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

Form 5500 for the year beginning January 1, 2020 and ending December 31, 2020

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

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

We understand that MKA will communicate to us, and to the Board of Trustees of the plan, any
inquiries and information received from EFAST2, DOL, IRS or PBGC regarding this Form 5500
annual return/report.

Virginia Valentine | Vigiua Valintire -10 /12 42021
UNION TRUSTEE (Print Name — Signature - Date)

4 ,
Tt (peann /f:;w Q"""’“"’“ My Jote

EMPLOYER TRUSTEE (Print Name — Signature - Date)




emD 558 Application for Extension of Time
(Rev. September 2018) To File Certain Employee Plan Returns

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

OMB No. 1545-0212

Department of the Treasury
Internal Revenue Service

Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number (see instructions)
BOA\RD CF TRUSTEES, ( CF THE BELO/V 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 WRUSSELL RD STE 219 Social security number (SSN) (9 digits XXX-XX-XXXX)

City or town, state, and ZIP code

LAS VEGAS, NV 89148

(o] Plan Plan year ending -
Plan name
number MM DD YYYY

SOUTHERN NEVADA CULI NARY AND
BARTENDERS PENSI ON PLAN 001 12 31 2020

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

|:| 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 | request an extension of time until 10/ 15/ 2021 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 | request an extension of time until 10/ 15/ 2021 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.

=Wl 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 . . . . . . . . i v v v v v v e e e e e e e e e 4 | a |
b Enter the payment amountattached , , . . . . v v v v v v vt e e e e e e e e e e e > | b
c For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . . . . . . . | 2 [

5 State in detail why you need the extension:

Under penalties 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 p Date p

Form 5558 (Rev. 9-2018)

JSA
0X3889 1.000
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Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos 1210-0110

10-0089
Department of tha Treasury This form is required to be filgd for employee benefit plans under sections 104
Intemal Revenus Service 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). 2020
Department of Labor

Employee Benefits Security

: ” > Complete all entries in accordance with
Administration

the instructions to the Form 5500.

Pension Benefit Guaranty Corporation This Form is Open to Public

Inspection
| Partl | Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning and ending
A This return/report is for: I_)_(_l a multiemployer plan [__I a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instruclions,)
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 Ifthe plan is a callectivly-bargained plan, check NBIE | |, L L . 4 v i v v v s s s v e e v vim s e s nee s e v P
D Check box if filing under: _}_,{_ Form 5558 D automatic extension D the DFVC program
| special extension {enter description)
[ Part Il | Basic Plan Information - enter all requested information
1a Name of plan 1b Three-digit plan
SOUTHERN NEVADA CULINARY AND BARTENDERS PENSION number (PN) D> 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)
BD. OF TRUSTEES, (OF THE ABOVE PLAN) 88-6016617
SOUTHERN NEVADA CULINARY AND 2c Plan Spansor's telephane
BARTENDERS PENSION PLAN
9121 W RUSSELL RD STE 219 702-369-0000
LAS VEGAS NV 89148 2d Businss coda (see-
instructions)
721120

Caution: A penalty for the late or iIncomplete 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 thal | have examined this return/report, including accompanying schedules,
statemenls 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,

SloH W Vablentine 10/12/2021 Virginia Valentine
Signat(ﬂrg,ef plan adminjstrator Date Enter name of individual signing as plan administrator
SlGN4'—, AL / / / ///’
saN géﬂ_,jw olffgone é%ﬁﬁ(ﬁﬂMMM%%
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE ; s
/ Signature of DFE Date | _Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2020)
v. 200204

0AB704 1.000

52086K F173 VvV 20-7F 17-8320 A Page 1



Form 5500 (2020) Page 2

3a Plan administrator's name and address X Same as Plan Sponsor 3b Administrator's EIN
88- 6016617
3C 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
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 107812
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(l) Total number of active participants at the beginningof the planyear, , . . . . . . . . . . ... ... ... 6a(l) 55852
a(2) Total number of active participants at theend of theplanyear . . . . . . . . . . . . . . . 6a(2) 46573
b Retired or separated participants receiving benefits | . . . . . . . L . s e e e e e e e e 6b 26433
C Other retired or separated participants entitled to future benefits | . . . . . . . . . . o e e 6C 27303
d Subtotal. Add lines 6a(2), 8D, ANABC. . ., . L . L\ttt e e e e e e e e 6d 100309
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. _| _ _ ., . . . . .. .. 6e 1314
f Total. Addlines6dandbe. . . . . ... ... 6f 101623
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete thisitem) , . . . . . . o e e e e e e e e e e e e e e e e 69 0.
h Number of participants that terminated employment during the plan year with accrued benefits that were
less than 100% VESted, . v v v v v v w v e e e e e e e e e e e e e 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) . . . . . . 7 104
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1B
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) R (Retirement Plan Information) (1) X H (Financial Information)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money (2) n I (Financial Information - Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) X1 a (Insurance Information)
actuary (4) X C (Service Provider Information)
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) X D (DFE/Participating Plan Information)
Information) - signed by the plan actuary 6 || G (Financial Transaction Schedules)

0A6705 1.000

52086K F173 V 20-7F 17-8320 Page 4



Form 5500 (2020) Page 3

| Part III| Form M-1 Compliance Information (to be completed by welfare benefit plans)
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR
2520.101-2.) Yes |:| No

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

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

11c Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code

0A6706 1.000



SCHEDULE A i
(Form 5500) Insurance Information OME No. 1210.0110
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2 O 2 O
Department of Labor .
Employee Benefits Security Administration P File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation P Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2020 or fiscal plan year beginning and ending
A Name of plan B Three-digit
SOUTHERN NEVADA CULI NARY AND BARTENDERS PENSI ON 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

Part | | 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 Il and Il can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

THE UNI ON LABOR LI FE | NSURANCE CO

(b) EIN (c) NAIC (d) Contract or (e)er'g‘gﬁgoéi(wg:g dn:tnéggro?f Policy or contract year
code identification number P policy or contract year () From @ To
13- 1423090 69744 01/ 01/ 2020 | 12/ 31/ 2020

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.
(a) Total amount of commissions paid (b) Total amount of fees 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

(e)

(b) Amount of sales and base Fees and other commissions paid Organ-
commissions paid (c) Amount (d) Purpose IZC%lcli%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 Qr(ge)m-
commissions paid (c) Amount (d) Purpose Izc%tcli%n

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2020
v. 200204

0A6708 1.000
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Schedule A (Form 5500) 2020 Page2-[__ |

(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 or(&?m-
commissions paid (c) Amount (d) Purpose Izc%ttli%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 or(&?m-
commissions paid (c) Amount (d) Purpose e

(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 Qr(ge)\n-
commissions paid (c) Amount (d) Purpose |zC%t(|j%n

(@) 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 Qr(ge)\n-
commissions paid (c) Amount (d) Purpose |zC%t(|j%n

(@) 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 or(&)m-
commissions paid (c) Amount (d) Purpose |zC%t(|j%n

0A6709 1.000

52086K F173 V 20-7F 17-8320 Page 6



Schedule A (Form 5500) 2020 Page 3

Part Il | 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. . . . . . . . « v . . 4
5 Current value of plan's interest under this contract in separate accountsatyearend. . . . . . v v v+ o 4 . 5 43705000
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paidtoCarmier, . . . . . . v i v it st e e e e e e e e e e e e e e 6b
Premiums due but unpaid atthe end of the year |, . . . . . . . . . v i v i v e e e e e e e e e e 6C
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition
or retention of the contract or policy, enter amount . |, . . . . . . . & v & 4t e e e e e e e e e e e e 6d
Specify nature of costs 4
e Type of contract: (1) |:| individual policies (2)|:| group deferred annuity
©)) other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here | 2 |:|
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 atthe end of the previous year. . . . v v v v v v v i v v e et e e et e e e e 7b
Cc Additions: (1) Contributions deposited duringtheyear . , ., .. .. .. 7c(1)
(2) Dividendsandcredits ., . . . . ... .. ...t 7c(2)
(3) Interest credited duringtheyear . . . . . . . . . s v v v s v o v o 7¢(3)
(4) Transferred from separateaccount, , . . . . . . . « v v v o s v v » 7c(4)
(5) Other (specifybelow) . . . . . ... ... nnennn. 7¢(5)
>

(6) Total additions |, . . . . i i i i e e e e e e e e e e e e e e e e e e e e e e e

d Total of balance and additions (add lines 7b and 7¢(6)). » « = v + 4 & ¢ v 4 v f e e e e e e e e e | 7d

e Deductions:

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

(2) Administration charge made bycarrier, , . . . .. . ... . v . .. 7e(2)

(3) Transferredtoseparateaccount , . ., . . . . . v v o v v v o o o « » 7e(3)

(4) Other (specifybelow) ., . . . . ... ... nennn. 7e(4)

>

(B) Total deduCtionS . . . . 4 . it it i e e e e e e e e e e e 7e(5)
f Balance at the end of the current year (subtract line 7e(5) fromline 7d). v v v v v v v v v v v v v 0w 7f

0A6710 1.000
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Schedule A (Form 5500) 2020

Page 4

Part Ill| 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 contracts 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 g Supplemental unemployment  h Prescription drug
i Stop loss (large deductible) j HMO contract k PPO contract | Indemnity contract
m |__|Other (specify) »
9 Experience-rated contracts:
a Premiums: (1) Amountreceived . . . « & & v v 4 4 v v e e ww s 9a(1)
(2) Increase (decrease) in amount due butunpaid. . . . . . . . . 9a(2)
(3) Increase (decrease) in unearned premium reserve . . . . . . . 9a(3)
(4) Earned (1) +(2)-(3)) = = = = = « & & & w w v w e e e e e e e se e e e e e e e e e e e e | 9a(4)
b Benefit charges (1) Claimspaid . . « « v & v v v 4 v v v v 0 v v s 9b(1)
(2) Increase (decrease) inclaimreserves . . . . .« v v v 4 4 .. 9b(2)
(3) Incurred claims (2dd (1) @Nd (2)) + « v+ « v 0 v v bk e e e e e e e e e e e e e e e e e e 9b(3)
(4) Claimscharged . . @ & & v i o v vt e i e et e e s e e e e e e e e e e e e s 9b(4)
¢ Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS. & v 4 v & v+ v 4 & e v an e e e e m e e 9c(H)(A)
(B) Administrative service or otherfees . . . . . . . . . .. 9c(1)(B)
(C) Other specific acquisition CostS . « + « & v v v & 4w« & 9c(1)(C)
(D) Other eXpeNnSES .+ v v v v v v & v v 4 s v v v v m e e 9c(1)(B)
(E) TXES v v v v v v e e e e e e e e e 9c(1)(E)
(F) Charges for risks or other contingencies. . . . . . . . . 9c(1)(F)
(G) Otherretentioncharges . . . . v v v & v v v o v v v s 9c(1)(G)
(H) TOtal Tetention « «+ « v v v v 0 v v b v w b v a e a e s a e e e e e e e e e 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were|:| paid in cash, or D credited.) . . 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement . . 9d(1)
(2) ClaimreServeS v v v v v v v o & & & & & & & & & & 5 & # &+ & B v EE e e e e e e 9d(2)
() Otherreserves . .« v v v v v v v 0 & & & & & & & & 5 & s & s 6 8 0 8 8t n e e e e s 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 v & v v v & & 4 v s & 0w s mww e s 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 I, 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 IX No
12 If the answer to line 11 is "Yes," specify the information not provided. »
0A6711 1.000
52086K F173 V 20-7F 17-8320 Page 8



SCHEDULE C Service Provider Information OMB No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2020
Intemal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor A A N
Employee Benefits Security Administration > File as an attachment to Form 5500. This Forlr:S'Secé?i(e)'; to Public
Pension Benefit Guaranty Corporation ’
For calendar plan year 2020 or fiscal plan year beginning and ending
A Name of plan B Three-digit

SOQUTHERN NEVADA CULI NARY AND BARTENDERS PENSI ON 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

| Part| | Service Provider Information (see instructions)

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

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

Pl MCO 33- 0629048

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

LANDVMARK EQUI TY ADVI SCRS, 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, NATI ONAL ASSOCI ATI ON 22- 1146430

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2020
v.200204

0A6720 1.000

52086K F173 V 20-7F 17-8320 Page 9



Schedule C (Form 5500) 2020 Page 2-|:|

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

AFL- Cl O HOUSI NG | NVESTMENT TRUST 52- 6220193

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

HAM LTON LANE ADVI SORS, LLC 23- 2962336

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

ABS | NVESTMENT 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

MVESI ROV FI NANCI AL PARTNERSHI P FD VI 27-3525125

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

GAM USA, | NC. 22- 1146430

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

NEW TONER TRUST COVPANY 30- 0872552

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

MCMORGAN & COVPANY LLC 52- 2334338

0A6721 1.000
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Schedule C (Form 5500) 2020 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

QAKTREE CAPI TAL MANAGEMENT L. P. 26- 0189082

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

I NVESCO ADVI SERS, | NC. 58-1707262

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

GCM GROSVENOR MULTI - ASSET CLASS NVAS 37-1876536

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

SI GULER GUFF ADVI SERS, LLC 13- 3855629

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

BLACKROCK, | NC. 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

0A6721 1.000
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Schedule C (Form 5500) 2020

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)

ZENI TH AMERI CAN SCLUTI ONS

95-1702986

(b (c) d e o h
Serw)ce Relationship to Enter direct Did serwce) provider Did indirect compensation Enter total indirect Did th(e s)ervice
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | qvider give you a
organization, or |by the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | %orm|a 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 | ogimated amount?
answered "Yes" to element
(f). If none, enter -0-.
13 NONE 2,927, 962. ves [ ] no[X ves [ ] nol ] 0. ves [ ] no[ ]

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

LOOM S SAYLES & COVPANY

84- 6391546

b c e - h
Se(rw)ce Relati<()n)ship to Enter direct Did service provider Did indirect compensation Enter total indirect Did th(e s)ervice
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | rovider give you a

organization, or |by the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | formyla 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 823, 934. ves [X o[ ] ves [ ] no[X 0. ves X no[ |
51

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

HARDVAN JOHNSTON GLOBAL ADVI SORS

26- 6493485

(b (o d e . h
Serw)ce Relati<()n)ship to Enter direct Did serwce) provider | Did indirect compensation Enter total indirect Did th(e s)ervice
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | qyider give you a
organization, or |by the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | tormyla 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 779,498.| ves[] no[X ves [ ] no[ ] 0. ves[] no[]
51

0A6722 2.000

52086K F173 V 20-7F 17-8320 Page 12



Schedule C (Form

5500) 2020

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 | NVESTMENT MaMIT, | NC. 13- 3200244
(b) ©) d) . e) - ' Enter total indirect (h)
Service Relationship to Enter direct Did service provider Did indirect compensation nter total indirec Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | qvider give you a
organization, or |by the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | %orm|a 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 | ogtimated amount?
answered "Yes" to element
(f). If none, enter -0-.
27 50|NONE 651, 660.| ves[ ] nolX ves [] wo[] 0. | ves [] nol ]
28 51

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

TI MESSQUARE CAPI TAL MANAGEMENT LLC

20- 1665304

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 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 52|NONE 622, 788.
51

Yes IX No|:|

Yes No|:|

0.

Yes No|:|

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

| NVESCO TRUST COVPANY

46- 3793325

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 c
Serw)ce Relati<()n)ship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
28 NONE

506, 225.

Yes IX No|:|

Yes No|:|

0.

Yes No|:|

0A6722 2.000

52086K F173

V 20-7F

17-8320

Page 13



Schedule C (Form 5500) 2020

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)

| NTECH | NVESTMENT MANAGEMENT LLC

01- 0614895

(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 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

505, 400.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

SEYFARTH & SHAW ATTORNEYS, LLP

36- 2152202

(b)
Service
Code(s)

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

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?

29

NONE

419, 859.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

VOYA | NVESTMENT TRUST COVPANY

06- 1440627

(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 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

NONE

381, 715.

Yes IX No|:|

Yes No|:|

0.

Yes D NOIX

0A6722 2.000

52086K F173

Vv

20-7F

17-8320

Page 14



Schedule C (Form 5500) 2020

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)

HORI ZON ACTUARI AL SERVI CES, LLC

26- 1370698

e)
Did service provider
receive indirect
compensation? (source:

sponsor)

other than plan or plan

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

S

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
11 NONE 349, 802.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

ORG PORTFOLI O MANAGEMENT, LLC

20- 2915624

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
16 NONE

318, 000.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

THE UNI ON LABOR LI FE | NSURANCE COWP

13-1423090

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). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

(b c

Serw)ce Relati<()n)ship to

Code(s) |employer, employee

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

316, 088.

Yes IX No|:|

Yes No|:|

0.

Yes D NOIX

0A6722 2.000

52086K F173

Vv

20-7F

17-8320

Page 15



Schedule C (Form 5500) 2020

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 CONSULTI NG GROUP

36- 3555078

(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 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?

16
27

NONE

275, 000.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

VEDGE CAPI TAL MANAGEMENT LLP

56- 1557450

(b)
Service
Code(s)

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

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?

28 52
51 68

NONE

274, 869.

Yes IX No|:|

Yes No|:|

0.

Yes |:| NOIX

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

COLUMBI A MGMTI' | NVESTMENT ADVI SORS

41- 1533211

(b)

©)
Relationship to

d

e)

(h)

Service Enter direct | 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 | qyider give you a
organization, or |by the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | tormyla 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 68|NONE 214,061.| ves[X o[ ] ves (X o[ ] 0. [ ves[ ] no[X
"52086K F173 V 20- 7F 17- 8320
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Schedule C (Form 5500) 2020

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)

DI MENSI ONAL FUND ADVI SORS 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
,Jcompensation? (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?

28
51

NONE

194, 555.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

LSV ASSET MANAGEMENT

23-2772200

(b)

©)
Relationship to

e

(h)

Service Enter direct | Did service provider | Did indirect compensation Enter total i”d"_emd b Did the service
Code(s) |employer, employee| compensation paid receive indirect include eligible indirect compensation received by | proyider give you a
organization, or |by the plan. If none,|compensation? (sources| compensation, for which the | Service provider excluding | formyla 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 179, 466.| ve[] nolX ves [] wo[] 0. | ves (] no[]
(a) Enter name and EIN or address (see instructions)
(b) d e)

Service
Code(s)

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

by the plan. If none,

Enter direct
compensation paid

enter -0-.

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?

19

NONE

132, 468.

Yes IX No|:|

Yes No|:|

0.

Yes No|:|

0A6722 2.000

52086K F173

Vv

20-7F

17-8320

Page 17



Schedule C (Form 5500) 2020

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)

M LLER KAPLAN ARASE LLP

95- 2036255

e)
Did service provider
receive indirect
compensation? (source:

sponsor)

other than plan or plan

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

S

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
10 NONE 117, 236.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

VESTERN ASSET MANAGEMENT COMPANY

95-2705767

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 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 108, 670.
51

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

MCCRACKEN, STEMERMAN & HOLSBERRY

94- 1709555

compensation? (sources

e)
Did service 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?

(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
29 NONE 80, 085.

Yes |:| NOIXI

Yes D No|:|

0.

Yes D No|:|

0A6722 2.000

52086K F173

Vv

20-7F

17-8320

Page 18



Schedule C (Form 5500) 2020

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)

PARAMETRI C CLI FTON

20- 0292745

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

e)
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) ©)
Service Relationship to
Code(s) |employer, employee

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

71, 186.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

UNI TE HERE HEALTH

23- 7385560

(b)
Service
Code(s)

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

by the plan. If none,

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). If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

49

NONE

54, 885.

Yes |:| NOIXI

Yes |:| No|:|

0.

Yes |:| No|:|

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

KEVI N CHRI STENSEN, ESQ

80- 0024644

(b)
Service
Code(s)

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

compensation paid
by the plan. If none,

d

Enter direct

enter -0-.

compensation? (sources

e)
Did service 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?

29

NONE

30, 677.

Yes |:| NOIXI

Yes D No|:|

0.

Yes D No|:|

0A6722 2.000

52086K F173

V 20-7F

17-8320

Page 19



Schedule C (Form 5500) 2020

Page 4 -|:|

| 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.

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

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

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

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

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

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

0A6772 2.000

52086K F173 V 20-7F

17-8320
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Schedule C (Form 5500) 2020

Page 5 - |:|

| Part Il | Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information necessary to

complete this Schedule.

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

(b)Nature of]
Service
Code(s)

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

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

(b)Nature off
Service
Code(s)

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

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

(b)Nature off
Service
Code(s)

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

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

(b)Nature off
Service
Code(s)

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

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

(b)Nature off
Service
Code(s)

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

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

(b)Nature off

(c) Describe the information that the service provider

instructions) iﬁgg{; failed or refused to provide
0A6773 1.000
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SCHEDULE D
(Form 5500)

DFE/Participating Plan Information

OMB No. 1210-0110

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2020
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor . This Form is Open to Public
Employee Benefits Security Administration P File as an attachment to Form 5500. Inspection.
For calendar plan year 2020 or fiscal plan year beginning and ending
A Name of plan B Three-digit > | 001

SOUTHERN NEVADA CULI NARY AND BARTENDERS PENSI ON

plan number (PN)

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

BD. OF TRUSTEES, (OF THE ABOVE PLAN)

D Employer Identification Number (EIN)

88- 6016617

Part | | Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFESs)
(Complete as many entries as needed to report all interests in DFES)
a Name of MTIA, CCT, PSA, or 103-12 IE:

JP MORGAN STRATEGE C PROPERTY FUND

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

JP MORGAN ASSET MANAGEMENT

c EIN-PN 13- 6038770 - 001 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 65771488
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
LOOM S SAYLES MULTI SECTOR FULL DI S.
b Name of sponsor of entity listed in (a):
LOOM S SAYLES & TRUST COMPANY, LLC
c EIN-PN 84- 6391546 - 007 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 89339127
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
MULTI - EMPLOYER PROPERTY TRUST
b Name of sponsor of entity listed in (a):
NEW TONER TRUST COVPANY
c EIN-PN 52- 6218800 - 001 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 99110450
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
AFL- Cl O BU LDI NG | NVESTMENT TRUST
b Name of sponsor of entity listed in (a):
PNC BANK, NATI ONAL ASSCOCI ATI ON
c EIN-PN 52- 6328901 - 001 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 100563125
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
DFA GROUP TRUST - SMALL CAP SUB TRU
b Name of sponsor of entity listed in (a):
DFA LP
c EIN-PN 23- 6819730 - 005 d Entity E e Dollar value of interest in MTIA, CCT, PSA, or 74973000
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
VOYA SENI OR LOAN TRUST
b Name of sponsor of entity listed in (a):
VOYA | NVESTMENT TRUST CO.
c EIN-PN 06- 1440627 - 045 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 89123927
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
WESTERN ASSET US CORE PLUS, LLC
b Name of sponsor of entity listed in (a):
WESTERN ASSET MANAGEMENT CO.
c EIN-PN 20- 1575788 - 001 d Entity E e Dollar value of interest in MTIA, CCT, PSA, or 32583000
code 103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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Schedule D (Form 5500) 2020

Page 2 - |:|

a Name of MTIA, CCT, PSA, or 103-12 IE:
MCMORGAN | NFRASTRUCTURE FUND |, LP
b Name of sponsor of entlt listed in (a):
STRUCTURE GP LLC
¢ EIN-PN 30- 0808269_ 001 d Entity E e Dollar value of interest in MTIA, CCT, PSA, or 80659000
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE
JOHNSTON | NTERNATIONAL EQUI TY GROUP
b Name of sponsor_of entity listed in (&
HARDVAN JOHNSTON ‘GLOBAL ADVI SORS
¢ EIN-PN 26- 6493485-001 d Entity E e Dollar value of interest in MTIA, CCT, PSA, or 167844000
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103- 12 IE:
SEPARATE ACCOUNT
b Name of SF)\(l)nsor of entltéllsted in (a):
THE UNI ABOR LI'FE | NSURANCE COWMPANY
¢ EIN-PN 13-1423090-203 d Entity P e Dollar value of interest in MTIA, CCT, PSA, or 43705000
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103 12 IE
LACKROCK S&P M DCAP INDEX CI' T
b Name of sponsor of entit Ilsted in (a):
FARGO N. A
¢ EIN-PN 56- 6288528_ 001 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 90241731
code 103-12 IE at end of year (see instructions)
a Name of M CCT, PSA, or 103-12 |E:
I CO MACRO ALLOCATI ON STRATEGY
b Name of sponsor of entity listed in (a
I NVESEO “TRUST - COVBANY
¢ EIN-PN 81- 2234495_ 001 d Entity C e Dollar value of interest in MTIA, CCT, PSA, or 84972696
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
¢ EIN-PN d Entity 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):
¢ 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):
¢ 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):
¢ 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):
¢ EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

"52086K F173

V 20-7F 17-8320

Page 23



Schedule D (Form 5500) 2020 Page 3 -

| Part Il] 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 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 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 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 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

0A6726 2.000
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SCHEDULEH Financial Information

(Form 5500)

Department of the Treasury This schedule is required to be filed under section

Internal Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

P File as an attachment to Form 5500.

OMB No. 1210-0110

104 of the Employee

2020

This Form is Open to Public

Inspection

For calendar plan year 2020 or fiscal plan year beginning

and ending

A Name of plan

SOQUTHERN NEVADA CULI NARY AND BARTENDERS PENSI ON
PLAN

B Three-digit
plan number (PN) »

001

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

BD. OF TRUSTEES, (OF THE ABOVE PLAN)

D Employer Identification Number (EIN)

88- 6016617

[Part | | Asset and Liability Statement

1 current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is 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), 1¢(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 |Es also do not complete lines 1d and le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearingcash . . . . . v v v v v 0 i o w e 0w . la 7616000 9768000
b Receivables (less allowance for doubtful accounts):

(1) Employer contributions . . . v v v v v e e e e e e e e e e e . 1b(1) 10094000 5178000

(2) Participant contributionS. « + v v v v v 0 v e e e e e e e e e . 1b(2)

(3) OMNEr« « v v e e e e et e e et e e e 1b(3) 21598000 11063000

C General investments:
(1) Interest-bearing cash (include money market accounts & certificates
OF GEPOSI) « + + v v v e e e e e e e lc(1) 26612000 32376000
(2) U.S. GOVernment SECUNMtES. + v v v v v v & v & v o & v 0 o v o 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred v v v v v v v v e v e e e e e e e e e e e e 1c(3)(A)
(= T 3 {0 T 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred v v v v v v v v e v e e e e e e e e e e e e 1c(4)(A)
(B) COMMON « « v v v et e ettt e e e e e e e 1c(4)(B) 519214000 554337000

(5) Partnership/joint venture interests = v « « v @ v v v . e 4w 4w 1c(5)

(6) Real estate (other than employer real property) . . . . . . . . . . 1c(6) 35233000 36798000

(7) Loans (other than to participants). = « « « « ¢ v v v v 0 4 0 v v s 1c(7)

(8) Participantloans. + v v v v v h v e e e e e e e e e e e 1c(8)

(9) Value of interest in common/collectivetrusts . . . . . . . . . .. 1c(9) 593215000 619123000
(10) Value of interest in pooled separate accountS. . . « « « « « & &« « 1c(10) 42891000 43705000
(11) Value of interest in master trust investment accounts . . . . . . . 1c(11)

(12) Value of interest in 103-12 investment entities . . . . . . . . . . 1c(12) 297528000 356059000
(13) Value of interest in registered investment companies (e.g., mutual
FUNGS). + + v v v e e e e e e e e e 1c(13) 272612000 276559000
(14) Value of funds held in insurance company general account
(unallocated CONtractS). « « v @ v v v v @ 4 v v e e m e e e e e 1c(14)
(15) OMNEr « v v e e e e e e et e e e et e e e 1c(15) 650980000 706965000
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2020
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Schedule H (Form 5500) 2020

Page 2

1d

Employer-related investments:
(1) Employersecurities . . v v v & 4 v v h e h e e e e e e e e e e s
(2) Employerrealproperty. . . « & v v v & 4 v v n mwx e e e e e s

e Buildings and other property used in plan operation . . . . . . . . . .

—h

oy i (o)

Total assets (add all amounts in lines 1athrough le). . . . . . . . ..
Liabilities
Benefit claimspayable . . . . . . v 0 0 4 0 h e e e e e e e e
Operatingpayables. . . . . v & & v vttt s e e e e e e e
Acquisition indebtedness. . . . . . . 4 0 h h i e e e e e e
Other liabilities. « . v & v v v 0 i v e s e e e e e e e e e e e e
Total liabilities (add all amounts in lines 1g through 1j). . . . . . . . .
Net Assets
Net assets (subtract line 1k fromline1f). . . . . . .« ¢ v v v o o v s

(a) Beginning of Year (b) End of Year

1d(1)
1d(2)

le

1f 2477593000 2651931000
1g

1h 1756000 2056000
1i

1j

1k 1756000 2056000
1l 2475837000 2649875000

| Part Il | Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately
maintained fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and
103-12 IEs do not complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) Employers. . . . . . . . 2a(1)(A) 65683000
(B) ParticipantS« « « «+ «+ « « v v v v v e e e e 2a(1)(B)
(C) Others (includingrollovers) « « « « v v v v v v v 0 0 0w e s 2a(1)(C)
(2) Noncash contributions « « « v v & & v v v v v v v v w e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), B), (C), and line 2a(2). . .L_2a(3) 65683000
b Earnings on investments:
(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of deposit). . « + v & v v v h h e h e e . 2b(1)(A) 228000
(B) U.S.GovernmentsecuritieS . . = v v & v v 4 & & 4 4 s xou . 2b(1)(B)
(C) Corporate debtinstruments . . . . . v ¢ v & v & 4 4 v . u . 2b(1)(C)
(D) Loans (other than to participants) . . . « « & v v v & 4 v v & 2b(1)(D)
(E) Participantloans . . « v v v v v v 4 v f x n e ek e e e s 2b(1)(E)
(F) Other. .« v v v v s s s s e e e e e e e e e e e e e s 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F). » « « « « . . . 2b(1)(G) 228000
(2) Dividends: (A) Preferredstock - = = = = & & @ 0 0 000000l 2b(2)(A)
(B) Commonstock « « v v v v v v n e e e e e e e e s 2b(2)(B) 8536000
(C) Registered investment company shares (e.g. mutual funds) . - 2b(2)(C) 8447000
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) « « « « « « - 2b(2)(D) 16983000
(B) RENS: + v v v v v v e v vt e s st m s s s e 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds. - . . . 2b(4)(A) 437413000
(B) Aggregate carrying amount (See instructions)- « « « « « « « . 2b(4)(B) 431840000
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result . . . 2b(4)(C) 2573000
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate . - 2b(5)(A)
(B) OthEr v « « « v v e e e ettt e et e e e e 2b(5)(B) 179965000
(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) « « « « « « + v« v v m e ee e 2b(5)(C) 179965000
0A6740 1.000
52086K F173 V 20-7F 17-8320 Page 26



Schedule H (Form 5500) 2020 Page 3

(a) Amount (b) Total
(6) Net investment gain (loss) from common/collective trusts . . . . . 2b(6) 34166000
(7) Net investment gain (loss) from pooled separate accounts . . . . . 2b(7) 1106000
(8) Net investment gain (loss) from master trust investment accounts . | 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities . . . .| 2b(9) 64208000
(10) Net investment gain (loss) from registered investment 2b(10)
companies (e.g, mutualfunds) . + + « + 4 v 0w e e e e 5620000
C OtherinCome « v « v v v v v v s vt v e et s e e s e e a s e s 2c 8000
d Total income. Add all income amounts in column (b) and enter total . . 2d 373540000
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers. . 2e(1) 184747000
(2) To insurance carriers for the provision of benefits . . . . . . . .. 2e(2)
) T 1= S 2e(3)
(4) Total benefit payments. Add lines 2e(1) through (3). . « . . . . . 2e(4) 184747000
f Corrective distributions (see iNStructions) « « « v v v v v v v v 4 .. . 2f
g Certain deemed distributions of participant loans (see instructions). . . 29
h Interestexpense. . v v v v v v v v v e e e e e 2h
i Administrative expenses: (1) Professionalfees . . . . . v v v v v . . 2i(1) 1193000
(2) Contract administrator fees .« v v v v v v v v v v 4 v e e 2i(2) 2918000
(3) Investment advisory and managementfees . . . . . . . . . . . . 2i(3) 6305000
(4) OtNEr & v v e e e e e e e e e e e 2i(4) 4339000
(5) Total administrative expenses. Add lines 2i(1) through (4) . . . . . 2i(5) 14755000
j Total expenses. Add all expense amounts in column (b) and enter total 2j 199502000
Net Income and Reconciliation
K Netincome (loss). Subtract line 2j fromline2d . . . . . . . . . . .. 2k 174038000
| Transfers of assets:
(1) Tothisplan & v v v v e s e e e e e e e e e e e e 21(1)
(2) Fromthisplan. « v v v & v v v v v v v v e e e e e e e e 21(2)

Part Ill | 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):

@) [X unmodified () [ | Qualiied 3)[ ] Disclaimer 4) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit

was performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1) |:| DOL Regulation 2520.103-8 (2) |:| DOL Regulation 2520.103-12(d) (3) IX neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

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

@ Name:M LLER 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) |:| It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

Part IV

Compliance Questions

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

103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 4l.
During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time
period described in 29 CFR 2510.3-1027? Continue to answer "Yes" for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) . .

Yes No

Amount

4a X

0A6741 1.000
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Yes No Amount

b Were any loans by the plan or fixed income obligations due the plan in default as of

the close of the plan year or classified during the year as uncollectible? Disregard

participant loans secured by participant's account balance. (Attach Schedule G

(Form 5500) Part lif"Yes"ischecked.) . v v v v v v v v b vt e e e e e e 4b
C Were any leases to which the plan was a party in default or classified during the year

as uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes" is checked.) . . . . | 4c
d Were there any nonexempt transactions with any party-in-interest? (Do not include

transactions reported on line 4a. Attach Schedule G (Form 5500) Part Ill if "Yes" is

O 4d X
€ Was this plan covered by afidelitybond? . . . . . . . . .. .o .. de X 1000000
f Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that

was caused by fraud or dishonesty?. . . . . . . . . . ... ..o af
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
h Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser? . . . . | 4h
i Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is

checked, and see instructions for format requirements.) . . . . . . . . . ... .. 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if "Yes" is checked and

see instructions for formatrequirements.) . . . . . . v 4 4 4 e e h e e e e e e s 4 X
K Were all the plan assets either distributed to participants or beneficiaries, transferred

to another plan, or brought under the control of the PBGC?. . . . . . .. ... .. 4k X
| Has the plan failed to provide any benefit when due under theplan? . . . . . ... 4l X
m If this is an individual account plan, was there a blackout period? (See instructions

and 29 CFR 2520.101-3.) . . & & v v v v v e e e e e e e e e e e e e e e e e e 4m
N If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or

one of the exceptions to providing the notice applied under 29 CFR 2520.101-3., . . . . . .

4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?. . |_| Yes m No

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

5b 1f, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities
were transferred. (See instructions.)

5b(1) Name of plan(s) 5b(2) EIN(s) 5b(3) PN(s)

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and

iNSITUCLIONS.) = & & & & & vt t e s f e s s e s s s s e s s s s s s e s s e IX Yes |:| No |:| Not determined
If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4323200

0A6742 1.000
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SCHEDULE R Retirement Plan Information OMB No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2020
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

Employee Benefits Security Administration > File as an attachment to Form 5500

Department of Labor 6058(a) of the Internal Revenue Code (the Code).
This Form is Open to Public

Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2020 or fiscal plan year beginning and ending

A Name of plan B Three-digit

SOUTHERN NEVADA CULI NARY AND BARTENDERS PENSI ON B "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
| Part| | Distributions

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

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSETUCTIONS . 4 4 v v v v e e e a e n h e e s w a e s h e e s n a m s s e e e e e e

2 Enter the EIN(s) of payor(s) who paid benefits on behalf of the plan to participants or beneficiaries during the year (if more than two, enter EINs of the
two payors who paid the greatest dollar amounts of benefits):

EIN(S): 88- 6016617

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

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

A T 116
Part Il 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 Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?, . . . . . |_| Yes m No |_| N/A
If the plan is a defined benéfit 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 not waived) ........................................
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 result
(enter a minus sign to the leftof anegativeamount) . . . & v v v & v v h h h e d e e e e e e e e 6C 0

If you completed line 6¢, skip lines 8 and 9.

|:| Yes |:|NO |:| N/A

7  Will the minimum funding amount reported on line 6¢ be met by the funding deadline? . . . . . . . . . . . .

8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
|:| Yes |:| No N/A

Part Ill | Amendments

9 If this is a defined benefit pension plan, were any amendments adopted during this plan

year that increased or decreased the value of benefits? If yes, check the appropriate
box. If no, check the "NO" BOX. . .« & v v v v i e e e e e e e e e e e e e |:| Increase |:| Decrease |:| Both No

Part IV | ESOPSs (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?, . |:| Yes l:’ No

11 @ Doesthe ESOP holdany preferred StoCK? . v v v v v v v vt v v v a e e e h m e e e e e e e e e e e |:| Yes |:| No
b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan?

(See instructions for definition of "back-to-back™ 10aN.) . . . v v v .t i e e e e e e e e e e e e e e e e e e |:| Yes |:| No

12 Does the ESOP hold any stock that is not readily tradable on an established securites market? , . , . ., .. .. ... .. |:| Yes |:| No

Schedule R (Form 5500) 2020

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
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0A6749 1.000

52086K F173 V 20-7F 17-8320 Page 29



Schedule R (Form 5500) 2020 Page 2 |:|

| Partv | Additional Information for Multiemployer Defined Benefit Pension Plans

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

a Name of contributing employer VWNN LAS VEGAS

b en 88-0494875 C Dollar amount contributed by employer 7587016
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box m
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 07 Day 31 vear 2021

€ 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: m Hourly |_| Weekly | | Unit of production |_| Other (specify):

a _Name of contributing employer BELLAG O

b en 94-3373852 C Dollar amount contributed by employer 5202862
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box m
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) 1.41
(2) Base unit measure: m Hourly |_| Weekly | | Unit of production |_| Other (specify):

a Name of contributing employer CAESAR S PALACE

b en 88-0097966 C Dollar amount contributed by employer 4489187
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box m
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) 1.41
(2) Base unit measure: m Hourly |_| Weekly | | Unit of production |_| Other (specify):

a Name of contributing employer ARl A RESORT & CASI NO

b en 20-5396350 C Dollar amount contributed by employer 4448765
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box m
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) 1.41
(2) Base unit measure: m Hourly |_| Weekly | | Unit of production |_| Other (specify):

a_ Name of contributing employer MGV GRAND HC)TEL, | NC

b en 94- 3373856 C Dollar amount contributed by employer 3965219
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box m
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) 1.41
(2) Base unit measure: m Hourly |_| Weekly | | Unit of production |_| Other (specify):

a_Name of contributing employer MANDALAY BAY

b en 88-0384693 C Dollar amount contributed by employer 3616556
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box m
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) 1.41
(2) Base unit measure: m Hourly |_| Weekly | | Unit of production I_l Other (specify):

0A6776 1.000
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14

Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of
the plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number
of inactive participants: last contributing employer alternative |:| reasonable approximation 1l4a
(see instructions for required attachment) . = « & & & 4 & vt b v e e e e e e e e e e e e e e e e s

b The plan year immediately preceding the current plan year. |:| Check the box if the number reported

is a change from what was previously reported (see instructions for required attachment) . . . . . . . . 14b

C The second preceding plan year. Ij Check the box if the number reported is a change from what was

previously reported (see instructions for required attachment) « « = &« « & & 4 v & & & o & & & & & & & & w 14c
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to

make an employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the currentplanyear . . . . . . . 15a 1.03

b The corresponding number for the second precedingplanyear. . . . . . . . . v v o v v v v .. 15b 1. 06
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 16b
to be assessed against such withdrawn employers, . . . . . & v ¢ v @ vt 4t v e v e n e e e e e

17

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

| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans

18

If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such
participants and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions
regarding supplemental information to be included asan attachment , , . . . . . . . . v i v v v vt v v e m e e e e e e e e e e |:|

19

If the total number of participants is 1,000 or more, complete lines (a) through (c)
a Enter the percentage of plan assets held as:
stock: 49. 4 % Investment-Grade Debt: 8.6 % High-Yield Debt: 7.4 % ReaEstate: 13.2 % other: 21.4 %
b Provide the average duration of the combined investment-grade and high-yield debt:
0-3 years |:| 3-6 years IE 6-9 years |:| 9-12 years 12-15 years |:| 15-18 years |:| 18-21 years |:| 21 years or more
C What duration measure was used to calculate line 19(b)?
Effective duration |:| Macaulay duration Iﬂ 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? Yes No
b If line 20a is "Yes," has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.
No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required
contribution were made by the 30th day after the due date.
|:| No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

|:| No. Other. Provide explanation

0A6777 1.000
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SCHEDULE MB Multiemployer Defined Benefit Plan and Certain OMB Ho. et 10

(Form 5500) Money Purchase Plan Actuarial information 2020
Department of the Treasury
Intamal Reveriue Seivice This schedule is required to be filed under section 104 of the Employee . . "
Depariment of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This F°":‘ is oli?“ to Public
Employee Benefits Security Administration Intemal Revenue Code (the Code). nspection
R T SR AN b File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020

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

A Name of plan B Three-digit
Southern Nevada Culinary and Bartenders Pension plan number (PN) 1 3 001
Plan
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
BOARD OF TRUSTEES
88-6016617
E Type of plan: {1) E‘ Multiemployer Defined Benefit {2) D Money Purchase (see instructions)
1a Enter the valuation date: Month L Day 1 Year 2920
b Assets
(1) CUITent ValUE Of BSSBS.......eevveeeerrersereaseceseceerresresveeons SOOI UOR N I ——— 1b(1) 2,475,837,000
(2) Actuarial value of assets for funding Standard ACCOUNE ..........c..ccucvmerieieisesiresnissersresssssen s ssaanes 1b(2) 2,391,481,214
¢ (1) Accrued liability for plan using immediate gain MEthods ..ot 1c(1) 2,829,171,130
(2) Information for plans using spread gain methods:
(a) Unfunded liability for methods With BASES ..........cvercmreerieieis i eeesenrn st sssss s ssnsens 1c(2)(a)
(b) Accrued liability under entry age NOrMal METHOM ........o..overeerruormreirrereasers s ecessssersnssnesseens 1e(2)(b)
(c) Normal cost under entry age NOrmMal MEHNOE .........oceorue v ecerecmireieeiecerenrcos e e ees e ees 1c(2)(c)
(3) Accrued liability UNGEF LNt CrETIt COStMEHIOU ........eeeeeeeseesemsssss s seseseeeessesssssssssscessesssssssssenss 1¢(3) 2,829,171,130
d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions) ....... I 1d(1)
{2) “RPA ‘94” information:
() CUITENE HADIIY ... oo oooe oo eceeeeees e seeseess e e ases et sesess s s ee et st st b oot emennnns 1d(2)(a) 5,027,212,118
{b) Expected increase in current liability due to benefits accruing during the plan year..................... 1d(2){b) 164,400,796
(¢) Expected release from “RPA ‘94" current liability for the pIan Year...........o..imwcrnessrssieinens 1d(2)(c) 208,383,878
(3) Expecied plan disbursements for the Plan YEar................oovieeeiesreueseresssossssessseesmsssesisssssssssssessesssons 1d(3) 204,740,359

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied

in accordance with applicable law and regulations. In my opinion, umptmn is reasonable (taking into account the experience of the plan and reasonable expectations) and such other
assumptions, in combination, offer my best estimate of anticipate nder the plan.
SIGN /
HERE QQZ/ /e /) |20 2]
¥
Signature f/actuary D#te
Cary Franklin 20~04013
Type or prin{ name of actuary Most recent enrollment number
Horizon Actuarial Services, LLC (818)691-2002
Firm name Telephone number (including area code)
5200 Lankershim Blvd
Suite 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 D
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule MB (Form 5500) 2020

v. 200204
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2 Operational information as of beginning of this plan year:

A Cumment value Of ASSELS (SEE INSIUCHONS) ..vuorrveersrsrrressmessssmessseesminscsssesecsssrcssssssssmspsssssess st 2a 2,475,837,000
b “RPA ‘94" current liability/participant count breakdown: (1) Number of participants (2) Current liability
(1) For retired participants and beneficiaries receiving payment ................cooowwv.crreeres 28,318 1,481,938,702
(2) For terminated vested PArCIPANIS .........c..vioerererueeecessressesiorsssosssensssssresssssssssssesssns 23,421 1,009,028,828
{3) For active participants:
(8) NON-VESIEU DENEFIS ... -.vvvveereeseersceennssesareassasaserenesmssserorsmsssesesseseerssesssss 45,277,058
{B] VTS BBIBIIS. . ore cereomrrermssanenewdossdinsinkidstis 54585 RS AN T VO 2,490,967,530
(C) TOMAI BCHVE .....eeeeeeeemeeeeeeeeceveseeesees e sessssnse s st s sensceaesncsssssssssen 52,476 2,536,244,588
4) TOLAL ... ovmmasnnmnnvanssnsnssnnnannnnisibunnnnnnneindbnsiinad S H0HES R 0R T A m O N A SRR RS HAR SRR R R o e 1041215 5/ 0271 2]—21 118
¢ If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 2¢
T T 49.25%
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 ¢) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
65,683,000
Totals » | 3(b) 65,683,000] 3(c) | 0
4 Information on plan status:
a Funded percentage for monitoring plan’s status (line 1b(2) divided by line 16(3)) ...eevovevr e 4a 84.5 %
b Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of plan’s status). If 4b
enterad code is N,7 Q0RO MBS .iwsvsmsmssmsmumsasmmesssminssasass smmpmsotnsssxesss s s s nabsnssrasen nasnmmsm b sss s
¢ s the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? D Yes [] No
d ifthe plan is in critical status or critical and declining status, were any benefits reduced (see InStructions)? ..., D Yes D No
e Ifline d is “Yes,” enter the reduction in liability resulting from the reduction in benefis (see instructions),
measured as of the VAIUBHON AAIE ........ccviovoiie e eteeeieaesesearnescese et saseseseaeneeasameanseassesacsaeasssesasmnseansnsasansens 4e
f If the rehabilitation plan projects emergence from critical status or critical and declining status, enter the plan
year in which it is pro;ected to emerge.
. Ifthe rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which insolvency is af
expected and check here .. SR AUV It s cep S e h

B Actuarial cost method used as the basis for this plan year's funding standard account computations (check all that apply):
a D Attained age normal b D Entry age normal [ gl Accrued benefit (unit credit)

e [ Frozen initial fiability f [] individual level premium g [ Individual aggregate
i [] Other (specify):

d D Aggregate
h [] Shortfal

j I boxhis checked, enter periad of use of shortfall MEIHOM .........vvvervviviie s i 5§ l
k Has a change been made in funding method for this plan Year? ... Yes D No
| Iffine kis “Yes,” was the change made pursuant to Revenue Procedure 2000-40 or other automatic pproval? ............ceereeeesesserennenens K] 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 funding Mo ... e

3(a) Contributions made throughout the year. No withdrawal liability payments.
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© Checklist of certain actuarial assumptions:

A Interest rate for “RPA ‘94" CUITENE HADIILY..........c.cooieeeneiriieen et es et eb s cs e s s b b e cara e s e e b s s betes | 6a l 2.95 %
Pre-retirement Post-retirement
b Rates specified in insurance or annuity CONFACES. .......o.e.vrurerecccncniene. D Yes @ No D N/A D Yes @ No D N/A
€ Mortality table code for valuation purposes:
(1) Males 6c(1) 13+2 1342
(2) Females...... ' 6¢(2) 13F+2 13F+2
d Valuation liability INtErest Fate .........covoeureereerererereereecseaereees 6d 7.00% 7.00 %
© EXDENS I0BUING .ot 6e 10.2% [] N % | K A
T Salary SCAE .....errceeecrir vt 6f % K na
¢ Estimated investment retum on actuarial value of assets for year ending on the valuation date................... 69 6.7 %
h Estimated investment return on current value of assets for year ending on the valuation date .................... 6h 16.9 %
7 New amortization bases established in the current plan year:
(1) Type of base (2) Initial balance {3) Amortization Charge/Credit
1 35,124,492 3,604,187
4 66,742,322 6,848,550

8 Miscellaneous information:

a If a waiver of a funding deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of
the rifling letter granting the APPIOVEL.......ouususmissimm s ssssossooissviossesiors e stasasas sapesmupssnsnssssssspyanssaazss

8a

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

ARACHE SOHEUUIG........coonmmerensmmmessmnsio smasermmoiannsmmnnsnnisssnsrsinmmassEiiisbin iaim sl SR S SR P LT SR B SRR

b(2) Is the plan required to provide a Schedule of Active Participant Data? (See the instructions.) if “Yes,” aftach a

BOHBHUID: «..cocr s rammmssmsmmnsamonsssmemssssive xenmsnbonmrnsh innsmmsnnsass andnfannnsionsnskiah skinnssnes s A S e b S PO R A AR T T AR

€ Are any of the plan’s amortization bases operating under an extension of time under section 412(¢) (as in

effect

prior to 2008) or section 431(d) 0f the COUE?......coee it s et it e as b s b s ra e s e e s .

d Ifline cis “Yes,” provide the following additional information:
(1) Was an extension granted automatic approval under section 431(d)(1) of the Code?.........cceucvnenee

(2) Ifline 8d(1) is “Yes,” enter the number of years by which the amortization period was extended .........

(3) Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect prior
t0 2008) or 431(d)}(2) Of the COTE? ...t et s en s

(4) If ine 8d(3) is “Yes,” enter number of years by which the amortization period was extended (not
including the number of years in iNe (2))....c.usimiimsisiiiiniissiimsmismnsigsimmmesisaime i itavasisssns

{5) Ifline 8d(3) is “Yes,” enter the date of the ruling letter approving the extension ...

E] Yes D No
@ Yes D No
D Yes @ No

D Yes D No

D Yes D No

8d(4)

8d(5)

(6) If line 8d(3) is “Yes,” is the amortization base eligible for amortization using interest rates applicable under

section 6621(b) of the Code for years beginning after 20077 ..ot sienesee s
@ If box 5h is checked or line 8¢ is “Yes,” enter the difference between the minimum required contribution

]:l Yes D No

for the year and the minimum that would have been required without using the shortfall method or 8e
extending the amOTHZAHON DASE(S) .e.vi.evvoereeiieeeeseaeeisee sttt ee e st eeseteesvaeneass e e erces ecesesessesrsaraaes
9 Funding standard account statement for this plan year:
Charges to funding standard account:
a Prior year funding defiGIBNCY, i BNY ..c..o ettt s et st ee 9a 0
b Employer's normal cost for plan year as of vAluaHon Jate............cocceerereeecrcereetieecre e sesaseeerereneanaeses 9b 80,904,736
¢ Amortization charges as of valuation date: Qutstanding balance
e or ot pnod aeooan Satraed o ones o which e | v 1,122,408,206 134,450,177
{2) Funding WaIVEIS ... o s vsrv i svisssssinissnon s o ssbasasaniay 9¢(2) 0 0
(3) Certain bases for which the amortization period has been 9c(3)
EIRENABH .....oocveeeeeeeeesee st seeeees oo eees s ent et eenteenesnns 0 0
d Interest as applicable On liNEs 98, 9B, NU 9C... . .crvvreevuerreseeeeeeissecss s sss s ssssesssesssssess s ressssestenes 9d 15,074,844
8 Tolal.charges. AdA NNES Oa BIOUEK B . .cxumsesmossosmsmsommngmsssms s sy e T S S s SRs %e 230,429,757
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Credits to funding standard account:

f Prior year credit DAIANCE, if @NY..........ccoovcrieceer et tssess e sss et e ss b of 426,137,791
g Employer contributions. Total from column (b) of line 3. 9g 65,683,000
Outstanding balance

h Amortization credits as of valuation date..........cc..orerereeriromeeseeeneanns 9h 285,580,499 48,340,682
i Interest as applicable to end of plan year on lines 9f, 99, @and 9N ........ocreererrniinierss s 9i 35,129,247
J  Full funding limitation (FFL) and credits:

(1) ERISA FFL (accrued Hability FFL)........o..orvmoreeeeeeeeeseesnesssssessessernsereeoane 9j(1) 1,010,863,690

(2) “RPA ‘94" override (90% current fiability FFL) ......coocoovoviereiensensennees 9j(2) 2,283,255,119

() FFL CIBAIL ... eeeeeveeeeese e eseeeseseseess s s snasess e ss et s s 8o b et 9j(3) 0
K ) Weived fonding delCIomey: cmmsmr e s e s s s soyyeevasss 9k(1) 0

{2) ORI CrEAIS ....ce et e et an e ea e eas b st 9k(2) 0
| Total credits. Add lines of through 9i, 9j(3), 9K(1), NG FK(2) +..rrveurmrerurmrircccrciee e enc st emaees e e 9l 575,290,720
m Credit balance: If line 9l is greater than line 9e, enter the difference ... 9m 344,860,963
N Funding deficiency: If line 9e is greater than line 9, enter the difference................ 9n

9 0 Current year's accumulated reconciliation account:
{1) Due to waived funding deficiency accumulated prior to the 2020 plan year..........c..coovovevvruenrrincen. 90(1) 0
(2) Due to amortization bases extended and amortized using the interest rate under section 6621(b) of the Code:
(a) Recongiliation outstanding balance as of valuation date ...............cccooeveevovereeeee e 90(2)(a)
(b) Reconciliation amount (line 9¢(3) balance minus liNe 90(2)(8)) - - errrrrerrerrrrcerrereeseaerereererraeseecens 90(2)(b)
(3) Total as Of VAIUGHON GAE ..........ovveeerveereeeeeesesceierisessessresesesessssenssesssessensssa s srasstrmecasan s escascamssene 90(3)
410 Contribution necessary to avoid an accumulated funding deficiency. (See instructions.) .........cco.cevveveeencnd 10

41 Has a change been made in the actuarial assumptions for the current plan year? f “Yes,” see instructions

Yes D No




Schedule MB, Line 8b(2)
Schedule of Active Participant Data

Exhibit A.1 - Distribution of Active Participants
Measurement Date: January 1, 2020 [Form 5500 Sch. MB, Line 8b(2)]

Years of Credited Service

Age Under 1 1-4 5-9 10-14 15-19 20-24 25-29 30-34 35-39 40 + Total
Under 25 - 2,122 11 - - - - - - - 2,133
25-29 - 5,050 160 - - - - - - - 5,210
30-34 - 4,382 1,020 256 - - - - - - 5,658
35-39 - 3,420 1,326 1,050 159 - - - - - 5,955
40-44 - 2,645 1,220 1,353 884 105 1 - - - 6,208
45-49 - 2,326 1,195 1,641 1,307 528 145 - - - 7,142
50-54 - 1,894 1,217 1,728 1,734 888 560 90 1 - 8,112
55-59 - 1,411 1,017 1,533 1,755 984 676 262 123 1 7,762
60-64 - 735 499 718 737 424 272 148 145 18 3,696
65-69 - 216 83 90 53 14 9 3 7 3 478
70 + - 68 23 16 6 4 2 1 2 - 122
Total - 24,269 7,771 8,385 6,635 2,947 1,665 504 278 22 52,476
Males 24,963 Average Age 44.64
Females 27,513 Average Credited Service 10.37
Total 52,476
Number Fully Vested 26,850
Number Nonvested 25,626
Notes

e An active participant is a participant who has at least one year of Credited Service, and who
worked at least 300 hours in the Plan Year before the valuation date.

U:\SNCB\RET\2021\GOV\2020 Schedule MB\Schedule of Active Participant Data.docx

Southern Nevada Culinary & Bartenders Pension Plan |
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Schedule MB, Line 6
Statement of Actuarial Assumptions/Methods

Plan Name Southern Nevada Culinary and Bartenders Pension Plan
Plan Sponsor Board of Trustees
EIN / PN 88-6016617 / 001

While it is important that the overall assumptions be reasonable, we select each valuation assumption as
reasonable in light of this plan’s provisions and characteristics. We have chosen the assumptions after
reviewing recent plan experience and anticipated plan experience, and applying professional judgment, as
described below.

Interest Rates 7.00% per annum, compounded annually, net of investment expense for
determining costs and liabilities.

This interest rate assumptions, used for purposes of the ERISA funding valuation
and ASC 960 accounting disclosure, is a reasonable estimate of the net investment
return for the Plan assets over the long term. This assumption was developed
based on our professional judgment, the investment policy and asset allocation for
the Plan (as set by the plan sponsor) and considers the results of the 2020 edition
of the Survey of Capital Market Assumptions by Horizon Actuarial Services, LLC.

The highest rate within the IRS allowable range for determining Current Liability,
which 2.95% per annum as of January 1, 2020.

Retirement Age Active participants: Retirement rates for those who have met the applicable
eligibility requirements are show in the table below (weighted average
retirement age: 62.9):

Age Percent Retiring
62 65.0%
63 40.0%
64 40.0%
65 45.0%
66-69 35.0%
70+ 100.0%

Inactive vested participants: 100% are assumed to retire at age 62 (or current age,
if older).
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Schedule MB, Line 6 (cont.)
Statement of Actuarial Assumptions/Methods

Operating Expenses Expenses are assumed to be $7,800,000, payable monthly, added to the Plan’s
normal cost. Investment counseling and investment management fees are not
included in assumed operating expenses. (Expenses were also assumed to be
$7,800,000 for the January 1, 2019 valuation.) This assumption is selected based
on a review of recent years’ operating expenses and anticipated future changes in
expenses, including inflation.

Hours Worked For the purpose of projecting future benefit accruals, it is assumed that each active
participant will work the same number of hours per year as worked during the Plan
Year preceding the valuation date.

Contribution Income 101,400,000 hours are assumed to be worked during 2020 at a contribution rate
of $1.305 per hour through May 2020 and $1.405 per hour thereafter. (Prior year
valuation assumed 99,000,000 hours at a contribution rate of $1.205 per hour
through May 2019 and $1.305 per hour thereafter).

Active Participant For valuation purposes, an active participant is a participant who has at least one
year of Credited Service, and who worked at least 300 hours in the Plan Year ended
December 31, 2019, and had not retired as of January 1, 2020.

Non-Disabled RP-2014 Blue Collar Healthy Mortality with two-year set forward (separate male

Mortality and female tables) and no future improvement in mortality rates beyond any
included in published table. Prior assumption was RP-2000 Blue Collar mortality
(separate male and female tables).

The non-disabled mortality assumption was chosen based on a review of
standard mortality tables, and projection scales, historical and current
demographic data, and reflecting anticipated future experience and professional
judgment.

For determining the RPA ‘94 current liability, the mortality tables prescribed by
the PPA were used.
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Schedule MB, Line 6 (cont.)
Statement of Actuarial Assumptions/Methods

Disabled Mortality PBGC Mortality Tables (separate male and female tables) for disabled lives
receiving Social Security benefits with no future improvement in mortality rates
beyond any included in the published table.

The disabled mortality assumption was chosen based on a review of standard
mortality tables and projection scales, historical and current demographic data,
and reflecting anticipated future experience and professional judgment.

For determining the RPA 94 current liability, the mortality tables prescribed by
the PPA were used.

Disability lllustrations of the annual rates of disablement are shown in the table below for
selected ages (the same rates are used for males and females):

Representative Disability Rates

Age Males and Females
20 0.015%

25 0.023%

30 0.028%

35 0.038%

40 0.055%

45 0.090%

50 0.153%

55 0.253%

60 0.408%

Withdrawal lllustrations of the annual rates of withdrawal (for reasons other than mortality or

disablement) are shown in the table below for selected ages:

Representative Withdrawal Rates

Age Males and Females
20 20.00%
25 16.00%
30 13.00%
35 10.00%
40 8.00%
45 8.00%
50 5.00%
55 5.00%
60 5.00%
Reemployment It is assumed that participants will not be reemployed following a break in service.
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EIN / PN: 88-6016617 / 001 | Plan Year Beginning January 1, 2020 [ O rl ZO n



Schedule MB, Line 6 (cont.)
Statement of Actuarial Assumptions/Methods

Form of Payment All participants who retire from active service are assumed to elect to receive one-
half of their accrued benefit as a single life annuity and one-half in a lump sum at
retirement. The lump sum is limited to $50,000.

75% of inactive vested participants are assumed to receive one-half of their benefit
as a lump sum (limited to $50,000) at age 62 with the remaining benefit assumed
payable as a single life annuity, and 25% are assumed to receive their benefit as a
single life annuity.

Marriage 50% of non-retired participants are assumed to be married.

Spouse Ages Spouse of a male participant is 4 years younger than the participant; spouse of a
female participant is 4 years older than the participant.

Inactive Vested It is assumed that inactive vested participants who have not applied for pension
Participants benefits by age 70 will not do so.

Lump Sum Conversion  PPA Unisex Combined Mortality Table for 2019 and 6.25% interest. (Prior
valuation used 2017 PPA Unisex Combined Mortality Table and 6.25% interest.)

Cost Method Costs and liabilities for all Plan benefits were determined based on the Unit
Credit Cost Method. The Unit Credit Cost Method is used to determine the
normal cost and the actuarial accrued liability. The actuarial accrued liability is
the present value of the accrued benefits as of the beginning of the year for
active participants and is the present value of all benefits for other participants.
The normal cost is the present value of the difference between the accrued
benefits as of the beginning and end of the year. The normal cost and actuarial
accrued liability for the plan are the sums of the individually computed normal
costs and actuarial accrued liabilities for all Plan participants; however, the sum
of the individual normal costs is then adjusted by the ratio of the assumed
contributory hours for the coming year to the total actual contributory hours for
the prior year.
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Schedule MB, Line 6 (cont.)
Statement of Actuarial Assumptions/Methods

Asset Valuation The actuarial value of assets is determined by adjusting the market value of assets

Method to reflect the investment gains and losses (the difference between the actual
investment return and the assumed investment return) during each of the last five
years at the rate of 20% per year. Expected investment return is calculated using
the net market value of assets as of the beginning of the Plan Year and the benefit
payments, employer contributions and operating expenses, weighted based on the
timing of the transactions during the year. The actuarial value is subject to a
restriction that it be not less than 80% nor more than 120% of the market value.

Participant Data Actuarial valuation was prepared based on data files for active, retired, and
inactive vested participants furnished by Zenith American Solutions.

Missing or Incomplete  Assumptions were made to adjust for participants and beneficiaries with missing
Participant Data or incomplete data, based on those exhibited by participants with similar known
characteristics.

Financial Information Financial information was obtained from the audited financial statements filed
with the 2019 Form 5500.

Nature of Actuarial The valuation results presented in this report are estimates. The results are

Calculations based on data that may be imperfect and on assumptions made about future
events. Certain plan provisions may be approximated or deemed immaterial for
the purposes of the valuation. Assumptions may be made about missing or
incomplete participant census data or other factors. Reasonable efforts were
made to ensure that significant items and factors are included in the valuation
and treated appropriately. A range of results different from those presented in
this report could also be considered reasonable.

The actuarial assumptions selected for this valuation — including the valuation
interest rate — generally reflect average expectations over the long term. If
overall future demographic or investment experience is less favorable than
assumed, the relative level of plan costs determined in this valuation will likely
increase in future valuations. Investment returns and demographic factors may
fluctuate significantly from year to year. The deterministic actuarial models used
in this valuation do not take into consideration the possibility of such volatility.
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Schedule MB, Line 6 (cont.)
Statement of Actuarial Assumptions/Methods

Change in Method There was a change in actuarial valuation software for the actuarial valuation as of
January 1, 2020. This constitutes a method change under Revenue Procedure
2000-40. However, in accordance with RP 2000-40, since the change in valuation
software resulted in a minimal change in benefit liabilities and the net changes to
the funding standard account changed by less than 2%, the change in software is
treated as an experience gain or loss, rather than as a method change, for
purposes of the funding standard account.

Changes in Since the prior valuation, the following assumptions have been changed:

Assumptions
. Non-Disabled Participant Mortality — RP-2014 Blue Collar Healthy

Mortality Table with two-year set forward (separate male and female tables).
Prior valuation assumed RP-2000 Combined Blue Collar mortality (separate
male and female tables)

° Contribution Income - It is assumed that 101,400,000 hours are worked
each year at a contribution rate of $1.305 per hour through May 31, 2020
and $1.405 per hour thereafter. (Prior valuation assumed 99,000,000 hours
at a rate of $1.205 per hour through May 31, 2019 and $1.305 per hours
thereafter)

. Lump Sum Conversion — The basis to determine lump sums was updated
to 2020 PPA Unisex Combined Mortality Table and 5.75% interest. (Prior
valuation used 2019 PPA Unisex Combined Mortality Table and 6.25%

interest.)
Justification for Based on the results of the 2020 comprehensive experience study, the changes
Changes in in the actuarial assumption described above were made to better reflect recent
Assumptions and and anticipated Plan experience.

Methods

U:\SNCB\RET\2021\GOV\2020 Schedule MB\Summary of Assumptions and Methods.doc
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Schedule MB, Lines 9¢c and 9h
Schedule of Funding Standard Account Bases

Exhibit 4.2 - Funding Standard Account Amortization Bases

Charges [Schedule MB, Line 9c]
Date Initial Outstanding at 1/1/2020 Annual
Type Established Period Period Balance Payment

Amendment 1/1/1991 30.00 1.00 $ 351,333 S 351,333
Amendment 1/1/1993 30.00 3.00 4,020,653 1,431,846
Amendment 1/1/1994 30.00 4.00 3,330,338 918,889
Amendment 1/1/1997 30.00 7.00 4,270,964 740,647
Amendment 1/1/1998 30.00 8.00 22,466,076 3,516,210
Amendment 1/1/1999 30.00 9.00 47,262,629 6,779,603
Assumption 1/1/1999 30.00 9.00 20,363,020 2,920,979
Amendment 1/1/2000 30.00 10.00 6,817,364 907,140
Amendment 1/1/2003 30.00 13.00 5,797,151 648,257
Amendment 1/1/2005 30.00 15.00 19,564,418 2,007,541
Exper Loss 1/1/2006 15.00 1.00 6,845,653 6,845,653
Exper Loss 1/1/2007 15.00 2.00 7,485,604 3,869,367
ENIL (2008) 1/1/2009 29.00 18.00 253,288,442 23,532,769
ENIL (2008) 1/1/2010 28.00 18.00 38,577,947 3,584,237
ENIL (2008) 1/1/2011 27.00 18.00 40,615,838 3,773,575
ENIL (2008) 1/1/2012 26.00 18.00 32,698,121 3,037,948
Assumption 1/1/2012 15.00 7.00 1,916,045 332,270
Exper Loss 1/1/2012 15.00 7.00 42,870,225 7,434,306
ENIL (2008) 1/1/2013 25.00 18.00 33,086,787 3,074,060
ENIL (2008) 1/1/2014 24.00 18.00 83,796,867 7,785,481
Assumption 1/1/2014 15.00 9.00 40,873,821 5,863,157
Exper Loss 1/1/2015 15.00 10.00 13,114,935 1,745,114
Exper Loss 1/1/2016 15.00 11.00 42,449,614 5,290,607
Exper Loss 1/1/2017 15.00 12.00 32,162,266 3,784,386
Exper Loss 1/1/2018 15.00 13.00 27,561,082 3,081,969
Amendment 1/1/2018 15.00 13.00 110,432,848 12,348,957
Exper Loss 1/1/2019 15.00 14.00 61,593,856 6,582,192
Assumption 1/1/2019 15.00 14.00 16,927,495 1,808,947
Exper Loss 1/1/2020 15.00 15.00 35,124,492 3,604,187
Assumption 1/1/2020 15.00 15.00 66,742,322 6,848,550

Total Charges

$1,122,408,206

$ 134,450,177
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Schedule MB, Lines 9c and 9h (cont.)
Schedule of Funding Standard Account Bases

Exhibit 4.2 - Funding Standard Account Amortization Bases (Cont.)

Credits [Schedule MB, Line 9h]
Date Initial Outstanding at 1/1/2020 Annual

Type Established Period Period Balance Payment
Assumption 1/1/1994 30.00 400 S 399,586 S 110,250
Assumption 1/1/1997 30.00 7.00 267,459 46,380
Assumption 1/1/2001 30.00 11.00 1,089,510 135,789
Assumption 1/1/2002 30.00 12.00 1,529,882 180,015
Assumption 1/1/2003 30.00 13.00 1,703,520 190,493
Assumption 1/1/2004 30.00 14.00 1,887,136 201,667
Assumption 1/1/2006 30.00 16.00 1,753,268 173,455
Assumption 1/1/2007 30.00 17.00 30,079,284 2,879,323
Method 1/1/2008 15.00 3.00 13,440,390 4,786,431
Exper Gain 1/1/2009 15.00 4.00 7,692,968 2,122,597
Exper Gain 1/1/2010 15.00 5.00 70,770,524 16,131,096
Exper Gain 1/1/2011 15.00 6.00 53,537,474 10,497,136
Exper Gain 1/1/2013 15.00 8.00 16,032,441 2,509,267
Exper Gain 1/1/2014 15.00 9.00 58,397,057 8,376,783
Total Credits S 258,580,499 S 48,340,682
Net Total $ 863,827,707 $ 86,109,495

Different types of amortization bases are as follows:

Abbreviation Description

Initial Liab Initial unfunded actuarial accrued liability

Exper Loss Actuarial experience loss (charge only)

Exper Gain Actuarial experience gain (credit only)

ENIL (2008) Eligible net investment loss under the Pension Relief Act of 2010
Amendment Plan amendment

Assumption Change in actuarial assumptions

Method Change in the actuarial cost method, or asset valuation method
Combined Combined charge base or combined credit base

Offset Combined and offset charge and credit bases

U:\SNCB\RET\2021\GOV\2020 Schedule MB\Schedule of Funding Standard Account Bases.doc
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Schedule MB, Line 11
Justification for Change in Actuarial Assumptions

Since the prior valuation, the following assumptions have been changed:

¢ Non-Disabled Participant Mortality — RP-2014 Blue Collar Healthy Mortality Table with two-year set
forward (separate male and female tables). Prior valuation assumed RP-2000 Combined Blue Collar
mortality (separate male and female tables)

e  Contribution Income - It is assumed that 101,400,000 hours are worked each year at a contribution
rate of $1.305 per hour through May 31, 2020 and $1.405 per hour thereafter. (Prior valuation
assumed 99,000,000 hours at a rate of $1.205 per hour through May 31, 2019 and $1.305 per hours
thereafter)

e Lump Sum Conversion — The basis to determine lump sums was updated to 2020 PPA Unisex
Combined Mortality Table and 5.75% interest. (Prior valuation used 2019 PPA Unisex Combined
Mortality Table and 6.25% interest.)

Based on the results of the 2020 comprehensive experience study, the changes in the actuarial
assumptions described above were made to better reflect recent and anticipated Plan experience.
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Schedule MB, Line 6
Summary of Plan Provisions

This appendix summarizes the major provisions of the Plan that were reflected in the actuarial valuation.
This summary of provisions is not intended to be a comprehensive statement of all provisions of the

Plan.

Plan Name

Southern Nevada Culinary and Bartenders Pension Plan

Plan Sponsor

Board of Trustees

EIN / PN 88-6016617 / 001

Effective Date and Most  The original effective date of the Plan is January 1, 1971. The most recent

Recent Amendment amendment reflected in this valuation is Amendment #3, which was adopted
on March 7, 2018.

Plan Year The twelve-month period beginning January 1 and ending December 31.

Employers A participating Employer is any employer or entity that has been accepted for
participation in the Plan and that is required to contribute to the Plan pursuant
to a collective bargaining agreement or regulations adopted by the Board of
Trustees.

Participants All Employees in Covered Employment participate in the Plan immediately upon

entering into Covered Employment.
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Schedule MB, Line 6 (cont.)
Summary of Plan Provisions

Pension Credit A participant receives Past Service Credit for covered employment between
January 1, 1964 and January 1, 1971 provided he worked at least 350 hours in
1971 or 350 hours in 1972. Future Service Credits are determined under the
following schedule:

Hours of Employment
Hours Worked in a Future Service in a Plan Year 1976 Future Service
Plan Year 1971-75 Credit and Later Credit
1400 & over 1.00 1000 & over 1.00
1050-1399 .75 900-999 .90
700-1049 .50 800-899 .80
350-699 .25 700-799 .70
Under 350 None 600-699 .60
500-599 .50
400-499 .40
300-399 .30
Under 300 None

Normal Retirement Age A participant attains Normal Retirement Age at the later of attaining age 65 or
the fifth anniversary of an active Participant’s Plan participation excluding
participation before January 1, 1988 (or the tenth anniversary including
participation before January 1, 1988).

Break-In-Service Completion of less than 300 hours of service in a Plan Year.

Note: For non-vested benefits, cancellation of Pension Credit occurs after the
greater of (i) five consecutive Break-in-Service years or (ii) the number of
aggregate Plan Years for which the employee has received Past or Future Service

Credit.
Regular Pension — Age 62 with at least 5 years of Pension Credit, or age 65 and the tenth
Eligibility anniversary of participation without a Break-in-Service.
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Schedule MB, Line 6 (cont.)
Summary of Plan Provisions

Regular Pension — The monthly amount of the Regular Pension for Pension Credits earned on and
Amount of Benefit after January 1, 2016 is determined in accordance with the following schedule:
Monthly Monthly
Hours Worked  Accumulated Hours Worked in ~ Accumulated
in Plan Year Benefit Plan Year Benefit
2000 or more $37.83 1000-1099 $18.92
1900-1999 35.94 900-999 17.03
1800-1899 34.05 800-899 15.14
1700-1799 32.16 700-799 13.25
1600-1699 30.27 600-699 11.36
1500-1599 28.38 500-599 9.46
1400-1499 26.49 400-499 7.57
1300-1399 24.60 300-399 5.68
1200-1299 22.71 Under 300 None
1100-1199 20.82

For participants who worked at least 300 hours in 2016 and were not retired as
of January 1, 2016, the schedule above also applies to Pension Credits earned
between January 1, 1976 and December 31, 2015. Other benefit schedules apply
to pre-2016 service for participants who did not work at least 300 hours in 2016.

In addition, the amount of Regular Pension includes $11.00 for each year of
Pension Credit accumulated prior to January 1, 1976.

Pensioners are entitled to a pension of not less than $175.00 ($125.00 prior to
January 1, 1994) per month even if the scheduled benefit produces a lesser
amount. Inactive vested participants are entitled to receive the benefit level in
effect at the date of benefit commencement.

Deferred In the event that pension benefits commence after the first day of the month
Commencement of following an Employee’s eligibility to retire for a Regular Pension, the benefit is
Benefits increased to reflect the greater of (i) the Actuarial Equivalent of the Regular

Pension at the initial eligibility for a Regular Pension, and (ii) the additional
benefit accrued during the period of service after the initial eligibility date. The
increase in the Employee’s benefit is computed at the end of each Plan Year
following initial eligibility and again at the Employee’s Pension Benefit Starting
Date. The actuarial equivalent adjustment increase factor equals 1.0% for each
month eligibility precedes the Pension Benefit Starting Date for the first 60
months, and 1.5% for each additional month after 60 months.

Early Pension — Age 55 with at least 5 years of Pension Credit.
Eligibility
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Schedule MB, Line 6 (cont.)
Summary of Plan Provisions

Early Pension — The calculated Regular Pension reduced by % of one percent for each month the

Amount of Benefit retiring employee is under age 62 but not under age 60, and % of one percent for
each month under age 60. The $175.00 ($125.00 prior to January 1, 1994)
minimum pension does not apply to the Early Pension.

Disability Benefit — Totally and permanently disabled with at least 5 years of Pension Credit and
Eligibility worked in covered employment for at least 300 hours during the year of
disability and the prior Plan Year combined.

Disability Benefit — Same as the calculated Regular Pension, commencing immediately.

Amount of Benefit
If married, the pension is payable in the 50% Joint and Survivor form of payment.

At regular retirement, the pensioner may elect another form of payment.

Vested Benefit Vesting is provided for participants who have accumulated at least 10 years of
Pension Credit (5 years of Pension Credit for employees of the unions or of the
Trust). Employees with at least one hour of service on or after January 1, 1988,
also vest upon the later of (a) age 65 or (b) the fifth anniversary of
commencement of participation in the Plan without a Break-in-Service.
Employees with at least one hour of service on or after January 1, 1994 are
vested if they have accumulated at least 8 years of Pension Credit. Employees
with at least one hour of service on or after January 1, 1997 are vested if they
have accumulated at least 5 years of Pension Credit.

Pre-Retirement Death Spouse’s Benefit

Benefits If a deceased married participant had not retired but had met the service

requirements for vesting, his spouse receives a survivor’s annuity. The survivor’s
annuity is payable for life, commencing upon the death of the participant, and
the monthly amount is the survivor’s portion of the Regular Pension earned
through the date of death (based on a 50% Joint and Survivor Annuity). (Prior to
January 1, 1994, the survivor annuity was a monthly amount, payable for life,
equal to 50% of the benefit the participant would have received had he retired
on the Joint and Survivor pension the day before he died. If the participant was
under age 55 and vested at the time of death, the benefit to the spouse was
deferred until the participant would have been age 55.)

Lump Sum Death Benefit For active participants with at least one year of Future Service Credit. The
amount of benefit is equal to $500.00 for each year of Pension Credit, Past or
Future, up to a maximum of $20,000 ($10,000 prior to January 1, 1994). This
benefit is payable only if no other death benefit is payable.
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Schedule MB, Line 6 (cont.)
Summary of Plan Provisions

Forms of Payment Normal Form:

For married participants, retirement benefits are paid in the form of a 50% joint
and survivor annuity (with “pop-up” increase feature) unless this form is rejected
by a participant. If not rejected, the benefit amount otherwise payable is reduced
to reflect the joint and survivor form. If rejected, or if not married, benefits are
payable for the life of the participant without reduction. Unmarried participants
may elect the joint and survivor annuity as an optional form of payment.

Optional Forms:

Lump Sum Option

A participant retiring on a Regular Pension who rejects the Joint and Survivor
Benefit or is not married may elect to receive up to 50% of the actuarial
equivalent of his pension as a lump sum payment and the remaining portion of
his benefit as a life annuity or joint and survivor annuity. The actuarial
equivalence is based upon 6.50% interest and the 1971 Group Annuity Mortality
Table, or the PPA statutory interest rates and mortality table, whichever
produces the greater lump sum. The lump sum payment may not exceed
$50,000.

Life Annuity

Monthly payment, payable to the participant for life. Payments stop upon the
death of the participant.

Qualified Optional Survivor Annuity

A 75% joint and survivor annuity is available to married participants.

Actuarial Equivalence Benefits under the 50% joint and survivor annuity (with “pop-up” increase
feature) are converted from the amount payable under the Life Annuity by a
factor equal to 90.0% minus 0.4% for each year that the spouse is younger than
the Employee, and plus 0.4% for each year that the spouse is older that the
Employee, subject to a maximum factor of 99.0%. Other optional joint forms of
benefit for healthy and disabled employees are also converted by means of a
formula.

Contribution Rates Employer contribution rate is $1.305 per hour, effective through May 31, 2020
and $1.405 per hour thereafter.
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Schedule MB, Line 6 (cont.)
Summary of Plan Provisions

Changes in Plan Employer contribution rate is $1.405 per hour, effective June 1, 2020; prior to
Provisions June 1, 2020 the contribution rate was $1.305 per hour.

U:\SNCB\RET\2021\GOV\2020 Schedule MB\Summary of Plan Provisions.doc
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Schedule MB Attachments
Schedule of Projection of Expected Benefit Payments

Schedule MB, line 8b(1) - Schedule of Projection of
Expected Benefit Payments
Plan Year Beginning January 1 Expected Annual Benefit Payments
2020 $197,219,605
2021 $189,708,286
2022 $200,701,781
2023 $208,244,943
2024 $216,622,094
2025 $223,394,240
2026 $227,918,375
2027 $233,520,499
2028 $235,887,785
2029 $237,377,770

Note

Expected benefit payments assume no future accruals, no future new entrants to the Plan, and experience consistent
with the valuation assumptions set forth herein.

U:\SNCB\RET\2021\GOV\2020 Schedule MB\Schedule MB, line 8b(1) - Schedule of Projected Benefit Payments.docx
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Schedule MB Attachments
Statement by the Enrolled Actuary

Plan Sponsor: Board of Trustees, Southern Nevada Culinary & Bartenders Pension Plan
EIN: 88-6016617

Plan Number: 001

Plan Name: Southern Nevada Culinary & Bartenders Pension Plan

Valuation Date: January 1, 2020

Enrolled Actuary: Cary Franklin

Enrollment Number: 20-04013

The actuarial assumptions and methods, in combination, represent the enrolled actuary’s best
estimate of anticipated experience under the plan, subject to the following conditions:

The actuarial valuation, on which the information in this Schedule MB is based, has been
prepared in reliance upon the employee and financial data furnished by the plan administrator
and the plan’s auditor. The enrolled actuary has not made a rigorous check of the accuracy of this
information but has accepted it after reviewing it and concluding it is reasonable in relation to
similar information furnished in previous years. The amount of contributions shown in Line 3 of
Schedule MB was entered in reliance on information provided by the plan’s auditor.

U:\SNCB\RET\2021\GOV\2020 Schedule MB\Statement by Enrolled Actuary.doc
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