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

Department of the Treasury

Intemal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 8057(b) and 6058(a) of the Internal Revenue Code (the Code). 2019
B el » Complete all entries In accordance with
ministration the instructions to the Form 5500.

This Form is Open to Public

Pension Benefit Guaranty Corporation

Inspection
|_Part| | Annual Report Identification Information
For calendar plan year 2019 or fiscal plan year beginning and ending
A This return/report is for: l_)_(_] a muitiemployer plan l__l a multiple-employer plan {Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)
a single-employer plan 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, CheCK here . . . . . . . . i v i s ot e s me s e s st e e ee e e e e eeen »
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 ptan
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION number (PN) B 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 (inciude 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 2¢ i
BARTENDERS PENSION PLAN
9121 W RUSSELL RD STE 219 702-369-0000
LAS VEGAS NV 89148 2d Business code (see
instructions)
721120

Caution: A penalty for the late or incomplete filing of this return/report will be assessed uniess 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.

iGN VM‘?‘W 2y 10/08/20 Virginia Valentine

HERE
Slfna({d?_fjlan administrator Date Enter name of individual signing as plan administrator

= M l pY | Gvaﬂid
HERE A /Q,l 20 LA
Signature of employer/plan sponsor Date Enter name oﬂthvidual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2019)
v. 190130
9A6704 1.000

52086K F173 V 19-6.3F 17-8320 Page 3



Form 5500 (2019) 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 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this | 4b EIN
plan, enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
€ Plan Name
5  Total number of participants at the beginning of the plan year 5 | 110441
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines
6a(1), 6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginningoftheplanyear, . , . . . . ... .. ... ... ... 6a(1) 55760
a(2) Total number of active participants at theend of theplanyear . . . _ . . . . . . . . .. .t 6a(2) 55852
b Retired or separated participants receivingbenefits | . . . . . . . . L .. 6b 25849
€ Other retired or separated participants entitled to futurebenefits _ _ _ . . . . . . . . ... .. ... .. ... 6¢c 24853
d Subtotal. Add lines 6a(2),8b, aNABC. _ . . . . L L ... .. ... 6d 106554
© Deceased participants whose beneficiaries are receiving or are entitled toreceivebenefits. _ _ . . . . . .. ... 6e 1258
f Total. AddlinesdandBe. | . . . ... .. ... e 6t 107812
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
completethisftem) , . . . . . . .. .. . it e et e e e e e 6g 0.
h Number of participants that terminated employment during the plan year with accrued benefits that were
lessthan 100% VesSted, . . . . . o 4 v i v i e i a e e e e e e e e e e e e e e e e eeesaesaes 6h 0.
7 Enter the total number of employers obiigated to confribute to the plan (only multiemployer plans complete thisitem) . . . . . . 7 120
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 Pian funding arrangement (check all that apply) 9b Pian benefit arrangement (check all that apply)
(U] Insurance (1 E Insurance
2) Code section 412(e)(3) insurance contracts 2 . Code section 412(e)(3) insurance contracts
(3) Trust 3 Trust
{4) General assets of the sponsor {4) General assets of the sponsor
10 checkall 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
(U] R (Retirement Plan information) (1) E H (Financial Information)
?) MB (Muiltiemployer Defined Benefit Plan and Certain Money (2) . 1 (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) E 1 A (Insurance Information)
actuary @ [X C (Service Provider Information)
(3) D SB (Singie-Employer Defined Benefit Plan Actuarial {5) E D (DFE/Participating Plan Information)
Information) - signed by the plan actuary © || G (Financial Transaction Schedules)
8AG705 1.000
52086K F173 V 19-6.3F 17-8320 Page 4



Form 5500 (2019) 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 vear? (See instructions and 29 CFR
2520.101-2.) 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 D No

11¢ Enter the Receipt Confirmation Code for the 2019 Form M-1 annual report. if the plan was not required to file the 2019 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required tc 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

9A6706 1.000



«D558 Application for Extension of Time
(FR;T_ sseptembe, 2018) To File Certain Employee Plan Returns

P For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
P Go to www.irs.gov/Form5558 for the latest information.

OMB No. 1545-0212

Department of the Treasury
Internal Revenue Service

ldentification

A Name of filer, plan administrator, or plan sponsor (see instructions) B  Filer's identifying number (see instructions)
BOARD OF TRUSTEES, (OF THE BELOW PLAN) Employer identification number (EIN) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 88-6016617
9121 W RUSSELL RD STE 219 Social security number (SSN) (8 digits XXX-XX-XXXX)

City or town, state, and ZIP code
LAS VEGAS, NV 89148
¢ Plan name Plan Plan year ending -
number MM DD YYYY

SOUTHERN NEVADA CULINARY AND BARTEN
PLAN 001 12 31 2019

I Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

1 D Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed
in Part 1, C above.

2 Irequest an extension of ime unti_10/15/2020 to file Form 5500 series. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 Irequest an extension of tmeuntl_ 10/15/2020 to file Form 8955-SSA. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if (a) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested, and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the 3rd month after the normal due date.

Eldll} Extension of Time To File Form 5330 (see instructions)

4 | request an extension of time until to file Form 5330.
You may be approved for up to a 6-month extension to file Form 5330, after the normal due date of Form 5330,

a Enter the Code section(s) imposingthetax, , , . . ... ... ... .. ccuunruun.. > [
b Enter the payment amountattached , , . . ., ... ... . ... ... .. ... A )
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendment date . . . . . . . . . > | c

5 State in detail why you need the extension:

Under penaities of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized
to prepare this application.

Signature » Date p»

Form 5558 (Rev. 9-2018)

JSA
9X3889 1.000

52086K F173 V 19-6.3F 17-8320 Page 1



Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

» Complete all entries in accordance with
the instructions to the Form 5500.

OMB Nos. 1210-0110

1210-0089

2019

This Form is Open to Public
Inspection

| Part] | Annual Report Identification Information

For calendar plan year 2019 or fiscal plan year beginning

and ending

A This return/report is for:

B This return/report is:

C If the plan is a collectively-bargained pian, check here
Form 5558

D Check box if filing under:

@ a multiemployer plan

a single-employer plan
the first return/report
an amended return/report

special extension (enter description)

u a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

a DFE (specify)
the final return/report

a short plan year return/report (less than 12 months)

> [X]

D automatic extension I:l the DFVC program

I Partll | 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 1c 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, See s URElon
SOUTHERN NEVADA CULINARY AND 2c mﬂggmwmswbmmw

BARTENDERS PENSION PLAN
9121 W RUSSELL RD STE 219

LAS VEGAS

NV 89148

702-369-0000

2d Business code (see
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

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

8A6704 1.000

52086K F173

Form 5500 (2019)

v. 190130

V 19-6.3F 17-8320 Page 3




Form 5500 (2019) Page 2

3a Plan administrators name and address | X | 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 or the plan name has changed since the last return/report filed for this | 4b EIN

plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN

C Plan Name
5 Total number of participants at the beginning of the plan year 5 r 110441
6 Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines
6a(1), 6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginningoftheplanyear, . . . . . . . . .. .. . .. ..... 6a(1) 55760
a(2) Total number of active participants at theend of theplanyear . _ _ . . . . . . . . . . ... 6a(2) 55852
b Retired or separated participants receivingbenefits | . _ . . . .. .. . . . u e i eeu...| 6D 25849
C Other retired or separated participants entitled tofuture benefits . . . . . . . . . . . L . s 6c 24853
d Subtotal. Add lines 6a(2), 6b, ANABC. |, , | . . . . ... e 6d 106554
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. | _ , ., . . .. .. .. 6e 1258
f Total. Addlines6dandBe. , | . . ., . .. ... ...ttt e e ..| 6f 107812
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this item) . . . . . . . . .. e e e e e e e e e e e 6g 0.
h Number of participants that terminated employment during the plan year with accrued benefits that were
lessthan 100% vested, . . . . . . i 4 v v i i e e 4 e am e e e w e e e s wm e e e e e e e e 6h 0.
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete thisitem) . . . . . . 7 120
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 ali that apply)
(1) Insurance (1) Insurance
(2) . Code section 412(e)(3) insurance contracts (2) . Code section 412(e)(3) insurance contracts
@ (X Trust @ X Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 cCheck all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
()] R (Retirement Plan Information) (1) H (Financial Information)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money  (2) | (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan 3) A (Insurance Information)
actuary 4) C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) G (Financial Transaction Schedules)

9AB705 1.000

52086K F173 V 19-6.3F 17-8320

Page 4



Form 5500 (2019) Page 3

| Part II|| 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
25201012). . o v e e [ 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.) . . . . . . |:| Yes D No

11¢ Enter the Receipt Confirmation Code for the 2019 Form M-1 annual report. If the plan was not required to file the 2019 Form M-1 annual report, enterthe
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

9A8706 1.000



OMB No. 1210-0110

SCHEDULE A

Department of the Treasury
Intemal Revenue Service

Insurance Information

(Form 5500)
This schedule is required to be filed under section 104 of the
Employee Retirement Income Security Act of 1974 (ERISA).

P File as an attachment to Form 5500.

2019

This Form is Open to Public

Department of Labor
Employee Benefits Security Administration
Pension Benefit Guaranty Corporation P insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2). Inspection
and ending
B Three-digit
plan number (PN) » | g1

For calendar plan year 2019 or fiscal plan year beginning

A Name of plan
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION

PLAN

D Employer Identification Number (EIN)
88-6016617

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

BD. OF TRUSTEES, (OF THE ABOVE PLAN)

Partl

Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract
on a separate Schedule A. Individual contracts grouped as a unit in Parts 1l and 11l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
THE UNION LABOR LIFE INSURANCE CO.
NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN © . Sy persons covered at end of
code identification number policy or contract year (® From (g) To
13-1423090 69744 01/01/2019 | 12/31/2019
2 insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

{b) Total amount of fees paid

(a) Total amount of commissions paid

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid ( {egn_
commissions paid {c) Amount {d) Purpose %%c'toen
(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid
(b) Amount of sales and base : Fees and other commissions paid _o(eg.n.
commissions paid (c) Amount (d) Purpose Sods’
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 Schedule A (Form 5500) 2019
v. 190130
17-8320 Page 5

9A6708 1.000

52086K F173

V 19-6.3F



Schedule A (Form 5500) 2019 Page2-[_ |

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(e}

(b) Amount of sales and base Fees and other commissions paid organ-
commissions paid {c) Amount (d) Purpose ode

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b) Amount of sales and base Fees and other commissions paid p,(!f;n_
commissions paid (c) Amount (d) Purpose ey

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid o gg‘n_
commissions paid (c) Amount (d) Purpose |zc%t(|j%n

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

{b) Amount of sales and base Fees and other commissions paid _ {eén_
commissions paid (c) Amount (d) Purpose ‘Code.

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid ok
commissions paid (c) Amount (d) Purpose eode’

9A6709 1.000

52086K F173 V 19-6.3F 17-8320 Page 6



Schedule A (Form 5500) 2019 Page 3

Partll | Investment and Annuity Contract Information

Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan's interest under this contract in the general accountatyearend . . . . . . ... ... 4
5 Current value of plan's interest under this contract in separate accountsatyearend. . . . . . . s « s 4 . . 5 42890809
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paidtocarrier, . , . ... ... .. ......... B T g QI S 6b
¢ Premiums due but unpaid attheendoftheyear , . , . . ... .......... R R 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition
or retention of the contract or policy, enteramount |, . . . . . . . . .t 4 s i ke e e e e e e .. 6d
Specify nature of costs >
e Type of contract: (1) |:| individual policies (2)|:| group deferred annuity
(3) other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here | D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (1) deposit administration (2) immediate participation guarantee
(3) guaranteed investment (4) other P
b Balance attheend oftheprevioUsyear. . « « . « o = v + v o & « D AMEE S b i Flde s . 7b
¢ Additions: (1) Contfributions deposited duringtheyear , . . .. ... .. 7c(1)
(2) Dividends andcredits , . . . ... T = 7¢c(2)
(3) Interest credited duringtheyear . , . . . . . .t o 4 o v 2 2o « s 2« 7¢(3)
(4) Transferred fromseparateaccount, , . . . . . .. . .+ v o c oo 7¢(4)
(5) Other (specifybelow) . . . .. ... ... ... v 7¢(5)
>
(6) Totaladditions . . . . . . ..o e v sneene e R 7c(6) 0

d Total of balance and additions (addlines7band 7¢(6)). . . . . v + ¢« v ¢ ¢ ¢ €t s 4 v 0 o 5 0 a2 l 7d

e Deductions:

(1) Disbursed from fund to pay benefits or purchase annuities during year (7e(1)

(2) Administration charge madebycarrier, , . .. ... ... e s . .|7€(2)

(3) Transferredtoseparateaccount . . . . . . . . . . . v v v s o s v 7¢(3)

(4) Other(specifybelow) . . . . ... .. .. .- 7e(4)

>

(6) Total deductions , . . . . . v v i v v vt s e e B . 7e(5)
f Balance at the end of the current year (subtract line 7e(5) fromline7d). . . . . . & ¢ ¢ v « v s o s o s 7f

9A6710 1.000

52086K F173 V 19-6.3F 17-8320 Page 7



Schedule A (Form 5500) 2019 Page 4

Part lll| Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual coniracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a Health (other than dental or vision) b Dental c Vision d Life insurance
e Temporary disability (accident and sickness) f Long-term disability @ Supplemental unemployment  h Prescription drug
i Stop loss (large deductibie) ] HMO contract k PPO contract | Indemnity contract
m|__|Other (specify) P
9 Experience-rated contracts:
a Premiums: (1) AMOUNtTEceVEd . & « v v v v v v v o v e v e e 9a(1)
(2) Increase (decrease) inamountdue butunpaid. . . . . . ... 9a(2)
(3) Increase (decrease) in unearned premium reserve . . . . . . . 9a(3)
(4) EBned (1) +(2) - (3)) = « » v = o v v e et e e e e e e e e | 9a(4)
b Benefitcharges (1) Claimspaid. . . . . « « v v v o v v v v 0 v s 9b(1)
(2) Increase (decrease) iNClaiM reserves . o . « « « v v v v o v & 9b(2)
(3) Incurred claims (add (1) @NG(2)) = « « & « v o 4 v v e e e e e e e e 9b(3)
(4) Claims charged . . . . . B R - )
¢ Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS. & v v v v s s v o s v & A 9c(1)(A)
(B) Administrative service orotherfees . . . . « . . . . - . 9c(1)(B)
(C) Other specific aCqUISIION COStS » + v v v @ o v v v v 4 & 9¢(1)(C)
(D) OMEr@XPENSES « v v v v v e a a v wmmmsme e s 9¢c(1)(D)
(B) TEXES v v v v e vt v e et m e 9c(1)(E)
(F) Charges for risks or other contingencies. . . . . . . . . [ 9¢(1)(F)
(G) Otherretention Charges . « v« v v v s v e v a v s 9¢(1)(G)
(H) TOtal retention « « » o » = = ¢ = s s s 4 4 o x e n e e e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts wereD paid in cash, or D credited.) . .|_9¢(2)

d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . .| 8d(1)
(2) ClAIMTIESEIVES & 4 4 « = = = & s « o o = » = = = = « e 2 s = = = = s s a s s = = = » = = s «« 9d(2)
(3) OtHErrESEIVES .« « v v v v s v e s e s e s mm e mn s ma s a e n e annn e o = dne e 9d(3) |

e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).). . . . . . . 9e !

10 Nonexperience-rated contracts:

a Total premiums or subscription charges paidtocarrier . . . . . . . . v+ . 0 f v 0 a w0 0. 10a

b If the carrier, service, or other organization incurred any specific costs in connection with the acquisi-
tion or retention of the contract or policy, other than reported in Part |, line 2 above, report amount., .| 10b

Specify nature of costs.

Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A? . . . . . D Yes |:| No

12 If the answer to line 11 is "Yes," specify the information not provided. P>

9A6711 1.000

52086K F173 V 19-6.3F 17-8320 Page 8



SCHEDULE C Service Provider Information OMB No. 1210-0110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2019
intemal Revenue Senvice Retirement Income Security Act of 1974 (ERISA).
Department of Labor A = "
Employee Benefits Security Administration P File as an attachment to Form 5500. This Fo'}rl?;se?:%i: to Public
Pension Benefit Guaranty Corporation p i
For calendar plan year 2019 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 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 | Service Provider Information (see instructions)

You must complete this Part, in accordance with the instructions, fo report the information required for each person who received, directly or indirectly,
$5,000 or more in total compensation (i.e., money or anything else of monetary value) in connection with services rendered to the plan or the person's
position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the required disclosures,
you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions). . . . . . . Yes D 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 GLOBAL PARTNERS, LLC 13-4021839

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
PNC BANK, NATIONAL ASSOCIATION 22-1146430

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2019
v.190130

9A6720 1.000
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Schedule C (Form 5500) 2019 Page 2-|:|

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

AFL-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

ABS INVESTMENT MANAGEMENT LLC 13-4205457

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

LAZARD ASSET MANAGEMENT, LLC 05-0530199

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

MESTROW 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. 22-1146430

{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

9A6721 1.000
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Schedule C (Form 5500) 2019 Page 2-|:]

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

ENTRUST SO NV CUL. & BART. PARTNERS 81-2026132

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

OAKTREE CAPITAL MANAGEMENT L.P. 26-0189082

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

INVESCO ADVISERS, INC. 58-1707262

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

GCM GROSVENOR MULTI-ASSET CLASS MAS 37-1876536

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

SIGULER GUFF ADVISERS, LLC 13-3855629

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

BLACKROCK, INC. 32-0174431

{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

9A6721 1.000
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Schedule C (Form 5500) 2019

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

d
Ente(r (girect

enter -0-.

compensation paid
by the plan. If none,

()
Did service provider
receive indirect

SpoNsor)

compensation? (sources
other than plan or plan

Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

Enter tog?indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) ()
Service Relationship to
Code(s) [employer, employee
organization, or
person known to be
a party-in-interest
13 NONE

2842682

Yeslj No

Yes|:| NOI:I

0

ves [ ] no[ ]

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

LOOMIS SAYLES & COMPANY

84-6391546

(b) () (dg. . () o () - Enter tosdindirect - -
Service Relationship to Enter direct Did service provider Did indirect compensation A UL Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | ,royider give you a

organization, or_[py the plan. If none,compensation? (sources| compensation, for which the | Service provider excluding | ormula instead of
person known to be enter -0-. other than plan or plan | plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
answered "Yes" to element
(f). If none, enter -0-.
28 |NONE 798716 ves [X] Nol ] ves [ ] no[X] 0 ves [X] o[ ]
51

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

HARDMAN JOHNSTON GLOBAL ADVISORS

26-6493485

(b)
Service
Code(s)

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

(dg.

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

|compensation? (sources

e
Did serv?c_e) provider
receive indirect

other than plan or plan
sponsor)

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

@)

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service

provider give you a
formula instead of

an amount or

estimated amount?

28
51

NONE

695645

Yes |:| No

YesD Nol____l

0

Yes[] NOD

9A6722 1.000

52086K F173

v

19-6.3F

17-8320

Page 12



Schedule C (Form 5500) 2019

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)

J.P. MORGAN INVESTMENT MGMT,

INC.

13-3200244

e

Did serv?ce) provider

receive indirect

compensation? (sources
other than plan or plan

sponsor)

Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

Enter t((ag?indirect
compensation received by
service provider excluding

eligible indirect

answered "Yes" to element
(f). if none, enter -O-.

compensation for which you

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) () (d)
Service Relationship to Enter direct
Code(s) |employer, employeel compensation paid

organization, or by the plan. If none,
person known to be enter -0-.
a party-in-interest
27 50 NONE 634342
28 51

Yes D No

Yesl:l NOD

0

ves [ | No[ ]

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

TIMESSQUARE CAPITAL MANAGEMENT LLC

20-1665304

o fe)
Did service provider

receive indirect

compensation? (sources
other than plan or plan

sponsor)

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) () d)
Service Relationship to Enter direct
Code(s) |employer, employee| compensation paid
organization, or by the plan. If none,
person known to be enter -0-.
a party-in-interest

28 52NONE 601334
51

ves [X] No[ ]

Yes No[l

0

Yes No|:|

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

INVESCO TRUST COMPANY

46-3793325

by the plan. If none,

(d)
Enter direct
compensation paid

enter -0-.

e
Did service provider

receive indirect

compensation? (sources
other than plan or plan

sponsor)

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). i none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) ()
Service Relationship to
Code(s) (employer, employee
organization, or
person known to be
a party-in-interest
28 NONE

515786

Yes No[l

Yes NOD

0

Yes No|:|

9A6722 1.000
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Schedule C (Form 5500) 2019

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)

SEYFARTH & SHAW ATTORNEYS, LLP

36-2152202

(t) ), | asornd® cver | b ind on | Entor 2o
Service Relationship to Enter direct | Did service provider | Did indirect compensation el ol Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect e re°e“l’ed.by provider give you a
organization, or |by the plan. If none,|compensation? (sources| compensation, for which the Se""cel. P.rb"["' _e(rigégtudmg formula instead of
person knoyv? to l?e enter -0-. other than plan or plan | plan received the ;equwed com pe?l'gﬂoi"f‘or" which you | 21 amount or
a party-in-interesi Sponsor) disclosures? answered "Yes" to element estimated amount?
(f). If none, enter -O-.
29 NONE 511351 ves [ ] no[X] ves [ ] no[ ] 0 ves [_] no[ |

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

INTECH INVESTMENT MANAGEMENT LLC

01-0614895

b c (d e g) (h)
Sérw)ce Relatit('m!c,hip to Enter girect | Did servicé provider | Did indirect compensation Enter total indirect Did the service
Code(s) [employer, employee| compensation paid receive indirect include eligible indirect compensation received by | nrayider 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 ’;equired compeﬂgfi;“f‘:r'rmch you | 2N amount or
e i it ?
a party-in-interest sponsor) disclosures” | “answered "Yes" to element estimated amount?
| (f). If none, enter -0-.
28 |NONE 488254 ves || no[X] ves [ ] No[ ] 0 ves [ | no[ |
51
(a) Enter name and EIN or address (see instructions)
VOYA INVESTMENT TRUST COMPANY 06-1440627
b (4 d e (g (h)
Se(rvx)ce Relatign)ship to Ente(r girect | Did service provider | Did indirect compensation O e b Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensa "?3 ’e"e"l’ = Y | provider give you a
organization, or by the plan. If none[compensation? (sources| compensation, for which the se"‘"cel. P_’b°|‘" ler excluding | formula instead of
person known to be enter -0-. other than plan or plan | plan received the ’;equured compei ‘sgalﬁoen "f‘gr“'mch you]le. 2 arendount o
a party-in-interest sponsor) disclosures? answered "Yes" to element estimated amount?
{f). If none, enter -0-.
28 INONE 383662 Yes [X] No[:l ves [X] NOD 0 Y&GD No
51

9A6722 1.000

52086K F173 V 19-6.3F 17-8320 Page 14



Schedule C (Form 5500) 2019

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)

HORIZON ACTUARIAL SERVICES, LLC

26-1370698

(b (c) (d) e) (q__ (h)

Service | Relationship to Enter direct | Did se[vgcg provider | Did indirect compensation =l Lo Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensa "?g 'ece“{ BY | provider give you a
organization, or by the plan. If none,compensation? (sources| compensation, for which the SerC!‘i,PF&VI .e('j.exc uding | tormula instead of

persont knoyv? to !ge enter -0-. other than plan or plan | plan received the ;equired compeilsgaltioen '?O;mch you | 2 amount or
a party-in-interes sponsor) disclosures? ‘answered “Yes" to element | SSimated amount?

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

11  [NONE 372366 ves [_] No[X] ves [ | no[ | 0 ves [ ] no[ ]

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

WEDGE CAPITAL MANAGEMENT LLP

56-1557450

(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-.

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

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

28 52
51 68

NONE

311900

Yes No| ]

Yes No|:|

0

YesD No

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

THE UNION LABOR LIFE INSURANCE COMP

13-1423090

(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-.

compensation? (sources

(e)
Did service provider
receive indirect

other than plan or plan
sponsor)

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

@

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" o element
(f). i none, enter -0-,

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

28
51

INONE

283939

Yes Nol:]

Yes No[J

0

Yesl:l No

9A6722 1.000
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Schedule C (Form 5500) 2019

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)

MARCO CONSULTING GROUP

36-3555078

e
Did service provider
receive indirect

sponsor)

compensation? (sources
other than plan or plan

Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

Enter ugg}indirect
compensation received by
service provider excluding

eligible indirect

answered "Yes" to element
(f). If none, enter -0-.

compensation for which you

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) ©) .
Service Relationship to Enter direct
Code(s) |employer, employee| compensation paid
organization, or y the plan. If none,
person known to be enter -0-.
a party-in-interest
16 NONE 275000
27

ves [ ] no[X]

Yes|:| NOD

0

ves ] no[ ]

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

COLUMBIA MGMT INVESTMENT ADVISORS

41-1533211

d
Ente(r c}irect

enter -0-.

compensation paid
by the plan. If none,

Lo le)
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) {c)
Service Relationship to
Code(s) |employer, employee,

organization, or
person known to be
a party-in-interest
28 68 NONE
51

229373

ves [X] No[ ]

Yes No[ |

0

Y&GD No

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

DIMENSIONAL FUND ADVISORS LP

30-0447847

(b)
Service
Code(s)

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

(d)

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

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

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

Enter totgal indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f)._If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

28
51

INONE

221655

Yes D No

Y&cl—_—l NOD

0

YesD Nol:l

8A6722 1.000
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Schedule C (Form 5500) 2019

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).

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

LSV ASSET MANAGEMENT

23-2772200

]

(e)
Did service provider
receive indirect

sponsor)

compensation? (sources
other than plan or plan

Did indirect compensation
include eligible indirect

plan received the required
disclosures?

compensation, for which the

Enter tggl)indirect
compensation received by
service provider excluding

eligible indirect

answered "Yes" to element
(f). If none, enter -0-.

compensation for which you

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) () (d)
Service Relationship to Enter direct
Code(s) [employer, employee| compensation paid
organization, or by the plan. If none
person known to be enter -0-.
a party-in-interest
28 NONE 218134
51

Yes I:l No

YaD No|:|

0

Yesl—_—l NOD

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

SYSTEMATIC FINANCIAL MGMT, L.P.

22-3367558

(d)

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

(e}
Did service provider
receive indirect

compensation? (sources

other than plan or plan
Sponsor)

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) )
Service Relationship to
Code(s) [employer, employee

organization, or
person known to be
a party-in-interest
28 52NONE
51 68

153840

Yes No|:|

Yes NOD

0

Yeslj No

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

ORG PORTFOLIO MANAGEMENT, LLC

20-2915624

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

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

Enter total indirect
compensation received by
service provider excluding

eligible indirect
compensation for which you
answered "Yes" to element
(f). If none, enter -0-,

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) () (d)
Service Relationship to Enter direct
Code(s) |employer, employee| compensation paid

organization, or by the plan. !f none,
person known to be enter -0-.
a party-in-interest
16 NONE 140377

Yes I:I No

ves [ ] no[ ]

0

ves[ ] nol ]

9A8722 1.000
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Schedule C (Form 5500) 2019

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)

WESTERN ASSET MANAGEMENT COMPANY

95-2705767

(b) () e) Q) h
Service | Relationship to Enter direct | Did sefv$c.e provider | Did indirect compensation Enten “?g""d".ec‘ Did ﬂse s?ervice
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | iger give you a
organization, or by the plan. If none,compensation? (sources| compensation, for which the se“"cel. P.r!)"l"'qea.exc'“d'"g formula instead of
persont knOW? to tt)e enter -0-, other than plan or plan | plan received the ;equired - ei]sga:tio?ml?o;rmch you | __3n amount or
a party-in-interes sponsor) disclosures? answered "Yes" to element estimated amount?
(f). If none, enter -0-.
28 [NONE 134836 ves [ ] nolX] Yes [ ] o[ | 0 Yes [ ] o[ |
51
() Enter name and EIN or address (see instructions)
WELLS FARGO BANK 30-0447847
b (3 d e @ (h)
Se(rw)ce Relatign)ship to Enter girect | Did serv?ce) provider | Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | 5-ovider give you a
organization, or oy the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan | plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | estimated amount?
| answered "Yes" to element
(f). If none, enter -0-.
19 INONE 133302 ves [X] o[ ] ves [X] o[ ] 0 ves [X] No[ ]
(a) Enter name and EIN or address (see instructions)
MILLER KAPLAN ARASE LLP 95-2036255
®b c (d) e 1) @ (h)
Servn)ce Relatign)ship to Enter drect | Did servgce) provider | Did indirect compensation R Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | provider give you a
organization, or jby the plan. If none,compensation? (sources| compensation, for which the | Service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan | plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you | astimated amount?
answered "Yes" to element
(f)._Ifnone, enter -0-.
10  |NONE 112000 ves [ ] no[X] ves [ ] no[ ] 0 ves [ | nol ]

9A6722 1.000
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m 5500) 2019

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)

UNITE HERE HEALTH

23-8385560

e
Did service provider
receive indirect

sponsor)

compensation? (sources
other than plan or plan

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

Enter tog? indirect
eligible indirect

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

compensation received by
service provider excluding

compensation for which you
answered "Yes" to element

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

ves ] no[X]

YesD No[l

0

YesD No|:|

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

20-0292745

(e}
Did service provider
receive indirect

other than plan or plan
sponsor)

compensation? (sources

Did indirect(cgmpen$ation
include eligible indirect
compensation, for which the
plan received the required
disclosures?

g
Enter total indirect

compensation received by
service provider excluding

eligible indirect

compensation for which you
answered "Yes" to element

(). _If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b) ©) (d)
Service Relationship to Enter direct
Code(s) |employer, employee| compensation paid
organization, or |by the plan. if none,
person known to be enter -0-.
a party-in-interest
49 NONE 81812
PARAMETRIC CLIFTON
b (3 d
S(-.srw)ce Relatit()n)ship to Ente(r 3irect .
Code(s) |employer, employee| compensation paid
organization, or [y the plan. If none,
person known to be enter -0-.
a party-in-interest
28 52|NONE 73871
51

Yes D No

Yes[:l Nol:l

0

YesD NOD

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

MCCRACKEN, STEMERMAN & HOLSBERRY

94-1709555

(b)
Service
Code(s)

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

(d)
Enter direct
compensation paid

enter -0-.

by the plan. If none,

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

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

g
Enter total indirect

compensation received by
service provider excluding

eligible indirect

compensation for which you
answered "Yes" to element

(f). linone, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

29

NONE

63097

Yes D No

Yesl___] Nol:l

0

Yeslj NOD

9A6722 1.000

52086K F173

v

19-6.3F

17-8320

Page 19



Schedule C (Form 5500) 2019

Page 3 -I_—___l

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

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

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

80-0024644

KEVIN CHRISTENSEN, ESQ

{b) () (d) e @ (h

Service | Relationship to Enter direct | Did service provider | Did indirect compensation Enter ‘t‘?'a?'“d“'?:‘d Did the zervice
Code(s) |employer, employee compensation paid receive indirect include eligible indirect s et d.by provider give you a
organization, or |oy the plan. If none,compensation? (sources| compensation, for which the | SEVICEPAAVICELSXEUAING | formula instead of

persont knoyv? to tt)e enter -0-. other than plan or plan | plan received the ,;equired e S or Yo latioh you | __2n amount or
a party-in-interes sponsor) disclosures? answered "Yes" to element | €Simated amount?
(f). if none, enter -0-.
29  NONE 17520 ves [ ] no[X] ves [ ] o[ | 0 ves [ | no[ |
(a) Enter name and EIN or address (see instructions)

b (A d e) g) {h)
Se(rw)ce Relatign)ship to Enter direct | Did serv?ce provider | Did indirect compensation e s Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation receivec. by | provider give you a

organization, or by the plan. If nonecompensation? (sources| compensation, for which the | Service provider excluding | formula instead of
person known to be enter -O-. other than plan or plan | plan received the ;eqwred compe‘f‘"sga'g:’er“?gr"mch you | o2 amount or
a party-in-interest sponsor) disclosures? eared "Yes" {0 cloment estimated amount?
{f)._If none, enter -0-.
Yes|:| Nol:l YesD NOD Yes[l NOD
(a) Enter name and EIN or address (see instructions)
(b c ) e @) (h)
Serw)ce Relatign)ship to Enter direct | Did service provider | Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee| compensation paid receive indirect

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

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

compensation? (sources
other than plan or plan
sponsor)

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

compensation received by
service provider excluding
eligible indirect

compensation for which you
answered "Yes" to element

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

provider give you a
formula instead of
an amount or
estimated amount?

ves [ | nol |

Y&GD NOD

ves ] Nol ]

9A8722 1.000

52086K F173
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Schedule C (Form 5500) 2019

Page 4 S

| Part! |Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary
or provides contract administrator, consulting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as

many entries as needed to report the required information for each source.

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
(see instructions)

(C) Enter amount of indirect
compensation

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

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

9A6772 1.000

52086K F173

V 19-6.3F

17-8320
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| 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 (b)gatl{re off  (c) Describe the information that the service provider
instructions) Csd"gg failed or refused to provide

(a) Enter name and EIN or address of service provider (see (b?gg:;:of (c) Describe the information that the service provider
instructions) Codels) failed or refused to provide

(a) Enter name and EIN or address of service provider (see (b)g::;f;eﬁ (c) Describe the information that the service provider
instructions}) Codel(s) failed or refused to provide

(a) Enter name and EIN or address of service provider (see (b)g::;f; ol (c) Describe the information that the service provider
instructions) Codels) failed or refused to provide

(a) Enter name and EIN or address of service provider (see (blg::i: off  (c¢) Describe the information that the service provider
instructions) Code(s) failed or refused to provide

|

(a) Enter name and EIN or address of service provider (see (b) Nawreof  (c) Describe the information that the service provider

instructions) Codel(s failed or refused to provide
(s)
9A6773 1.000
52086K F173 V 19-6.3F 17-8320 Page 22



SCHEDULE D
(Form 5500)

Department of the Treasury
Intemal Revenue Service

DFE/Participating Plan Information

OMB No. 1210-0110

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

2019

P File as an attachment to Form 5500.

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public
Inspection.

For calendar plan year 2019 or fiscal plan year beginning

and ending

A Name of plan
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION
PLAN

B Three-digit
plan number (PN) »| 001

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

BD. OF TRUSTEES, (OF THE ABOVE PLAN)

D Employer ldentification Number (EIN)
88-6016617

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

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

a Name of MTIA, CCT, PSA, or 103-12 IE:
JP MORGAN STRATEGIC PROPERTY FUND

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

JP MORGAN ASSET MANAGEMENT

N — d Enti e Dollar value of interest in MTIA, CCT, PSA,
c Enpn 13-6038770 00 cr;étg C 103-12 |IE atoell1d of yelar (see instructions) = GLESgo Tl
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 Enti e Dollar val f interest in MTIA, CCT, PSA, or
¢ EIN-PN 84-6391546 o0 crc])clité, N 103-12vIEugtoer|1d of ye|ar (see instructions) 77635311
a Name of MTIA, CCT, PSA, or 103-12 IE:
MULTI-EMPLOYER PROPERTY TRUST
b Name of sponsor of entity listed in (a):
NEW TOWER TRUST COMPANY
- - d Enti e Dollar value of interest in MTIA, CCT, PSA, ol
¢ EN-PN 52-6218800 . cgclitg c 103-12 IE at end of year (see instructions) ' 98626741
a Name of MTIA, CCT, PSA, or 103-12 |E:
AFL-CIO BUILDING INVESTMENT TRUST
b Name of sponsor of entity listed in (a):
PNC BANK, NATIONAL ASSOCIATION
- - d Enti e Dollar value of interest in MTIA, CCT, PSA, or
¢ ENPN 52-6328301 B08: crgétg C 103-12 IE at end of year (see instructions) 101343610
a Name of MTIA, CCT, PSA, or 103-12 |E:
DFA GROUP TRUST - SMALL CAP SUB TRU
b Name of sponsor of entity listed in (a):
DFA LP
- - d Enti e Dollar value of interest in MTIA, CCT, PSA,
¢ EIN-PN 23-6819730 005 cgclitél E 103-12le at erlmd of year (see instructions) o 67015000
a Name of MTIA, CCT, PSA, or 103-12 IE:
VOYA SENIOR LOAN TRUST
b Name of sponsor of entity listed in (a):
VOYA INVESTMENT TRUST CO.
- - d Enti e Dollar value of interest in MTIA, CCT, PSA, or
¢ EN-PN 06-1440627 045 c?xlitg c 103-12 |E at end ofe;e;r (see instructions) 87885174
a Name of MTIA, CCT, PSA, or 103-12 |E:
WESTERN ASSET US CORE PLUS, LLC
b Name of sponsor of entity listed in (a):
WESTERN ASSET MANAGEMENT CO.
= . d Enti e Dollar value of interest in MTIA, CCT, PSA,
¢ EnpPN 20-157578 8 OO cr;clltg E 103-12vIEuat er|1d of year (see instructions) o 40971000
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2019
9A6724 1.000 v.190130
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Schedule D (Form 5500) 2019 Page 2 - |_—_|

Name of MTIA, CCT, PSA, or 103-12 IE:
MCMORGAN INFRASTRUCTURE FUND I, LP

b Name of sponsor of entity listed in (a):
MCMORGAN INFRASTRUCTURE GP LLC
¢ ENPN 30-0808269-001 d Entity & e Dollar value of interest in MTIA, CCT, PSA, or 62072000
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
JOHNSTON INTERNATIONAL EQUITY GROUP
b Name of sponsor of entity listed in (a):
HARDMAN JOHNSTON GLOBAL ADVISORS
¢ ENPN 26-6493485-001 d Entity g e Dollar value of interest in MTIA, CCT, PSA, or 127470000
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
SEPARATE ACCOUNT J
b Name of sponsor of entity listed in (a):
THE UNION LABOR LIFE INSURANCE COMPANY
¢ BNPN 13-1423090-203 d Entity p e Dollar value of interest in MTIA, CCT, PSA, or 428908009
code 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |IE:
WF/BLACKROCK S&P MIDCAP INDEX CIT
b Name of sponsor of entity listed in (a):
WELLS FARGO BANK, N.A.
¢ EN-PN 56-6288528-001 d Entity ¢ e Dollar value of interest in MTIA, CCT, PSA, or 81392384
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
INVESCO MACRO ALLOCATION STRATEGY
b Name of sponsor of entity listed in (a):
INVESCO TRUST COMPANY
c EN-PN 81-2234495-001 d Entity ¢ e Dollar value of interest in MTIA, CCT, PSA, or 81485624
| 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 e 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 e 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):
¢ EN-PN d Entity e 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):
¢ EN-PN d Entity e 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):
¢ EN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
9A6725 1.000
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| Part ll| 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 C EN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of G EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of C ENN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of ¢ EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

9A6726 1.000
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SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Employee Benefits Security Administration

Department of Labor

Financial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

» File as an attachment to Form 5500.

OMB No. 1210-0110

2019

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2019 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 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

| Partl

| Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the pian year. Combine the value of plan assets held in more than one trust. Report
the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1c(14). Do not enter the value of that portion of an insurance contract which guarantees, during this plan year, to pay a specific dollar
benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1c(8), 1g, 1h,
and 1i. CCTs, PSAs, and 103-12 [Es also do not complete lines 1d and 1e. See instructions.

Assets {a) Beginning of Year (b) End of Year
a Total noninterest-bearingcash . . v v v v v v b v n e e 1a 12310000 7616000
b Receivables (less allowance for doubtful accounts):

(1) EMployer CONHbULIONS + v v+ « v o v v v o v e e e e e v n e s 1b(1) 9185000 10094000

(2) Participant contributions. .« . v v v v v b v e e e e e e .. 1b(2)

(3) Other. « v v vt st et e e e s e e e e 1b(3) 23172000 21598000

C General investments:
(1) Interest-bearing cash (include money market accounts & certificates
OF dEPOSIt) « v v v v v e e e e e e e e e e e e 1c(1) 33882000 26612000
(2) U.S. Governmentsecurities. » « = « « v « v 2 4 v m v a v . u .. 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred . . . . v v v i s i e e e e 1c(3)(A)
(B) Allother. . . . . 4 4 i i i e ettt s e e s nm e e e 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred . v @ v v v it s e e e e e e e e e e e e 1c(4)(A)
(B) COMMON &« & & v v v n e s ettt s mameen s s 1c(4)(B) 484068000 519214000

(5) Partnership/jointventureinterests . . . . & v v v v @ v v b n .. 1¢(5)

(6) Real estate (other than employerrealproperty) . . . . » « . . . . 1¢(6) 26616000 35233000

(7) Loans (other than toparticipants). . . . . . = v < v v v v o v . & 1¢(7)

(8) Participantloans., . « v o v x4 s v d e h e e e e e 1c(8)

(9) Value of interest in common/collectivetrusts . . . . . . . . .. . 1¢(9) 465143000 593215000
(10) Value of interest in pooled separateaccounts . . . . . . . . . . . 1c(10) 41236000 42891000
(11) Value of interest in master trust investmentaccounts . . . . . . . 1c(11)

{12) Value of interest in 103-12 investment entities . . . . . . . . . . 1c(12) 257531000 297528000
(13) Value of interest in registered investment companies (e.g., mutual
fUNS)e « v v e e e e e e e e e e e 1c(13) 250438000 272612000
(14) Value of funds held in insurance company general account
(Unallocated CONtractS). « v v v @ @ v v b v e a e e e 1c(14)
T 0 1T 1c(15) 574236000 650980000
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 550109) 2019
v. 190130
9A6739 1.000
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMpPIOYyersecunties . . v v v v o ¢ ¢ v v v v v 2 n n 0 s 2 « & & 1d(1)
(2) Employerrealproperty. « v « v o « ¢ s ¢ ¢ 2 2 2 8 8 8 s u nu s 1d(2)
e Buildings and other property used in planoperation . . . . . ... .. 1e
f Total assets (add all amounts in lines 1athroughte). . . . .. ... . 1f 2177817000 2477593000
Liabilities
g Benefitclaimspayable . . . . v @ v v i h e e e e e e 1g
h Operatingpayables. . . . . . . . @ ¢ i i i it et e e 1h 1503000 1756000
i Acquisitionindebtedness. . . . . . v v i it i h e e e e e .. 1i
§ Oterliabiliies. « o v v v v v v e e h e e e e e e 1j
k Total liabilities (add all amounts in lines 1g through 1j). . . . . . . . . 1k 1503000 1756000
Net Assets
| Net assets (subtractline tkfromline1f). . . . . . v . v v v v v\ . 11 2176314000| 2475837000

[ Partll | 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 doliar. 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) 127266000

(B) Participants . « = = + « « v s e s s & st vt n e 2a(1)(B)

(C) Others (including rollovers) « « « v o « v v v v o v v v 0w s 2a(1)(C)
(2) Noncashcontributions « « « « =+ & & & & v v v v s v n s v s 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2). . .L_2a(3) 127266000

b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (including money market accounts and

certificates of deposit). . . . . . . . . . . .. ... ... 2b(1)(A) 836000

(B) U.S. Governmentsecurities . . . v - v v v v v v s s 0 0 .. 2b(1)(B)

(C) Corporatedebtinstruments . . . . . . .. ... ... ... 2b(1)(C)

(D) Loans (other than toparticipants) . . . . . ... .. .... 2b(1)(D)

(E) Participantloans . . . . & & & v ¢ v 4 4 s v e 2b(1)(E)

5 Y= 2b(1)(F)

(G) Total interest. Add lines 2b(1)(A) through (F). - » « « « . . . 2b(1XG) 836000
(2) Dividends: (A) Preferred Stock « « « « « o ¢« s v s v v w v v 2b(2)(A)

(B) COMMONSIOCK = « = = « & « v+ o = 2 2 2 2 s a s o = s o 2 & 2b(2)(B) 8800000

(C) Registered investment company shares (e.g. mutual funds) . . 2b(2)(C) 8527000

(D) Total dividends. Add lines 2b(2)(A), (B), and(C) - « « - - « . 2b(2)(D) 17327000
(3) RENMS. « v v v v v v v s v v m e m s e e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds. . . . . 2b(4)(A) 413935000

(B) Aggregate carrying amount (see instructions). . « « « « . < . 2h(4)(B) 376696000

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result . . .| 2P(4)(C) 37243000
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate . . 2b(5H(A) 8260000

(B) Other « « v v vt v e et e e e e en e 2b(5)(B) 201448000

(C) Total unrealized appreciation of assets.

AdAliNes 2B(S)(A) ANA (B) - « = « « = « s vt v v n e 2b(5)(C) 209708000

086K F173 V 19-6.3F  17-8320 Page 27
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(a) Amount (b) Total
(6) Net investment gain (loss) from common/collectivetrusts . . . . .| 2b(6)
(7) Net investment gain (loss) from pooled separate accounts . . . . . 2b(7) 1538000
(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 (e.g., mutualfunds) . . . . . . ... ... ... I 101341000
C Otherincome . . . . o i v i i i i e e it e e e e e e e 2c 54000
d Total income. Add all income amounts in column (b) and enter total . . 2d 495713000
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers. .| 2e(1) 181684000
(2) To insurance carriers for the provision of benefits . . . . . . . . . 2e(2)
(3)Other . . .. ..... N N R R T 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3). . . . . . . . 2e(4) 181684000
f Corrective distributions (seeinstructions) « + + « - = = = = « b v o 2f
g Certain deemed distributions of participant loans (see instructions). . . 2g
h Interestexpense. . .« v @ v v v i vt vt e e e e 2h
i Administrative expenses: (1) Professionalfees , . « .« v v v v v ¥ 2i(1) 1298000
(2) Contract administrator fE8S + v v v v v & v v s & v o v s w w n s 2i(2) 2833000
(3) Investment advisory and managementfees . . . . . . . . . . . L 2i@3) 6460000
() Other .+ & v i et e e e e e e 2i(4) 3915000
(5) Total administrative expenses. Add lines 2i(1) through (4) . . _ . . 2i(5) 14506000
j Total expenses. Add all expense amounts in column (b) and enter total 2j 196190000
Net Income and Reconciliation
k Netincome (loss). Subtract line 2j fromline2d . . . . ... ... .. 2k 299523000
| Transfers of assets:
(1) Tothisplan . . . .. v v v v s v nn L iR eEmm o 2[(1)
(2) Fromthisplan. « + « v v ¢ 6 v v v @ e e e e s e e e = s 21(2)

Part lll | Accountant's Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an

opinion is not attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) @ Unqualified (2) DQualiﬁed (3) D Disclaimer (4) D Adverse

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

|_|Yes |§|No

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

(1) Name MTLLER KAPLAN ARASE LLP (2) EN. 95-2036255

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

(1) This form is filed for a CCT, PSA, or MTIA. (2) ]_| 1t wili be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

PartlV | Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GIAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 [Es also do not complete lines 4j and 41. MTIAs also do not complete line 41.

During the plan year: Yes No

Amount

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) . . | 4a 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
"Yes'iSChecked), v . v v v e h e e e 1) X

9A6741 1.000
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Schedule H (Form 5500) 2019 Page 4-|:]

Yes No Amount

C Were any leases to which the plan was a party in default or classified during the year
as uncollectible? (Attach Schedule G (Form 5500) Part 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 R 4d X
€ Was this plan covered by afidelitybond? . . . . . . .. . . o+ oo ... L..|4 | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that
was caused by fraudor dishonesty?. . . . . .. .. ... .. .. AR v e Af 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? . . . . . | 49 X
h Did the plan receive any noncash contributions whose value was neither readity
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 format requirements.) . . . . . . . . . X

} 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 formatrequirements.) . . . . . . . . 4 . e b . ke e e ... 4j X
k Were all the plan assets either distributed to participants or beneficiaries, transferred

to another plan, or brought under the control of the PBGC?. ., . . ... ... .. . 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
and29 CFR2520.101-3.) . . & & v vt t i e s 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
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?. . U Yes B‘ No

If “Yes," enter the amount of any plan assets that reverted to the employer this year

5b I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities
were transferred. (See instructions.)
5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

8¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)?. . @ Yes|__| Nou Not determined
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4254629 . (See instructions.)

9A6742 1.000
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SCHEDULER Retirement Plan Information OMa.Ns! 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2019
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).
Employee Benefits Security Administration P File as an attachment to Form 5500 This Form is Open to Public
) ) . : Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2019 or fiscal plan year beginning and ending
A Name of plan B Three-digit
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION "™y | 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

instructions. . « . & & & v v v v n v 4. e e e e e s e e e s apame s ow egs s e s e a m
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

0

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

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3
119

Part i Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)
4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(dy2)?. .. ... |_| Yes L& No [__l N/A

If the plan is a defined benefit plan, go to line 8.
5 If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5§, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency notwaived) , . . . . ... ........... R T
b Enter the amount contributed by the employer to the plan for thisplanyear .~~~ 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the resuilt
(enter a minus sign to the leftof anegative amount) , . . . . . . . . 0 v v v i st e e e 6¢C 0
If you completed line 6¢c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? . . |:| Yes ]:l No N/A

8 If this is a defined benefit pension plan, were any amendments adopted during this plan
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
D Yes D 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, checkthe"™No"box . . . . . . & v v ot i e e e e e e D Increase l:l Decrease D Both No

| PartlV | ESOPs (see instructions). If this is not a plan described under section 409(a) or 4975(e)(7) of the Internal Revenue Code, skip this Part.

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?, | D Yes I:l No

D Yes D No

11 @ Does the ESOP hold any preferredstock? _ | . . | | ., ., ... ... ..cvvuun.. et
b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan?

(See instructions for definition of "back-to-back" loan.) | . . . . L L L L . s 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? . . . . .. . . . .. D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2019
v. 190130

9A6749 1.000
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| _Partv | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in
dollars). See instructions. Complete as many entries as needed to report all applicable employers.

@ Name of contributing employer WYNN LAS VEGAS

b EIN 88-0494875 € Dollar amount contributed by employer 11865362

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 07 Day 31 Year 2021

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) 1.31
(2) Base unit measure: |§| Hourly ]—l Weekly Unit of production |_| Other (specify):

@ Name of contributing employer BELLAGIO

b EN 94-3373852 € Dollar amount contributed by employer 8662127

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box l__l
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 05 Day 31 Year 2023

€@ 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) 1.31
(2) Base unit measure: ’El Hourly |_| Weekly Unit of production l_l Other (specify):

a Name of contributing employer ARTIA RESORT & CASINO

b EN 20-5396350 € Dollar amount contributed by employer 8519764

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box L_l
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 05 Day 31 Year 2023

e Contribution rate information (If more than one rate applies, check this box |__| and see instructions regarding required aftachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 1.31
(2) Base unit measure: m Hourly |_| Weekly Unit of production [—l Other (specify):

a Name of contributing employer MANDALAY BAY

b EIN 88-0384693 € Dollar amount contributed by employer 7275443

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 2023

€ 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) 1.31
(2) Base unit measure: |§| Hourly [_I Weekly Unit of production |_l Other (specify):

a_ Name of contributing employer CAESAR'S PALACE

b EIN 88-0097966 € Dollar amount contributed by employer 7708331

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 2023

€ 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) 1.31
(2) Base unit measure: |§| Hourly l_| Weekly Unit of production ’_l Other (specify):

@ Name of contributing employer MGM GRAND HOTEL, INC

b EN 94-3373856 € Dollar amount contributed by employer 7317776

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 0 5 Day 31 Year 2018

€ 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) 1.31

(2) Base unit measure: |§| Hourly |—| Weekly | Unit of production |—] Other (specify):

9AB776 1.000
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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 Theourrentyear . » . v v v v v v e e ee e e e e e I B e .. 14a
b The plan year immediately preceding the currentplanyear. . . . . . . .. .. .. .. N P 14b
€ Thesecond precedingplanyear . ., . . . . . i v i ittt i it 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 currentplanyear . . . . . . . 15a 1.02
b The corresponding number for the second preceding plan year. . . « » & v v v v v v v n e e 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 withdrawn employers. . . . . .. . . e e Bl e e e et 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 asan attachment. | , . . . . . . . . . .. ... e e e e

| PartVl | 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 , . . . . R N R I I T |—__—|
19 I 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  46.7% Investment-GradeDebt: 9.1 % High-YieldDebt 7.7 % RealEstate 14.0 % Other 22.5 %
b Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years 6-9 years D 9-12 years I:I 12-15 years |:| 16-18 years D 18-21 years D 21 years or more
€ What duration measure was used to calculate line 19(b)?
Effective duration I:l Macaulay duration D Modified duration |:| Other (specify):
20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b Ifline 20a is “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.
No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution
were made by the 30th day after the due date.
D No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

I:I No. Other. Provide explanation

9AB777 1.000
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SCHEDULE MB Multiemployer Defined Benefit Plan and Certain OMB,NG F1210-0110

(Form 5500) Money Purchase Plan Actuarial Information
Department of the Treasury 2 0 1 9
fntemal Revenue Senice This schedule is required to be filed under section 104 of the Employee
Employee%eezaerﬁtgz:czfﬁ't-;:?j; istation Retirement IncomeISecurity Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
- - nternal Revenue Code (the Code). Inspection
FonSIonBener CEREnhy.Comparsiisn » File as an attachment to Form 5500 or §500-SF.
For calendar plan year 2019 or fiscal plan year beginning and ending
» Round off amounts to nearest dollar.
P> Caution: A penaity 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) B | 001
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
BD. OF TRUSTEES, (OF THE ABOVE PLAN) 88-6016617
E Type of plan: 1) |§’ Muitiemployer Defined Benefit (2) |_| Money Purchase (see instructions)
1a Enter the valuation date: Month _ 01 Day 01 Year _2019
b Assets
(1) Currentvalue of @SSetS . . . . . i vt e i e u v e e e ke e e 1b(1) 2176314000
(2) Actuarial value of assets for funding standard aCCOUNt . . = v v v v v 4 4 @ o e e e e 1hb(2) 2301895094
C (1) Accrued liability for plan using immediate gainmethods . . . . . . . v v v v v h e w e e 1c(1) 2660999401
{2) Information for plans using spread gain methods:
(a) Unfunded liability for methodswithbases. . . . . . .. . . . i i v v v i v o n e v e 1¢(2)(a)
(b) Accrued liability under entryagenormalmethod. . . . . . . .. .. v s v v v v v v o 1¢(2)(b)
{c) Normal costunderentryagenormalmethod. . . . . & v v 4 v vt f 4 v n mmnes e 1¢(2)(c)
(3) Accrued liability under unit creditcostmethod. . . . & v v v o vttt e e e e e e e e . 1¢(3) 2660999401
d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions) l 1d(1)
(2) "RPA '94" information:
(@ Currentliability, . . . . . .. ... e e e 1d(2)(a) 4734248003
(b) Expected increase in current liability due to benefits accruing during the plan year, . . . . 1d(2)(b) 153527314
(c) Expected release from "RPA '94" current liability for the planyear, . . . . . . . ... .. 1d(2)(c) 195157325
(3) Expected plan disbursements for the plan Year. . . v v v v v v v w v u v v e e e e e e e e 1d(3) 191606419

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

SIGN
HERE 10/01/2020
Signature of actuary Date
CARY FRANKLIN 20-04013
Type or print name of actuary Most recent enrollment number
HORIZON ACTUARTIAL 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 u
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule MB (Form 5500) 2019

v. 190130

9A86765 1.000
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Schedule MB (Form 5500) 2019

2 Operational information as of beginning of this plan year:

a Current value of assets (see instructions) - » « « - - . ® mi@ = o & AP = = » = = We 6 = o =2 E = | 2a 2176314000
b "RPA '94" current liability/participant count breakdown: (1) Number of participants {2) Current liability
(1) For retired participants and beneficiaries receivingpayment . . . . . . . . 26793 1355936826
(2) Forterminated vested participants » « « « « =« s 4 e m v x e w e . . 23341 971835151
(3) For active participants:
(@) Non-vestedbenefits . » « « =« v v & v v v v w v e e 47759603
(D) Vested benefits « « « v =« v s 4 n x aa o a e e e e 2358716423
(€) TOtAlACHVE « v v v v v v v e e n o na s e a e e 51523 2406476026
(B) TOtale « v v v v v e e e e e e e e e e e e e e 101657 4734248003
C If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 2¢
PErcentage « . . v .« 4 . . oa . e a ae aiee e ae e s DA e Pl SR R EEE 45.97%
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
Totals P | 3(b) 127266000 3(c) |
4 Information on plan status:
a Funded percentage for monitoring plan's status (line 1b(2) dividedbyline1¢(3)). . « « « « « + v o o . 4a 86.5%
b Enter code to indicate plan's status (see instructions for attachment of supporting evidence of plan's 4b
status). If entered codeis"N,"gOTONINES « « =« v v o o v v e e e e e a e e N
C Is the plan making the scheduled progress under any applicable funding improvement or rehabilitaton plan? . . . . . . . . . || 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 line dis "Yes," enter the reduction in liability resulting from the reduction in benefits (see instructions), 4e
measured as of the valuationdate » = « = ¢ « « = « « .. PR " h s e m e PR
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 . « « . « . . . . . .. TR |:|
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 C Accrued benefit (unit credit) d H Aggregate
e Frozen initial liability f Individual fevel premium g . Individual aggregate h Shortfall
i Other (specify):
j 1fboxh is checked, enter period of use of shortfall method . + « v v v u v v o o s . R .. ] 5j |
k Has a change been made in fundingmethod forthiSplan year? . « « « « o+ v s v = v o v s 2 m s s m v 0 o s n s o v s us | | Yes ﬁ No
I Ifline k is "Yes," was the change made pursuant to Revenue Procedure 2000-40 or other automaticapproval?. . . . . .. . . Yes No
m If line k is "Yes," and line | is "No," enter the date (MM-DD-YYYY) of the ruling letter (individual or class) 5m
approving the change in fundingmethod, . . . . . . . . . . . .. i it e e e e

9AB766 1.000
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6 ch

ecklist of certain actuarial assumptions:

a Interest rate for "RPA '94" currentliability . . . . . . . v .o o v v .. e E e . e o mmeweE S a0 s [ 6a I 3.06%
Pre-retirement Post-retirement
b Rates specified in insurance or annuitycontracts. + . . & .4 0.0 . .. . | | Yes 1X| No | | N/A | [ ves |X| No | | N/A
€ Mortality table code for valuation purposes:
(M) Males « v - v v v v e e e e e e e e e e 6c(1) 11 11
(2) Females » = = v v v v v v e mm e e . B R 6c(2) 11F 11F
d Valuation liability interestrate. « « - « « @ v v o d v v @ a .. 6d 7.00% 7.00%
€ Expenseloading . . . .. .. i a i e e s e e e 6e 10.8% N/A % | IX| N/A
f Salaryscale . . . . i i e e e e e e e e e 6f % X| NIA
g Estimated investment return on actuarial value of assets for year ending on the valuationdate . . . . . 6g 5.5%
h Estimated investment return on current value of assets for year ending on the valuation date. . . . . . 6h -3.4%
7 New amortization bases established in the current plan year:
(1) Type of base (2) Initial balance (3) Amortization Charge/Credit
1 64146544 6582192
4 17629036 1808947

8 Miscellaneous information:

If a waiver of a funding deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of

8a
the ruling letter granting the approval

b(1) Is the plan required to provide a projection of expected benefit payments? (See the instructions.) If "Yes,"

attach a schedule. - . .

b(2) Is the plan required to provide a Schedule of Active Participant Data? (See the instructions.) If "Yes," attach a

c

d

schedule. . . . . . . . . i e e e e e e e e e e e e e e e e e e e e e
Are any of the plan's amortization bases operating under an extension of time under section 412(e) (as in effect
prior to 2008) or section 431(d) of the Code? . . . . . v v i i i i i bt e e e e e e e e e R

[X] ves
Yes
D Yes

[]no
DNO
No

If line ¢ is "Yes," provide the following additional information: [
(1) Was an extension granted automatic approval under section 431(d)(1) of the Code?. . . . .. ..

DYes DNO

(2) If line 8d(1) is "Yes," enter the number of years by which the amortization period was extended . . rad[Z} |

(3) Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect prior

|:|Yes D No

10 2008) or431(d)(2)oftheCode? . . . . v . v i 4 4 v & v s e s h e e e e e s

(4) Ifline 8d(3) is "Yes," enter number of years by which the amortization period was extended (not 8d(4)
including the number of yearsinline (2)) . . . . . . . . . . i i it it i et

(5) If line 8d(3) is "Yes," enter the date of the ruling letter approving theextension . . . . . ... ... 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 2007?. . . .

[Jves []nNo

If box 5h is checked or line 8¢ 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 i v i i 4 it e s e e e e e s e s sa e eaaaas Be
9 Funding standard account statement for this plan year:
Charges to funding standard account:
a Prior year funding deficiency, ifany . . . . . ... ...... L T Y - 9a
b Employer's normal cost for plan yearasof valuationdate, . . . . . v v v v v e i e b e e e ke e e e 9b 77158333
€ Amortization charges as of valuation date; Outstanding balance
(1) All bases except funding waivers and certain bases for which the 9c(1)
amortization period hasbeenextended . . . . ... ....... 1090202556 136425557
(2) Fundingwaivers . . . . . & . 4 v i bt h e e e e e e e 9¢(2)
(3) Certain bases for which the amortization period has been extended.| 9¢(3)
d Interest as applicable on lines 9,90, and9C . . . . v . v v i v e w .. T R 9d 14950872
e Total charges. Addlines 9athrough 9d . . . . . . v v i v v ittt e e e e e e e e 9e 228534762
9A6767 1.000
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Credits to funding standard account.

f Prioryear credit balance, i any & . . . v v vt s e e e e e e e e e e e e e e e e of 439434923

g Employer contributions. Total fromcolumn (b) of iN@ 3, & . .+ + v & @ i v b h s e a e wa s aee 9g 127266000
Qutstanding balance

h Amortization credits as of valuationdate , . . . .. ......... L 9h 291663326 49999309

i Interest as applicable to end of planyearonlines 9f, 9g,andSh | . . . . . . . . o s v v v v v v e | 9i 37972321

j Full funding limitation (FFL) and credits:

(1) ERISAFFL (accruedliability FFL) . . . . . o v v v v o v e e s s 9j(1) 1074134777

(2) "RPA '94" override (90% current liability FFL) , . . ... ... .. 9j(2) 2100748432

(3) FFLCIEOit v v v v v v s e et e e b b e e e e e e e e e 9j(3)
k (1) Waived funding deficiency . . « v v @ v v @ o v v e m e e e e e e e e m e e e e e 9k(1)

(2) OtherCreditS. v v v v v o s s e st e e e e e e e e e e e e e 9k(2)
I Total credits. Add lines 9 through 9, 9j(3), 9K(1), and 9K(2) ., . . . . v v v v v v v s e m e e e 9l 654672553
m Credit balance: If line 9l is greater than line 9e, enter the difference, , . . . . v v v & & & v ¢ o s v . 9m 426137791
n Funding deficiency: If line 9e is greater than line 9, enter the difference ., . . . . .. ... ... .. 9n

9 o Current year's accumulated reconciliation account:

(1) Due to waived funding deficiency accumulated prior to the 2019 planyear , , . . ... ... . I 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. , . . . . . .. .. . . . ¢ o v .. 90(2)(a)
(b) Reconciliation amount (line 9¢(3) balance minus iNe 90(2}(a)). . . . . . & + & & v & v o « » 90(2)(b)
(3) Totalasofvaluaion date . . . . . &t @ v o v e v o s e e e n e e e e mememaa 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," seeinstructions, . . . . . . . . . . . . [&I Yes [_l No

DAB768 1.000
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