 or fiscal plan year beginning and ending
A Name of plan B Three-digit
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION plan number (PN) »] 001
PLAN
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BD. OF TRUSTEES, (OF THE ABOVE PLAN) 88-6016617

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

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

. a Name of MTIA, CCT, PSA, or 103-12 |E;
JP MORGAN STRATEGIC PROPERTY FUND

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

JP MORGAN ASSET MANAGEMENT

_ - d Entit Dollar value of interest in MTIA, CCT, PSA, o
c EnpN  13-6038770-001 crg)éél C|® 103-12|€Jatenrzﬂe<§?;e;r (see instructions) ' 49482108
a Name of MTIA, CCT, PSA, or 103-12 IE;
LOOMIS SAYLES MULTISECTOR FULL DIS.
b Name of sponsor of entity listed in (a):
LOOMIS SAYLES & TRUST COMPANY, LLC
- - d Entit e Dollar value of interest in MTIA, CCT, PSA, or
¢ EN-PN 84-6391546-007 cocliér c 103-12 |E at end of year (see instructions) 79739485
a Name of MTIA, CCT, PSA, or 103-12 |E:
MULTI-EMPLOYER PROPERTY TRUST
b Name of sponsor of entity listed in (a):
NEW TOWER TRUST COMPANY
- - d Entit e Dollar value of interest in MTIA, CCT, PSA, or
¢ ENPN 52-6218800-001 vads  C | ° 703.12 IE at end of year (see mstrucions) 77828475
a Name of MTIA, CCT, PSA, or 103-12 IE:
AFL-CTO BUILDING INVESTMENT TRUST
b Name of sponsor of entity listed in (a):
PNC BANK, NATIONAL ASSOCIATION
- - d Entit e Dollar value of interest in MTIA, CCT, PSA, or
c ENPN 52-6328901-001 cotlit‘;f c 103-12 IE at end of year (see instructions) 100646469
a Name of MTIA, CCT, PSA, or 103-12 IE:
DFA GRQOUP TRUST - SMALL CAP SUB TRU
b Name of sponsor of entity listed in (a):
DFA LP
- - d Entit e Dollar value of interest in MTIA, CCT, PSA, or
¢ EIN-PN 23-6819730-001 codg E 103-12 |E at end of year (see instructions) 55063000
a Name of MTIA, CCT, PSA, or 103-12 |IE:
VOYA SENTOR L,OAN TRUST
b Name of sponsor of entity listed in (a):
VOYA INVESTMENT TRUST CO.
_ - d Entit e Dollar value of interest in MTIA, CCT, PSA, or
c ENPN 06-1440627-045 codg C 103-12 IE at erl1d of year (see instructions) 71547595
a Name of MTIA, CCT, PSA, or 103-12 IE:
WESTERN ASSET US CORE PLUS, LLC
b Name of sponsor of entity listed in (a):
WESTERN ASSET MANAGEMENT CO.
i - d Entit e Dollar value of interest in MTIA, CCT, PSA, or
¢ ENPN 20-1575788-001 coég £ 103-12 IE at end of year (see instructions) 75790000
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule D (Form 55010%3?33
V.

5A8724 2.000

52086K F173 VvV 15-7.1F 17-08320
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Schedule D (Form 5§500) 2015

PageZ-D

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

b 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)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b 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)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b 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}
a Name of MTIA, CCT, PSA, or 103-12 IE:
b 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)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b 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)
a Name of MTIA, CCT, PSA, or 103-12 [E:
b 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)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)
a Name of MTIA CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)

5A8725 2.000

52086K F173

vV 15-7.1F 17-08320
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Schedule D (Form 5500) 2015 Page 3 -! |

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

a Plan name

b Name of ¢ EINPN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of ¢ EINPN
plan sponsor

a Plan name

b Name of c EINPN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of ¢ EINPN
plan sponsor

a Plan name

b Name of ¢ EINPN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of ¢ EINPN
plan sponsor

a Plan name

b Name of ¢ EINPN

plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

208K F173 V 15-7.1F 17-08320 Page 20



SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employse Benefits Security Administration

Financial Information

P> File as an attachment to Form 5500.

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6068(a) of the
Internal Revenue Code (the Code).

OMB No. 1210-0110

2015

This Form Is Open to Public

Pension Benefil Guaranty Corporation Inspection
For calendar plan year 2015 or fiscal plan year beginning and ending
A Name of plan B Three-digit

SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION

PLAN

plan number (PN) »| 001

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

BD. OF TRUSTEES, (OF THE ABOVE PLAN)

D Employer Identification Number (EIN)

88-6016617

[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 reporiable 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), 1¢(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearingcash . . . ..., .. T 1a 9681000 15200000
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions . . . . . . . . e e e e e e e e e 1b(1) 6812000 9193000
(2) Participant contributions, , . . . ... . ... ... . .. 1b(2)
(3) OtNEr, L i i e et e e e e 1b(3) 5776000 10762000
¢ General investments:
(1) Interest-bearing cash (include money market accounts & certificates
T 1c(1) 108579000 25322000
{2) U.S. GOVErNMENt SECUMNHES, « . v v v o v v v v e e e e s e e e e 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(Ay Preferred . , . . . .. .. ... 1¢(3)(A)
(B) Allother, . . . . . i v v i et i e e e e e e 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred , ., , .. ... ... e e e e 1c(4)(A)
(B) Common | ., . . . . e e e e 1c(4)(B) 593144000 567700000
(5) Partnership/joint venture interests , , , , . ... ... ) .. .| 1c(5)
(6) Real estate (other than employer real property) . . . . . ... ... 1¢c(6) 4487000 4484000
(7) Loans (otherthantoparticipants), . ., . . . . . . v v v v v v v o & 1¢(7)
(8) Participantloans . . . . . . ... ... ... ie e 1c(8)
(9) Value of interest in common/collective trusts , ., . . . . . ... 1c(9) 412539000 379244000
(10) Value of interest in pooled separateaccounts, , . . ... ... .. 1¢(10)
(11) Value of interest in master trust investment accounts , . . . . . . . 1c(11)
(12) Value of interest in 103-12 investmententities . . . . . ... ... 1¢(12) 145787000 130853000
(13) Value of interest in registered investment companies (e.g., mutual
funds), . . . . L e e e e e 1¢(13) 431433000 488350000
(14) Value of funds held in insurance company general account
(unallocated contracts), . . . . . . v v v i e e e e 1c(14)
(15) Other . . . . e e e e 1c(15) 252094000 326757000

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500
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Schedule H (Form 5§500) 2015 Page 2

1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer SeCUmities | . . . 0 i v s e e e e e e 1d(1)
(2) Employerrealproperty . ... ... .. ..., .. 1902}
€ Buildings and other property used in plan operation . . . . .. . 1e
f Total assets (add all amounts in lines 1athrough 1e) ., . . .. .. 1f 1970332000 1957865000
Liabilities
g Benefitclaimspayable , , , ., .., ,.,.,.... G W e SR e e 19
h Operating payables _ . . . . . . . . . . 1h 3474000 1594000
i Acquisition indebtedness . L L L e e 11
J Otherliabies , ... ...l 1
k Total liabilities (add all amounts in lines 1g through 1j) . . . . . . . . 1k 3474000 1594000
Net Assets
| Net assets (subtractline 1k from ine 16). + + + « 4 v v oo v e e L n | 1966858000] 1956271000

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

Income (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) Employers, ., , . . . . 2a(1)(A) 99938000
(B) Participants , , . . . ... 2a(1)(B)
(C) Others (includingrollovers) , ., . . . . . . ... ......23a1XC)
(2) Noncash contributions _ . . . . .. .. .. ... 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) _ | 2a(3) 99938000
b Earnings on investments:
(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of deposit), . . . . . ... 2b(1)(A) 36000
(B) U.S. Governmentsecurities | . . . . . . . . . .0 2b(1)(B)
(C) Corporate debtinstruments | . . . . . .. .. .. .... 2b(1)(C)
(D) Loans (other than to participants) _ . ., ... ... .... 2b(1)(D)
(E) Participantloans | . ... ... ............. 2b(1)(E)
(F) Other e 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F), . . . . . . . . 2b(1)(G) 36000
(2) Dividends: (A)Preferredstock, . . . . . . . . .. .\ .. ... 2b(2)(A)
(B) Commonstock . . . ... ... 2b(2)(B) 10255000
(C) Registered investment company shares (e.g. mutual funds) , | 2b(2)(C) 8776000
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) . . . . . . . 2h(2)(D}) 19031000
(3) Rents, ., . i e e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds, . . . . 2b(4)(A) 419283000
(B) Aggregate carrying amount (see instructions), _ . . . . . . . 2b(4)(B) 413707000
(C) Subtract line 2b(4)(B) from line 2b{4)(A) and enter result . . .| 2b(4)(C) 5576000
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate , | 2b(5)(A)
(B) Other. . . e e 2b(5)(B) 11201000
(C) Total unrealized appreciation of assets.
Addlines 2b(S)A)and (B), . , . . .. ... ........ 2b(5)(C) 11201000

5A6740 2.000
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts . . . . . 2b(6)
(7) Net investment gain (loss) from pooled separate accounts. . . . . 2b(7)
(8) Net investment gain (loss) from master trust investment accounts . | 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities . . . . | 2b(9)
(10) Net investment gain (loss) from registered investment 2b
(10)
companies (.9, MUtUal fUNAS) . = v « v v v o o v 0w e e e -8426000
C OthEriNCOME ¢ ¢ v v v v v e e v e e e et e s et et e e 2c 233000
d Total income. Add all income amounts in column (b) and enter total . . 2d 127589000
Expenses
e Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers , | 2e(1) 126203000
(2) To insurance carriers for the provision of benefits , , . . . . ... 2e(2)
(3)Other, . . . ..... e e e e 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3), . . . . . . . 2¢(4) 126203000
f Corrective distributions (seeinstructions) . . . . . . . v v v v v o v« 2f
g Certain deemed distributions of participant loans (see instructions), , ., 2g
h oInterestexpense. . . . . v v v v v vt i e e e e 2h
i Administrative expenses: (1) Professionalfees ., . . ... ... ... 2i(1) 783000
(2) Contract administrator fEes . . o . v . v v v v v e e e e e 2i(2) 2592000
(3) Investment advisory and managementfees, . . .. . ... ... 2i(3) 5504000
() Other . . . . e e e e e 2i(4) 3094000
(5) Total administrative expenses. Add lines 2i(1) through (4) , . . . . 2i(5) 11973000
j Total expenses. Add all expense amounts in column (b) and enter total 2j 138176000
Net Income and Reconciliation
k Netincome (loss). Subtract line 2j fromline2d . . . . . . . .. ... 2k -10587000
| Transfers of assets:
(1) TOthiSPIaN . v« v v vt e v e e e e et b e e 21(1)
(2) Fromthisplan = « v v v v v v e e v et e e s e e e e 21(2)

Part lil | Accountant's Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5§500. Complete line 3d if an opinion

is not attached

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) [ Unquaiified () [ | Qualified (3) [ ] Disclaimer ) [ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

I_JYes l}glNo

¢ Enter the name and EIN of the accountant (or accounting firm) below:

(1) NameeMTT.LER KAPLAN ARASE LLP (2) EN: 95-2036255

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

(1) I_[ This form is filed for a CCT, PSA, or MTIA, (2) [—| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50,

Part IV | Compliance Questions

4 CCTs and PSAs do not complete Part V. MTIAs, 103-12 |Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4. MTIAs also do not complete line 4I.

During the plan year: Yes No N/A

Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer “Yes" for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.). . | 4a X

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
"Yestischecked ). . . . . L L e e e e e e e e e e e e e e 4b X

5A6741 2.000
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Yes No N/A Amount
C Were any leases to which the plan was a party in default or classified during the year
as uncollectible? (Attach Schedule G (Form 5500) Part Il if "Yes" is checked.) . . . . | 4¢ 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
checked.) . . .. .. e e e e e e e e e e e e e ... 4d X
e Was this plan covered by afidelitybond? . . . . . v v v v v v v e e e de | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that
was caused by fraud or dishonesty?. . . . . . . & v v v v v e e e e e e PR I 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? . . . . . 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
i Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is
checked, and see instructions for formatrequirements.} . . . . v v v v v v 0 v . . | 4 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.) . . . . . . . . N A = ) I 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?, , . . . .. .. . 4k X
| Has the plan failed to provide any benefit when due under theplan? . . . . . . . .| 4l X
m If this is an individual account plan, was there a blackout period? (See instructions
and 29 CFR2520.101-3.) & v v v v v v v vt h et e e e e e e e e e e 4m
N If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3., . . . . . . 4n
O Did the plan trust incur unrelated business taxableincome? ., . ., ... ... ... 40
P _Were in-service distributions made duringthe plan year?., . . v v v v v o « v o« « 4p
5a Has a resolution to terminate the plan been adepted during the plan year or any prior plan year?
If "Yes," enter the amount of any plan assets that reverted to the employer this year. . Yes No Amount:

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

were transferred. (See instructions.)

5b{1} Name of plan(s)

5b(2) EIN(s) 5h(3) PN(s)

5c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? . Yes |:| NOD Not determined

Part V | Trust Information

6a Name of trust

6b Trust's EIN

6C Name of trustee or custodian

6d Trustee's or custodian’s telephone number

5A6742 2.000
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. . OMB No. 1210-0110
SCHEDULE R Retirement Plan Information
{(Form 5500)
Deparlment of the Treasury This schedule is required to be filed under section 104 and 4065 of t_he 2015
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

Employee Benefils Security Administration

6058(a) of the Internal Revenue Code (the Code).

Department of Labor

P File as an attachment to Form 5500. This Form Is Open to Publlc

Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2015 or fiscal plan year beginning and ending
A Name of plan B ;‘:;r:an::ﬁi;er
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION (PN) »| 001
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BD. OF TRUSTEES, (OF THE ABOVE PLAN) 88-6016617
[ Partl [ 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
INSIUCHONS . , \ 4 W v v s e v ae s e s e . LA 0
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): 88-6016617
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan

year

. Sieie N W PieTE G SLENE (5 S pavs § S wLEE N8 Byws @ slasls i s Wieie 8 8 bes y 3 0.

Partll Funding Information (If the plan is not subject to the minimum funding reqwrements of section of 412 of the Internal Revenue Code or

ERISA section 302, skip this Part)

...... |_|Yes |_JNo ‘_K_I N/A

Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?

If the plan is a defined benefit plan, go to line 8,

If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

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

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 6b

¢ Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) , , , . G R @ e R 6¢c

............ D Yes DNO N/A

If you completed line 6c, skip lines 8 and 9.
Will the minimum funding amount reported on line 6c be met by the funding deadline?

If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan [] |:| ‘E
administrator agree with the chang@e? . . . . v v v v v v v it e e e e e e e e e Yes No N/A

Partlll | Amendments

9 If this is a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate
box. If no, check the"No"box, ., ., . ... ... I - [Jincrease [ ]pecrease [ ]Both [X]No
Part IV I%(S(?r?stsee 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? | |_| Yes l_l No
11 a Does the ESOP nold any preferred stock? . . . . . . . o v v v e s et e e P I TR B T
b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan?
(See instructions for definition of "back-to-back" I0aN.) | | . L L L L L s s e s e e e e e e e e e e e e e e @ Yes D No
12 Does the ESOP hold any stock that is not readily tradable on an established securities market? =~~~ = . | e e D Yes D No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form §500) 2015

v. 150123

5A6749 2 000
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Part vV

| 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 emplover WYNN LAS VEGAS
b EIN 88-0494875 ¢ Dollar amount contributed by employer 9926604 .
d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month (7 Day 31 Year 2015
e Contribution rate information (/f more than one rate applies, check this box |_Jand see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: 5{] Hourly m Weekly Unlt of production [_] Other (specify):
a_ Name of contributing employer BELLAGIO
b EIN 94-3373852 ¢ Dollar amount contributed by employer 7765934 .
d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month (5 Day 31 Year 2018
e Contribution rate information (/f more than one rate applies, check this box Uand see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 1.06
(2) Base unit measure: m Hourly [—I Weekly ] Unit of production I_l Other (specify):
a Name of contributing employer MANDALAY BAY
b EIN 88-0384693 ¢ Dollar amount contributed by employer 7168260.
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 (05 Day 31 Year 2018
e Contribution rate information (/f more than one rate applies, check this box |_|and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 1.06
(2) Base unit measure: Iﬂ Hourly |_1 Weekly | | Unit of production m Other (specify):
a__ Name of contributing employer ARTA RESORT & CASINO
b EIN 20-5396350 ¢ Dollar amount contributed by employer 7096988.
d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month (0§ Day 31 Year 2018
e Contribution rate information (if more than one rate applies, check this box |_| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 1.06
(2) Base unit measure: I—}a Hourly l——l Weekly Unit of production [_| Other (specify):
a__Name of contributing employer CAESAR'S PALACE
b EIN 88-0097966 ¢ Dollar amount contributed by employer 6823539,
d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month (05 Day 31 Year 2018
e Contribution rate information (/f more than one rate applies, check this box |_| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (|n dollars and cents) - 1.06
(2) Base unit measure: X Hourly r] Weekly | | Unit of production l_l Other (specify):
a__Name of contributing employer MGM GRAND HOTEL, INC
b EIN 94-3373856 ¢ Dollar amount contributed by employer 6563920.
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 11 Day 12 Year 2014
e Contribution rate information (/f more than one rate applies, check this box [__J and see instructions regarding required attachment. Otherwiss,

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 1.06

(2) Base unit measure: m Hourly l_l Weekly [ Unit of production I—I Other (specify):

5A6776 2.000
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the
participant for:

A THE CUMENEYEEM & v v v v v v v e e v o o b e o e e a e e e e SR I I
b The plan year immediately preceding the currentplanyear, . , . . . . v v v v v v v v o & ... . . 14b
C The second precedingplanyear , . , ., ., . ..... B Wi e e el W adlwele W W i fd W 14c

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 currentplan year . . . . . . .|_152a 1.04
b The corresponding number for the second precedingplan y@ar. « .« « v v v v s 4 4 4 4 4 o s . ... 15b 1.07
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 precedingplanyear, . . . . . . . . . . « . 16a
b If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated
to be assessed against such withdrawnemployers. . . . . . v v v v v v v v 4 o o s .. ..... 16b
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 i v i it i e e e e e e e e e e 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 an attachment |, . . . . . . . . . . . Lt e e e e e h e e e e e e e s 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: 47 .0 % Investment-Grade Debt: 14 .3 % High-YieldDebt: 7.2 % RealEstate: 13.9 % Other. 17.6 %
b Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years 3-6 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(b)?
Effective duration D Macaulay duration D Modified duration D Other (specify):

| Part VIl| IRS Compliance Questions

20a Is the plan a 401(K) PIaN? . « + o o v v o v v s < 5 @ nE s E i ¥ SEE E S asE L L ves L] No
20b If "Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and Eaefseigr:\;?ggred
employer matching contributions (as applicable) under sections 401(k}(3) and 401(mM}2)? + + + v v v + « . . method D ADP/ACP test
20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current
year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and D Yes D No
TA00(MY=2a) MNPy couva i v wieia s v sie et & ietain B s iele w6l a & Siesld § blessls s alals
21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section ?grtcl:oentage |_| Qgr?é?ﬂ%est
A10BYES o 0 emets & % palteln m Eleter & W GV v Baveis % B Glelk ¥ eerels & Eoeienh & 8 abeih est
21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining [ __
this plan with any other plans under the permissive aggregation rules?. « v v v v v v v o v v v 4 & o o o o s Yes D No
22a Has the plan been timely amended for all required tax 1aw ChaNGES? . 4 « 4 o v 4 o v v s o o s o n o s Yes | [No | [N/A
22b Date the last plan amendment/restatement for the required tax law changes was adopted . Enter the applicable code (See

instructions for tax law changes and codes).

22c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or
advisory letter, enter the date of that favorable letter and the letter's serial number

22d If the plan is an individually-designed plan and received a favorable determination letter from the IRS, enter the date of the plan's last favorable
determination letter

23 Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has
been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin D Yes D No
ISENUS) s o v aiann o @ wiwe e @ RS S E S0ECE W F U W ST S W S W R 8 e e
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SCHEDULE MB Multiemployer Defined Benefit Plan and Certain OMB No. 1210-0110
(Form 5500) Money Purchase Plan Actuarial Information
Department of the Treasury 2 o 1 5
Internal Revenue Service
Department of Labor This schedule is required to be filed under section 104 of the Employee
Employee Benefits Security Administration Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
Pension Benefit Guaranty Corporation Internal Revenue Code (the Code). Inspection
P File as an attachment to Form 5500 or §500-SF.
For calendar plan year 2015 or fiscal plan year beginning and ending

» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B Three-digit
SOUTHERN NEVADA CULINARY AND BARTENDERS plan number (PN) p 001
PLAN
C Pian sponsor's name as shown on line 2a of Form 56500 or 5500-SF D Employer Identification Number (EIN)
BD. OF TRUSTEES, (OF THE ABOVE PLAN) 88-6016617
E Type of plan: (1) [ﬂ Multiemployer Defined Benefit (2) I_I Money Purchase (see instructions)
1a Enter the valuation date: Month 01 Day 01 Year 2015
b Assets
(1) Currentvalue of @sSetS & v v v v v v v v v v v v e b b e e s SN B W PRE R Weren 1b(1) 1966858000
(2) Actuarial value of assets for funding standardaccount . . . . . . .. ... e e e e 1b(2) 1984704568
¢ (1) Accrued liability for plan using immediateganmethods . . » & v v v v v 4 b v e v e e e 1¢(1) 2123261858
(2) Information for plans using spread gain methods:
(a) Unfunded liability for methodswithbases . . . . . . .. .. . . ¢ e v v v v u .. 1c(2)(a)
(b) Accrued liability under entry age normalmethod . . . . . . . . .. v o v e e 1c(2)(b)
(c) Normal costunderentryagenormalmethod . . . . v v v v v v e v v v h e e e 1¢(2)(c)
(3) Accrued liability under unit credit costmethod, . . v v . v v v v e e e e e e e e e 1¢(3) 2123261858
d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions) [ 1d(1)
(2) "RPA'94" information;
(@ Currentliability , . . . . . . . i e e e e e e e e 1d(2)(a) 3520373000
(b) Expected increase in current liability due to benefits aceruing during the plan year , . . . 1d(2)(b) 118581298
(c) Expected release from "RPA ‘94" current liability for the planyear . ., . . .. ... .. . 1d(2)(c) 139611430
(3) Expected plan disbursements fortheplanyear, . . . . . . . . ST S G § R & 1d(3) 136838590

Statement by Enrolled Actuary
To Lhe best of my knowledge, the information supplied in this schedule and accompanying schedules, slatements and attachments, if any, is complete and accurate, Each prescribed assumption was
applied in accordance with applicable law and regulations. in my opinian, each other assumption is reasonable (taking into account the experience of the plan and reasonable expeclations) and such
other assumptions, in combination, offer my best estimate of anticipated experience under the plan,

'SIGN
|HERE 09/23/2016
Signature of actuary Date
CARY FRANKLIN 14-04013
Type or print name of actuary Most recent enrollment number
HORIZON ACTUARIAL SERVICES, LLC 818-691-2002
Firm name Telephone number (including area code)

5200 LANKERSHIM BLVD STE 740 NORTH HOLLYWOOD CA 91601
Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see

instructions

For Paperwork Reduction Act Notice and OMB Control Numbers, see the Instructions for Form 6500 or Form §500-SF, Schedule MB (Form 6500) 2015
v. 150123
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Schedule MB (Form 5500) 2015

2 Operational information as of beginning of this plan year:
a Current value of assets (see instructions)
b "RPA '94" current liability/participant count breakdown:
(1) For retired participants and beneficiaries receiving payment ,
(2) For terminated vested participants
(3) For active participants:
(a) Non-vested benefits , ,
(b) Vested benefits
(c) Total active ,

() Total, | suia v e w e se s Ele s seNE R o

....... T T R

¢ If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such

(O R TR J T TURE TOR TN NN TU S FOR S A T R R

percentage

......... e T 1966858000
(1) Number of participants (2) Current liability
....... 21801 941006437
....... 22296 809612065
....... 35677797
....... 1734076701
...... . 50367 1769754498
5 6 RSlesMiie ® 94464 3520373000
.......... C e el 2 55.87 %

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

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b} Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
12/31/2015 99938000
Totals B | 3(b) 99938000 3(c)
4 Information on plan status:
a Funded percentage for monitoring plan's status (line 1b(2) divided by line 1¢(3)), . . . . . .| 4a 93.4 %
b Enter code to indicate plan's status (see instructions for attachment of supporting evidence of plan's
status). If codeis"N,"gotoline5. . . . . . . . .. ... e e . 4b N
¢ |Is the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? e e e e e || Yes || No
d If the plan is in critical status or critical and declining status, were any benefits reduced (see instructions)? . . . . . . . . . . Yes No
e If linedis “Yes,” enter the reduction in liability resulting from the reduction in benefits (see instructions),
measured as of thevaluationdate . . . . . . . . . ¢ o v i i e i e e s e e e e e 4e
f If the rehabilitation plan projects emergence from critical status or critical and declining status, enter the
plan year in which it is projected to emerge. 4f
If the rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which
insolvency is expected andcheckhere, , . , ... ... .. e o B SRR R RN W S
5 Actuarial cost method used as the basis for this plan year's funding standard account computations (check all that apply):
a Attained age normal b Entry age normal ¢ || Accrued benefit (unit credit) d H Aggregate
e Frozen initial liability f Individual level premium g Individual aggregate h Shortfall
i Reorganization j Other (specify):
k If box h is checked, enter period of use of shortfallmethod . . , . . ... .. . . ... e e o] Bk |
| Has a change been made in funding method for this planyear? , . . . . . v v v v v v v o v s o s o o+ e e e e e e ol | Yes é No
m If line | is "Yes," was the change made pursuant to Revenue Procedure 2000-40 or other automaticapproval? . . . . . . . . . Yes No
n If linelis "Yes," and line m is "No," enter the date (MM-DD-YYYY) of the ruling letter (individual or class)
approving the change in funding methed, , |, , , . ., . ... e e e e e e e e e e e e 5n
6 Checklist of certain actuarial assumptions:
a Interest rate for "RPA '94" current liability . . . . . . . .. S U W0 B " SOF | 6a | 3.51 %
Pre-retirement Post-retirement
b Rates specified in insurance orannuitycontracts , . . . . . . . .4 ... | |Yes ]X[ No [ | N/A | Yes —|X] No ] | N/A
¢ Mortality table code for valuation purposes:
5A6766 2.000
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Schedule MB (Form 5500) 2015 Page 3-

() Males . ..ot et e e . . | 8c(1) 11 11

(2) Females . . .. ... .. .uierraaenn c e .| 6C(2) 11F 11F
d Valuation liability interestrate , . ., . . I, 6d 7.00% 7.00%
6 EXPENse 1080ING. . . . . ottt 6e | 9.7 % N/A % [x] wa
f Salaryscale, , . ........ A ——— 6f % X|__N/A
g Estimated investment return on actuarial value of assets for year ending on the valuationdate , , , , . | 6g 7.0 %
h Estimated investment return on current value of assets for year ending on the valuationdate . . . . . . 6h 7.4 %

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

1 170069590 1745114

8 Miscellaneous information:

a If awaiver of a funding deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of 8a
the ruling letter grantingtheapproval, . . . . . & v v v v v v o v o o v o u a u s .l Vigiis iz i

b(1) Is the plan required to provide a projection of expected benefit payments? (See the |nstruct|ons) If “Yes," attach a
schedule. . . .. .. R R R S R R A ST AT I N C e aa e [E] Yes D No
b(2) Is the plan required to provide a Schedule of Active Participant Data? (See the instructions.) If “Yes,” attach a

schedule. Yes D No

¢ Are any of the plan's amortization bases operating under an extension of time under section 412(e) (as in effect prior to

2008) or section 434(d) of the Code? . , , . . . . v v v v v v v v v o s b e s S F R S RN B Pes D Yes E No
d If line cis "Yes," provide the following additional information: [
(1) Was an extension granted automatic approval under section 431(d)(1) of the Code?. . . . . . . . . D Yes D No

(2) If line 8d(1) is “Yes," enter the number of years by which the amortization period was extended G l 8d(2) |
(3) Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect prior to

2008) or 431(d)(2) of the Code?. » « « & s & s s ¢ s s s 8 2 8 s 2 2 2 s = s s « s « « 2 « '« = 2 o D Yes D No
(4) If line 8d(3) is "Yes,” enter number of years by which the amortization period was extended (not 8d(4)

including the number of yearsinine (2)) . . . ... ... .. e e e e e e s B
(5) If line Bd(3) is “Yes," enter the date of the ruling letter approving the extension , , ., . . .. .. . .| 8d(5)
(6) If line 8d(3) is “Yes," is the amortization base eligible for amortization using interest rates applicable under section

6621(b) of the Code for years beginning after 20077, , , . ... . . e e e e e e e e e e e . D Yes D No

e If box 5h is checked or line B¢ is "Yes," enter the difference between the minimum required contribution
for the year and the minimum that would have been required without using the shortfall method or
extending the amortization base(S) . . v v v v o v v 4 s 4 4 e 4t s e s s e e s s s s e s s s 8e

9 Funding standard account statement for this plan year:

Charges to funding standard account:

a Prior year funding deficiency, ifany ., . . . ... ... e e A s SEG W SeeE e el da
b Employer's normal cost for plan yearas of valuation date, . . v « v v v v v v v e 4 s e e e s e a s 9b 67741302
¢ Amortization charges as of valuation date: Outstanding balance
(1) All bases except funding waivers and certain bases for which the 9c(1)
amortization period has beenextended , , . . ... ... ... § 1049385886 134788715
(2) Fundingwaivers . . . . . . . .\ i vt 9c(2)
(3) Certain bases for which the amortization period has been extended,| 9¢(3)
d Interest as applicable on NS 98, 95, @NA OC . &, & v 4 v v v v v s et et e e e e 9d 14177101
e Total charges. Add lines 9athrougn 90 . . . v v vt v v v e e s e e o s n e s e e e s 9e 216707118
Credits to funding standard account:
f Prioryear creditbalance, ifany , . . . . . L L L L. e e e e e e e e e of 368858691
g Employer contributions. Total from column (b) of KN@ 3. &+ & 4« 4 v v v 4 4 & 4 4 4 b b b s e e e 9g 99938000
Outstanding balance
h Amortization credits as of valuationdate ., ., . . . . . . . o v v s v+ Sh 541969905 88325790
i Interest as applicable to end of plan yearonlines 9f, 9g, and9h . . . . . . . v v v b vt e e n e . l 9i 34917772
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Schedule MB (Form 5500) 2015 Page 4

] Full funding limitation (FFL) and credits:

(1) ERISAFFL (accrued liability FFL) . . . v v v v v v o o n o RG] 636967900

(2) "RPA '94" override (90% current liability FFL) . . . « . v v v+ « 4 9j(2) 1288343305

(3) FFLeoredit o . v v v v v v v e s R BT R R G R W BEW 8 s P 5§ e A W B 9j(3)
k (1) Waived funding deficiency . . . . . . . . e e SR R EeE W % G W e e 9k(1)

(2) OthercreditS, o v v v v v v v v v e v e et et e S oW G % B B % ee 9k(2)
| Total credits. Add lines 9f through i, 9j(3), Ok(1), @A OK(2) . . . . v '+ v v v o v s o e v o e e a s 9l 592040253
m Credit balance: If line 91 is greater than line 9e, enter the difference ., . . . . . v v v v v v s s v v s 9m 375333135
n Funding deficiency: If line 9e is greater than line 91, enter the difference , , ., . . . ... ... ... 9n

90 Current year's accumulated reconciliation account:
(1) Due to waived funding deficiency accumulated prior to the 2016 planyear , , ., , .. ... . p | 90(1)
(2) Due to amortization bases extended and amortized using the interest rate under section 6621(b) of the Code:

(a) Reconciliation outstanding balance as of valuationdate, , , ., , . . . . v v v v v v v v . 90(2)(a)
(b) Reconciliation amount (line 9¢(3) balance minus lin@ 90(2)(8)) . . . v v v v & 4 o & « &« . .| 90(2){b)
(3) Totalasofvaluationdate . . . . . & v v v o i i o v e a e e e e P W e 90(3)
10 Contribution necessary to avoid an accumulated funding deficiency. (See instructions.) . , . ., . . .. 10

11 Has a change been made in the actuarial assumptions for the current plan year? If "Yes," see instructions
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