Form 5500

Department of the Treasury
Internal Revenue Service

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

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).

Department of Labor » Complete all entries in accordance with

Employee Benefits Security . .
Administration the instructions to the Form 5500.

Pension Benefit Guaranty Corporation

2017

This Form is Open to Public

Inspection
Part | | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A This return/report is for: a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of

|:| a single-employer plan D a DFE (specify)
B This returnireport is: |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)

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

participating employer information in accordance with the form instructions.)

D Check box if filing under: Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan 001
WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND number (PN) »
1c Effective date of plan
05/03/1960
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) 94-6076144
B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND 2C Plan Sponsor's telephone
number
503-224-0048
5331 SW MACADAM AVE, SUITE 220 2d Business code (see
PORTLAND, OR 97239 instructions)
561110

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

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

SIGN  Filed with authorized/valid electronic signature. 10/12/2018 SUZANNE MODE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual sighing as DFE

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

Form 5500 (2017)
v. 170203
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3a Plan administrator's name and address |x| Same as Plan Sponsor 3b Administrator's EIN
3C Administrator's telephone
number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5 Total number of participants at the beginning of the plan year 5 ‘ 7512
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAT ...............ccoveeverviveeereeeisesee oo 6a(l) 809
a(2) Total number of active participants at the end 0f the PIAN YEAI ...........ccc..iverireerriereieriseeeeseseeses s 6a(2) 657
b Retired or separated participants reCeiVing DENEMILS ..............c.cccvvuiueiieeieeeeiee ettt s e en e s senen 6b 3734
C Other retired or separated participants entitled to fUtUrE DENEFILS ............oieee oo 6C 2801
d  Subtotal. Add INES BaA(2), BD, AN BC........c.cveveveeeeeieeeeeeieeeeeeeeeteestet et e e eeee et e e s e st et es s eeeaeaet et esenneessesessesenneesseeensessnenseens 6d 7192
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........c.cccoeeereererieereeeeennnd 6e 230
T Total. AAG lINES B AN BE. ........oveceeeieesecee ettt s e s et s et es s e s enae s s s et e e st es s st enee s e s s et ne et en s enaessee st anen s nensaned 6f 7422
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS HEM) ..v..evveeecveeeeee ettt es et ee st e et es et e et en e e ee et et ens et s eeeesne et enseeens st ansneesns et s st esnssssnentesneetensntesnensenensned 69
h  Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 1006 VESTEO ........cvoieieesseieieeseessseieesssssessesssessesessessessesessessssnsssssessssessessesnsseeseeseesessssnesnesssssseesnsssssenesnessssssnesnesesssanead 6h 5
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item).........| 7 185
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
1A
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)
(2) 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) H (Financial Information)
2) |:| | (Financial Information — Small Plan)
(2) MB (Multiemployer Defined Benefit Plan and Certain Money )
Purchase Plan Actuarial Information) - signed by the plan ©) I:I — A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial ®) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) |:| G (Financial Transaction Schedules)
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Part Il | 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.) cooomieoiereiiene e e [] vyes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2017 Form M-1 annual report. If the plan was not required to file the 2017 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE MB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Multiemployer Defined Benefit Plan and Certain
Money Purchase Plan Actuarial Information

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the
Internal Revenue Code (the Code).

Department of Labor
Employee Benefits Security Administration

OMB No. 1210-0110

2017

This Form is Open to Public

- ) - Inspection
Pension Benefit Guaranty Corporation ;
» File as an attachment to Form 5500 or 5500-SF.

For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017

» Round off amounts to nearest dollar.

D 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
WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND plan number (PN) > 001

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF
B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

D Employer Identification Number (EIN)
94-6076144

E Type of plan: (1) Multiemployer Defined Benefit

(2) D Money Purchase (see instructions)

1a Enter the valuation date: Month _ 01 Day _ 01 Year 2017
b Assets
(1) CUITENE VAIUE Of BSSELS ....eutieiiiitieitie ettt ettt e bttt e et e bt e b e e s be e e st e e saeesab e e beeanbeesbeebeesaneanteenns 1b(1) 326919954
(2) Actuarial value of assets for funding standard account 1b(2) 342812133
C (1) Accrued liability for plan using immediate gain Methods ............cccccviviiiiiiieiiiiece e 1c(1) 527455968
(2) Information for plans using spread gain methods:
(a) Unfunded liability for methods With DASES...........ccccvevviveviieiiieiieei ettt 1¢(2)(a)
(b) Accrued liability under entry age Normal MEthod................cvvreueecuereeeeeeeeee e 1c(2)(b)
(c) Normal cost under entry age NOrMal MEhOU...............cccurueuevivieeeeceeeeie et 1¢(2)(c)
(3) Accrued liability under unit credit COSt METNOM...........cocuiveveverieeececeeee ettt es e ees 1¢(3) 527455968
d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions).......... l 1d(1)
(2) “RPA ‘94" information:
(@) CUITENTE HADIIILY ...t b et sh et ee b e e b e nb e e bt e e nbe e beesneas 1d(2)(a) 821081746
(b) Expected increase in current liability due to benefits accruing during the plan year ........................ 1d(2)(b) 1590494
(c) Expected release from “RPA ‘94" current liability for the plan year .............cccceevevvieieceicieeeeeee 1d(2)(c) 40137025
(3) Expected plan disbursements for the plan Year.............ccccociiiiiiiiiiiiiiiiicc e 1d(3) 40137025

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied
in accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other

assumptions, in combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 10/11/2018
Signature of actuary Date
PAUL L. GRAF 17-05627

Type or print name of actuary
RAEL & LETSON

Most recent enrolliment number
206-456-3340

Firm name
999 THIRD AVENUE SUITE 1530, SEATTLE, WA 98104

Address of the firm

Telephone number (including area code)

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

instructions

]

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

Schedule MB (Form 5500) 2017
v. 170203
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2 Operational information as of beginning of this plan year:

A Current value Of aSSetS (SEE INSIIUCHIONS) .....iiiiiiiiiiiie ettt et ettt e e e e e st e e aaat e e eenean e 2a 326919954
b “RPA ‘94" current liability/participant count breakdown: (1) Number of participants (2) Current liability
(1) For retired participants and beneficiaries receiving payment...........ccccceevvevvecernreene 3845 498873239
(2) For terminated vested PartiCiPanTS .........cocuveiieriierie et 2827 221276838
(3) For active participants:
(a) Non-vested benefits 1227650
(b) VeSted DENETILS .......iiiiiiiie e 99704019
(C) TOtAI @CHVE.....eetieiieieee e e 809 100931669
() TOMAL .. e e 7481 821081746
C If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 2¢
QL= (0T 417V L= 39.82%
3 Contributions made to the plan for the plan year by employer(s) and employees:
(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
07/01/2017 9588489 0
Totals > | 3(b) 9588489 | 3(c) |
4 |nformation on plan status:
a Funded percentage for monitoring plan’s status (line 1b(2) divided by liN€ 1¢(3))....ccvevverveeiieierierieieeee e 4a 65.0%
b Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of plan’s status). If 4b D
[oTo Lo L= =Tt N TR To i (o T8 11T
C Is the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? ... Yes D No
d If the plan is in critical status or critical and declining status, were any benefits reduced (See INSUCHONS)?...........ccocvveviveveeeeieeeereeeieeains D Yes No
e Ifline dis “Yes,” enter the reduction in liability resulting from the reduction in benefits (see instructions),
measured as of the ValUAtioN JALE .............ccoiiiiiiiiii e e de 0
f If the rehabilitation plan projects emergence from critical status or critical and declining status, enter the plan
year in which it is projected to emerge.
If the rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which insolvency is af 2034
expected and ChECK NEIE ... .o et e st e e e e e e annee e é
5 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 C Accrued benefit (unit credit) d D Aggregate
e D Frozen initial liability f D Individual level premium g |:| Individual aggregate h D Shortfall
i [] other (specify):
j Ifbox his checked, enter period of use of ShOTtfall METNOD ..............covurieiiriieieieiee e l 5j |
Kk Has a change been made in funding Method for thiS PIAN YEAI? ...........cocviviiiieee ettt n e et D Yes No
| Ifline k is “Yes,” was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval?.............ccc.cceevvererrierernennns D Yes D 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 MENOM ............ocuuiiiiiiie e e s
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6 Checklist of certain actuarial assumptions:

A Interest rate for “RPA ‘94" CUITENT HADIIY.........ooi ittt e ettt e et e e e sbb e e e sbbee e satneessbeeaeenteeeennnees] ‘ 6a ‘ 3.05%
Pre-retirement Post-retirement
b Rates specified in insurance or annuity CONtracts ................o.ccoverrveuennnne. |:| Yes D No N/A |:| Yes D No N/A
C Mortality table code for valuation purposes:
(1) MAIES.....oiiiiiitieeee e 6¢c(1) 13P 13P
(2) FEMAIES ...ttt 6¢c(2) 13P 13P
d Valuation liability iNtEreSt Fate............cccevevuevreervereeereeeeieseeeeseeeeinen 6d 7.25% 7.25%
€ EXPENSE 10adiNg ......cceiviieieiiiie et 6e 178.9% |:| N/A % N/A
f Salary SCAlE ... 6f % N/A
g Estimated investment return on actuarial value of assets for year ending on the valuation date..................... 6g 6.8%
h Estimated investment return on current value of assets for year ending on the valuation date........................ 6h 6.4%
7 New amortization bases established in the current plan year:
(1) Type of base (2) Initial balance (3) Amortization Charge/Credit
1 1021519 106233
4 -6594691 -685815
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 8a
the ruling letter granting the APPrOVAL............ccuiiiiiiiiii e
b(1) Is the plan required to provide a projection of expected benefit payments? (See the instructions.) If “Yes,” Yes D No
AHACKH 8 SCHEAUIE. ...ttt h ettt a ettt e e bt e she e e st e e bt ettt e e enbeesanes
b(2) Is the plan required to provide a Schedule of Active Participant Data? (See the instructions.) If “Yes,” attach a Yes D No
o] T=To 0T SO O U P PR PRPPR
C Are any of the plan’s amortization bases operating under an extension of time under section 412(e) (as in effect Yes D No
prior to 2008) or Section 431(d) Of tE COUE?........eii ittt e b e e st e s b e e ebn e e e anneeas
d Ifline cis “Yes,” provide the following additional information: ‘
(1) Was an extension granted automatic approval under section 431(d)(1) of the Code?.........c.cccceervvennennns Yes I:I No
(2) If line 8d(1) is “Yes,” enter the number of years by which the amortization period was extended............. ’ 8d(2) ‘ S
(3) Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect prior D Yes No
10 2008) O 431(d)(2) OF tNE COUR? ...ttt ettt e et eeae e e e e e e e anee
(4) If line 8d(3) is “Yes,” enter number of years by which the amortization period was extended (not
. . L 8d(4)
including the number of years in lINE (2)) .....cvvo i e e
(5) If line 8d(3) is “Yes,” enter the date of the ruling letter approving the extension.............c.cccoccvevveniieniennd 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 .........ccooiiiiiiiiiiieiee e

D Yes |:| No

e If box 5his checked or line 8c is “Yes,” enter the difference between the minimum required contribution
for the year and the minimum that would have been required without using the shortfall method or 8e 54414031
extending the amOortiZation DASE(S) .......ciuuuiiiiiiieiiee ittt s
9 Funding standard account statement for this plan year:
Charges to funding standard account:
a Prior year funding defiCIENCY, if @NY........cciiiiieiece ettt ettt re et re e eaeeneen 9a 0
b Employer's normal cost for plan year as of ValUation date.................cceuveecueveueireeeeereeeeeeieseees et 9b 2108688
C Amortization charges as of valuation date: Outstanding balance
(1) All bases except funding waivers and certain bases for which the ac(1)
amortization period has been extended..............cccocoevieveeereeeeend] 286094411 36045202
(2) FUNAING WAIVETS ..ottt 9¢c(2) 0 0
(3) Certain bases for which the amortization period has been
9¢c(3) 0 0
EXEENARA ...t ee]
d Interest as applicable 0N NES 98, 9D, AN OC .......vvvveeeeeeeeeee et e e ee s eeee e eeend 9d 2766157
9e 40920047

€ Total charges. Add lines 9a through 9d..............coiiiiiiiiiii e
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Credits to funding standard account:

T Prior year credit DalanCe, if ANY .........cc.cc..cvvoiiieieee ettt of 35343447
g Employer contributions. Total from column () of iN€ 3 ... 9g 9588489
Outstanding balance
h Amortization credits as of valuation date................c.cccerirererreereirerenennns] 9h 66107129 9237401
i Interest as applicable to end of plan year on lines 9f, 99, aNd 9N ........cc.ccevvicueiiieeieeeeeeee e 9i 3579694
j Full funding limitation (FFL) and credits:
(1) ERISA FFL (accrued liability FFL) ......c.oooiieiiiiiiiiiceieeeeec s 9j(1) 255242290
(2) “RPA ‘94" override (90% current liability FFL) .....ccccoeviiiiiiiiieiieeieee, 9j(2) 401689896
(B)  FFL Creit ..otttk et h ettt ettt ettt b et 9j(3) 0
K (1) Waived fuNdiNg dEfICIENCY ........cccviviceeiieiieiieeieceeet ettt ettt ettt en e 9Kk(1) 0
(2)  OtNET CrEOILS ...ttt ettt h e b et s et et st e bt e bbbt e nbe e e n e e naneen e e 9k(2) 0
| Total credits. Add lines 9f through 9i, 9j(3), 9K(L), AN TK(2)....vvvvrerrerereiereeeeeeeese e eeese e es s senens 9l 57749031
m Credit balance: If line 9l is greater than line 9e, enter the difference ...........ccocoieiiiii e 9m 16828984
N Funding deficiency: If line 9e is greater than line 91, enter the difference............cccocieiiiiii e 9n
9 0 Current year's accumulated reconciliation account:
(1) Due to waived funding deficiency accumulated prior to the 2017 plan year ..........ccccoceeeeiieeeiineeennnn. 90(1) 0
(2) Due to amortization bases extended and amortized using the interest rate under section 6621(b) of the Code:
(a) Reconciliation outstanding balance as of ValUALION QALE .................cccrvevrivreeeeeereeeeeeeeeeseeseeeeseeneas 90(2)(a) 0
(b) Reconciliation amount (line 9¢(3) balance MIiNUS 1N 90(2)(2)).......cveveverrreeereeereeeeseeereeeeereneeeen, 90(2)(b) 0
(3)  TOtal @S OF VAIUALION TALE ...........cvoveeeeeeeeeseeeeeeee et eee e en s eneneeneseen e 90(3) 0
10 Contribution necessary to avoid an accumulated funding deficiency. (See inStructions.) ...............c..c.cv... 10 0
11 Has a change been made in the actuarial assumptions for the current plan year? If “Yes,” see instructions. ................. Yes I:I No




: H R OMB No. 1210-0110
SCHEDULE C Service Provider Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under section 104 of the Employee
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bgr?;zt?§2c3rityaAZ:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND plan number (PN) 3 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND 94-6076144

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 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
WCM INVESTMENT MANAGEMENT

45-5564660
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2017

v.170203
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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




Schedule C (Form 5500) 2017

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)

BENESYS, INC.

38-2383171

(b)

()

(d)

()

(f)

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
13 50 NONE 489843

Yes D No

Yes D No D

Yes |:| No D

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

CHEVY CHASE TRUST

7501 WISCONSIN AVE 1500
W BETHESDA, MD 20814

(b)

()

(d)

(€)

(f)

(¢))

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
2851 NONE 316184

Yes |:I No

Yes D No D

Yes |:| No D

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

RAEL & LETSON

94-1701048

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
1150 NONE 308098

Yes D No

Yes D No D

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

JP MORGAN INVESTMENT MANAGEMENT INC

13-3200244

(b)

()

(d)

()

(f)

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 51 52 NONE 272028| 0
YesD N0|:| YesD NoD Yes|:| N0|:|
(@) Enter name and EIN or address (see instructions)
VERUS PO BOX 303

TUALATIN, OR 97062

(b)

()

(d)

(€)

(f)

(¢))

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
27 50 NONE 205000

Yes |:I No

Yes D No D

Yes |:| No D

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

LOOMIS, SAYLES

04-1554520

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
28 51 NONE 202625

Yes D No

Yes D No D

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

GROSVENOR

36-3795985

(b)

()

(d)

()

(f)

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
28 51 52 NONE 195008

Yes D No

Yes D No D

Yes |:| No D

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

JOSEPH L. REINHART, P.C.

7355 SW HERMOSO WAY
TIGARD, OR 97223

(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?

193725

Yes |:I No

Yes D No D

Yes |:| No D

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

(b) (c)
Service Relationship to
Code(s) |employer, employee
organization, or
person known to be
a party-in-interest
29 50 NONE
PANAGORA

470 ATLANTIC AVE 9
BOSTON, MA 12210

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

28 51

NONE

150098

Yes No D

Yes No D

1119

Yes |:| No
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

HEMMING MORSE

30-0702322
(0) © (A NG G, @ ON
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -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-.
10 50 NONE 145291
YesD No YesD NoD Yes|:| N0|:|
(@) Enter name and EIN or address (see instructions)
INTECH
01-0614895

(b)

()

(d)

(€)

(f)

(¢))

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
2851 NONE 133456

Yes |:I No

Yes D No D

Yes |:| No D

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

IFM INVESTORS PTY LTD

114 WEST 47TH STREET, 26TH FLOOR
NEW YORK, NY 10036

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 40 52 NONE 0 96535

Yes No D

Yes D No

Yes |:| No
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

GROSSMAN HEINZ LLC

730 HOPMEADOW ST.
SIMSBURY, CT 06070

(b)

()

(d)

()

(f)

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
2950 NONE 95000 0
YesD N0|:| YesD NoD Yes|:| N0|:|
(@) Enter name and EIN or address (see instructions)
SEGAL 100 MONTGOMERY STREET, SUITE 500

SAN FRANCISCO, CA 94104

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -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-.
17 50 NONE 88366
Yes[l N0 YesD No[l Yes[l NOD
(a) Enter name and EIN or address (see instructions)
INVESCO
58-1707262

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
52 51 28 NONE 60198

Yes D No

Yes D No D

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

REED SMITH

1510 PAGE MILL RD, SUITE 110
PALO ALTO, CA 94304

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

organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -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-.
2950 NONE 50892
YesD No YesD NoD Yes|:| N0|:|
(a) Enter name and EIN or address (see instructions)
US BANK
31-0841368

(b)

()

(d)

(€)

(f)

(¢))

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
19 50 NONE 40421 0

Yes No D

Yes No D

Yes |:| No

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

KILMER, VOORHEES & LAURICK

732 NW 19TH AVE
PORTLAND, OR 97209

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
50 49 NONE 35539

Yes D No

Yes D No D

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

MELLON CAPITAL MANAGEMENT

25-6078093

(b)

()

(d)

()

(f)

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 51 52 NONE 35210 0

Yes No D

Yes No D

Yes |:| No

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

JH HERRLE & ASSOC

93-0692196

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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?

22

NONE

Yes No D

Yes D No

18690

Yes |:| No

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

CLIFTON GROUP

41-0995965

(b)

(c)

(d)

(€)

(f)

(9)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
28 51 NONE 13189

Yes D No

Yes D No D

Yes |:| No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

BLACKROCK

94-3112180

(b)

()

(d)

()

(f)

@)

(h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
2851 NONE 12753 0

Yes D No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

()

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?

Yes D No D

Yes D No D

Yes |:| No D

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

(b)
Service
Code(s)

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

(d)

Enter direct
compensation paid
by the plan. If none,

enter -0-.

(e)

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

)

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

(9)

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No D

Yes D No D

Yes |:| No D
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Part | | Service Provider Information (continued)

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

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

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

(b) service Codes
(see instructions)

(C) Enter amount of indirect
compensation

IFM INVESTORS PTY LTD

28 40 52

96535

(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.

IFM GLOBAL INFRASTRUCTURE FU N/A
98-0569684
(a) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of indirect
(see instructions) compensation
JH HERRLE & ASSOC 22 18690

(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.

TRAVELERS CASUALTY & SURETY

41-0518850

INSURANCE AGENT/BROKER COMMISSIONS RECEIVED
FOR PLACEMENT AND SERVICING OF VARIOUS
PROPERTY/CASUALTY INSURANCE POLICIES

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

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

this Schedule.

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

(b) Nature of

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

instructions) Service provide
Code(s)
CAUSEWAY CAPITAL 28 52 SERVICE PROVIDER FAILED TO RESPOND TO INDIRECT

MANAGEMENT INC.

95-4861680

COMPENSATION QUESTIONNAIRE

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

(b) Nature of

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

instructions) Service provide
Code(s)
270 PARK AVE - 7TH FLOOR 2851 SERVICE PROVIDER RECEIVED DIRECT COMPENSATION BUT FAILED

JP MORGAN CHASE AND
CO NEW YORK, NY 10017

TO RESPOND TO INDIRECT COMPENSATION QUESTIONNAIRE

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

(b) Nature of

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

instructions) Service provide
Code(s)
BLACKROCK 400 HOWARD STREET 28 51 SERVICE PROVIDER RECEIVED DIRECT COMPENSATION BUT FAILED

SAN FRANCISCO, CA 94105

TO RESPOND TO INDIRECT COMPENSATION QUESTIONNAIRE

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

(b) Nature of

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

instructions) Service provide
Code(s)
GROSSMAN HEINZ LLC 730 HOPMEADOW ST. 29 50 SERVICE PROVIDER RECEIVED DIRECT COMPENSATION BUT FAILED

SIMSBURY, CT 06070

TO RESPOND TO INDIRECT COMPENSATION QUESTIONNAIRE

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(C) Describe the information that the service provider failed or refused to
provide
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Part Ill | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

DFE/Participating Plan Information

OMB No. 1210-0110

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

2017

P File as an attachment to Form 5500.

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

Inspection.
For calendar plan year 2017 or fiscal plan year beginning ~ 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND
plan number (PN) 4 001

C Plan or DFE sponsor's name as shown on line 2a of Form 5500
B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

D Employer Identification Number (EIN)
94-6076144

Part |

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

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

a Name of MTIA, CCT, PSA, or 103-12 [IE: PANAGORA SMALL CAP CORE GROUP TRUST

b Name of sponsor of entity listed in (a): PANAGORA ASSET MANAGEMENT
d Entity E € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 04-3183235-005 code 103-12 IE at end of year (see instructions) 18531233
a Name of MTIA, CCT, PSA, or 103-12 IE: LOOMIS SAYLES CORE PLUS FIXED INCOM
b Name of sponsor of entity listed in (a): LOOMIS SAYLES & & CO., LP
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
- - - ' ! ' 70907544
C EIN-PN 84-6391546-010 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE; BRANDES NON US SMALL CAP PORTFOLIO
b Name of sponsor of entity listed in (a): BRANDES INVESTMENT PARTNER LP
d Entity E € Dollar value of interest in MTIA, CCT, PSA, or
- . . ' ’ ' 6951732
C EIN-PN 36-7157159-001 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: INVESCO BALANCED RISK ALLOCATION TR
INVE TRUST MPANY
b Name of sponsor of entity listed in (a): SCOTRUSTCO
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or
- . . ' ’ ' 36505068
C EIN-PN 26-6399613-001 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: EQUITY INDEX NON LENDABLE FUND
b Name of sponsor of entity listed in (a): BLACK ROCK INSTITUTIONAL TRUST COMPANY
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- -0300291-001 c N POy 41802
C EIN-PN 80-0300291-00 code 103-12 IE at end of year (see instructions) 802533
a Name of MTIA, CCT, PSA, or 103-12 IE; INTECH US MANAGED VOLATILITY FUND
b Name of sponsor of entity listed in (a): INTECH
d Entity E | e Dollar value of interest in MTIA, CCT, PSA, or 3
- . . ' , ' 1363314
C EIN-PN46-3404148-001 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: JPMCB SPECIAL SITUATION PROPERTY FU
b Name of sponsor of entity listed in (a): JP MORGAN CHASE BANK, NA
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 13068464
C EIN-PN 13-3980309-001 code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2017
v.170203
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Name of MTIA, CCT, PSA, or 103-12 |E:

THE ASB ALLEGIANCE REAL ESTATE FUND

CHEVY CHASE TRUST COMPANY

Name of sponsor of entity listed in (a):

EIN-PN 52-6257033-006 d Entity C € Dollar value of interest in MTIA, CCT,‘PSA, or 32942746
code 103-12 IE at end of year (see instructions)
Name of MTIA, CCT, PSA, or 103-12 |E: EB DAILY VALUED GLOBAL ALPHA FUND
- . THE BANK OF NY MELLON
Name of sponsor of entity listed in (a):
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or

- 25-607 -1 u o 0

EIN-PN  25-6078093-166 code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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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

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

b Name of
plan sponsor

EIN-PN

a Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULEH
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2017

Pension Benefit Guaranty Corporation

This Form is Open to Public

Inspection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017
A Name of plan B Three-digit
WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND plan number (PN) Y 001

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

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

D Employer Identification Number (EIN)
94-6076144

Part | |Asset and Liability Statement

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

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

Assets (a) Beginning of Year (b) End of Year
A Total NONINtEreSt-DEANNG CASN ..........o.eveeeeereeee e la 87054 3838784
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONTDULIONS ... 1b(1) 584491 445675
(2) Participant CONTBULIONS ...............coeveiereeeeeeseeseeseseseesees s s 1b(2)
(B) OHNBT ...ttt 1b(3) 3365176 3748
C General investments:
Q) Interest-b_earing cash (include money market accounts & certificates 1c(1) 2800372 925574
OF AEPOSIL) ..ttt
(2) U.S. GOVEINMENT SECUNES. ........eeverereeeeeeeeeeseseeeeeseeeeesseseseseseeeseeeeeeseneees 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEfEITEU ..o 1c(3)(A)
(B) AlLOtNET .....cooviceiiceeeeeee e 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred... lc(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests ..................... 1c(5) 45342595 53874920
(6) Real estate (other than employer real property) 1c(6)
(7) Loans (other than to PartiCiPants) ............ccceveeveeereeresresesesseeessensenseeen. 1c(7)
(8) PartiCIPANT IOANS ..ottt 1c(8)
(9) Value of interest in common/collective truStS............c.eeveveriereereieeiens 1c(9) 200652274 195226355
(10) Value of interest in pooled separate acCoUNtS...........c.coevevevevevereereeennnn. 1c(10)
(11) Value of interest in master trust investment accounts .............cc.ccceeeeee. 1c(11)
(12) Value of interest in 103-12 investment entities ..............cccovovevereernnnn. 1c(12) 48644555 56846279
(13) \f/uaritég)of interest in registered investment companies (e.g., mutual 1c(13) 12748047 15728739
(14) Value of funds held in insurance company general account (unallocated |~ ;v
[o70] 11 =Tt ) PRSP P EP U PPPPPPRN
(15) OHNET ..ottt 1c(15) 13112303 8495797

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

Schedule H (Form 5500) 2017
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUNHES ...v.vcvevecerireeerceeieseeeeeeeae s eessae s tes s sene s s e 1d(1)
(2) EMPIOYET FAI PrOPEILY ....voveceveeeeereeeteeeseeseeeetenes e see e s s snes 1d(2)
€ Buildings and other property used in plan operation.............cccceveveevveee e, le
f Total assets (add all amounts in lines 1a through 1€)..........c.cccovevveueeeennnnn. 1f 327336867 335385871
Liabilities
g Benefit Claims PAYADIE ...........cvveviiieeiiieieee e 1g
N Operating PAYADIES ...........ooeeeeeeeeeeeeeeeeee e 1h 416913 337558
| ACQUISItION INAEDIEANESS ... 1i
J Other ABIlItIES. .........vveveceecee e 1j
K Total liabilities (add all amounts in lines 1g throughdj).........ccocveeeereverenenn. 1k 416913 337558
Net Assets
| Net assets (subtract line 1k from iN€ 1) .........ccvveveveveeereeeeereeee oo, ‘ 1l ‘ 326919954 335048313

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 (@) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) EMPIOYErS.........cccocovvrvevrneen. 2a(1)(A) 9610688

(B)  PAtCIDANES ...t ees e en s ene s 2a(1)(B)

(C) Others (INCIUAING FONOVETS) .........veiveeeeereeeeeeeeeeeeee e eseeeees 2a(1)(C)
(2) NONCASh CONADULIONS ........voveveeeeeeeeee e 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ............... 2a(3) 9610688

b Earnings on investments:

(1) Interest:

) Ceriicatos of Gepost) o o B A ] 220 7487

(B) U.S. GOVEINMENE SECUMLES .........voeeeeeeeeeeseesieseesesiesieseseesseseenesnes 2b(1)(B)

(C) Corporate debt INSIIUMENTS.............cevreerereeereereeieeseeseeessenesenseeseeens 2b(1)(C)

(D) Loans (other than to PArtiCiPANS) ............ccoeveeeervreereereesieeerenesessenens 2b(1)(D)

(E)  PartiCipant I0@NS.............cvviveeerreeseereeeeseesesessesseseseessnesseseseesenessenend 2b(1)(E)

LG T L 1T OO RRRRRN 2b(1)(F) 4833

(G) Total interest. Add lines 2b(1)(A) through (F) .......ccoevvvevererererernenen, 2b(1)(G) 12320
(2) Dividends: (A) Preferred StoCK..........ccvvrerereeerereeseesesesesesssesseesesessnes 2b(2)(A)

(B)  COMMON SLOCK .......ovieeeeeeeseeee e eeee e eneen s 2b(2)(B)

(C) Registered investment company shares (e.g. mutual funds)............ 2b(2)(C) 282191

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 282191
(B) RENES....ovviieiee et eeesee et se s n s s sttt s s st n et eneeeas 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..................... 2b(4)(A) 41064524

(B) Aggregate carrying amount (S€e iNStructions) ..............ccceeeveervenenen. 2b(4)(B) 40335752

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result................. 2b(4)(C) 728772
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate....................... 2b(5)(A)

(B) OHNET oottt 2b(5)(B) 9635157

) A 165 25N A B (B) e e 2)(C) 9635157
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts........................ 2b(6) 19835052

(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7)

(8) Net investment gain (loss) from master trust investment accounts ........... 2b(8)

(9) Net investment gain (loss) from 103-12 investment entities ..................... 2b(9) 8527750

TP ANES (0.0, MUl TGSt 20(10) 3097745
Lo @ {1 1 Toto 2/ = 2c 41674
d Total income. Add all income amounts in column (b) and enter total..................... 2d 51771349
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 40137025

(2) To insurance carriers for the provision of benefits .............cccococovveveveeen.. 2e(2)

(B) OMNET oo 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)......ccceveeueeeeveveruerenen. 2e(4) 40137025
f Corrective distributions (SE€ INSITUCHONS) ...........cevrvereevereeeieeeeeeeeeessieseeeerenens 2f
g Certain deemed distributions of participant loans (see instructions) 2g
N INEEIESE EXPENSE ...ttt 2h
i Administrative expenses: (1) Professional fees .........cooovevvevoeoeeeereseresene. 2i(1) 1224914

(2) Contract adminiStrator fEES.........cccueiiiiiiiiiec e 2i(2) 436382

(3) Investment advisory and management fees .........ccooeeeriiieeiiiiiee i 2i(3) 1431170

() ONEI ..ottt 2i(4) 413499

(5) Total administrative expenses. Add lines 2i(1) through (4).......cccccceeeneeen. 2i(5) 3505965
| Total expenses. Add all expense amounts in column (b) and enter total........ 2j 43642990

Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d 2k 8128359
| Transfers of assets:

(1) TO NS PIAN......eecveeeeeeee e 21(1)

(2) FIOM thiS PIAN c....vovceceeeeeeeeee et 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):
(1) [{] unqualiified  (2)[ | Qualified 3)[ ] isclaimer @)[ ] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? D Yes No

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

(1) Name:VAVRINEK, TRINE, DAY & CO., LLP (2) EIN: 95-2648289

d The opinion of an independent qualified public accountant is not attached because:
1) D 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 GlAs do not complete lines 4a, 4e, 41, 49, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

During the plan year: Yes No Amount

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

b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant's account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEE.) ..o e 4b
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Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccccvevvieeeviieeeviineens 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
Lo 1113 L 1) OSSO RT 4d X
€  Was this plan covered by @ fidelity DONG? ..........c.oieviiiieieiceeeee ettt teeere e 4e | X 500000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
Fraud OF AISNONESLY? ..ottt e et e st e e sbe e e et e et e e e snbeeeaannes 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer? ..........ccccveeeriiriieiienieeneenneens 4q X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?................... ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and
see instructions for formMat reqUIrEMENTS.) .........uii i 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and
see instructions for format reqUIrEMENTS.) ..........ii it e b ereee s 4j X
K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC?..........ceiiiiie e eiiie et e ree e e s ee e see e snaeeenes ak X
I Has the plan failed to provide any benefit when due under the plan? ... 4 X
M If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) et E et n e st n e e e e am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......ccccceeviiiirienieeieenieeneen 4n X
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5¢C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... |X| Yes D No

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4066246

D Not determined

. (See instructions.)



H H OMB No. 1210-0110
SCHEDULE R Retirement Plan Information °
(Form 5500) 2017
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Deparment of Labor 6058(a) of the Internal Revenue Code (the Code).
r \ A This Form is Open to Public
Employee Benefits Security Administration D File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A Name of plan B Three-digit
WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND plan number
(PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND 94-6076144
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
105 (U o1 o] OO P TSV PR OUPPURPUPPROPRRY

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

EIN(s):
Profit-sharing plans, ESOPs, and stock bonus plans, skip line 3.
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 2
YBAI ...t eete ettt ettt e et ete et et e et eeat et e eae et e ebeeabeeteeat e bt eaeebeehe e st e eteeas e beeatenbeeheenteebeeas et en b e beetseteeaeeteebeeabesreenseateeaeere e
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 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .....c.eveevererreeenn. D Yes No D N/A
If the plan is a defined benefit plan, go to line 8.

5 If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year

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

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6al
deficiency not Waived) .......................................................................................................................................
b Enter the amount contributed by the employer to the plan for this Plan YEar..........cccccvevevveviesierseseeeenns 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of @ NEgativVe aMOUNL) ..........ooi it 6C
If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢c be met by the funding deadline?..............ccoevvvicrivinicenee. D Yes D No D N/A

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
administrator agree With the ChaNGE? ..........ooiiiiii et D Yes D No N/A

Part Ill Amendments

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

year that increased or decreased the value of benefits? If yes, check the appropriate
BOX. If N0, CHECK thE “NO” DOX. .. ..vviveeieeeeee ettt ettt n e D Increase I:I Decrease D Both No

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

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?................. D Yes D No
11 a Does the ESOP hold any Preferf@d STOCK? ........ccooovoviveveueuceieeceeeeeeeteteeeeeesesesseete et sees s s esss et eesseseasesseas s es et esesessassessnesesassseesaesneees D Yes D No
b  Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DaCK-T0-DACK” I0N.) ....cciiiiiiiie e e s e e e et e e et eeaaeeeeas
12  Does the ESOP hold any stock that is not readily tradable on an established SECUFtIeS MArKEL? ...........cco.covoivervreeesreereseeseesresenen []ves [] no
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2017

v. 170203
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

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

a  Name of contributing employer || \WU-PMA WELFARE PLAN

b EIN 91-2003015 C  Dollar amount contributed by employer 364558

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 10 Day 31 Year 2023

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

complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 3.25

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

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

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

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

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

a Name of contributing employer

(o3

EIN C  Dollar amount contributed by employer

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

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

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

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

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

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

a Name of contributing employer

(on

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer
of the participant for:

B THE CUITENE YEAT .....voeeeeeeeeeees ettt e et es e e en s s ee st eee st en e s en st en s seeneen e 1l4a 1856
b The plan year immediately preceding the CUITENt PIan YEAT ............c.cvovvieeeeeeeeeeeeeeeeeeeeeee e 14b 1661
C  The Second PreCeding PIAN YEAT ............oc.cieeuiuieierieeeteteetetieeeteteteteae et et e e eteae et eteseetese et eseseetesessesesessatessssesensasenea l4c 1557

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current plan year ...........ccccoecveennnneen. 15a 1.02

b The corresponding number for the second preceding PIAN YT ...............cococoeeeeeeeeeeeeeieeeeeeeeeeeeeeseeeeeeeeee 15b 0.99
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

a Enter the number of employers who withdrew during the preceding plan year .........cccccecveeviiieeviieesiiee e 16a 17

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b 40539999

assessed against SUCh Withdrawn €MPIOYETS ........iiiiiiiiiiiie ittt et e e sttt e e e e s e e esbreesaneeesaneeesannes

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. ......uiuieii e e s s e e et

| 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 INCIUdEd &S @N AHACKIMENT ..ottt et h e bt e oa et e bt e o a bt e bt e eh e e bt e nh et et e e eh bt e bt e abe e e a b e e sheeaabeenbeeenbeenbeeanne

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: 41 8% Investment-Grade Debt: 196% High-Yield Debt: 2 83% Real Estate: 138% Other: 22.0%
b  Provide the average duration of the combined investment-grade and high-yield debt:
|:| 0-3 years 3-6 years D 6-9 years D 9-12 years D 12-15 years D 15-18 years |:| 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?
Effective duration D Macaulay duration D Modified duration |:| Other (specify):



Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210 - 0110
This form is required to be filed for employee benefit plans under sections 104 12100089
qﬁf;ﬁ:;?;\g,:gee ;ﬁs,scﬂy and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
FI—— T sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 201 7
Emplof\zf.n?,ﬁ:‘:ﬁoiewmy P> Complete all entries in accordance with
—TForsen Bonen Gumany Coporaton the instructions to the Form 5500. This Form is Open to
Public Inspection
[PartT| Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A This retum/report is for: Eg a multiemployer plan |__| a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instr.)
a single-employer plan a DFE (specify)
B This return/report is: the first return/report the final return/report
an amended return/report a short plan year return/report (less than 12 months
C Ifthe plan is a collectively-bargained plan, check here ... ... ... | 4
D Check box if filing under: E Form 5558 D automatic extension D the DFVC program
special extension (enter description)

| Partli| Basic Plan Information - enter all requested information

1a Name of plan 1b  Three-digit
WESTERN STATES OFFICE AND PROFESSIONAL plan number (PN) P> 001
EMPLOYEES PENSION FUND ic Effective date of plan
[ g 05/03/1960
2a Plan sponsor's name (employer, if for a single-employer plan) J 2b Employer Identification Number (EIN)
Mailing address (include room, apt., suite no. and street, or P.0. Box) 94-6076144
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2c Plan Sponsor’s telephone number

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLO |503-224-0048

2d Business code (see instructions)

561110

5331 SW MACADAM AVE, SUITE 220

PORTLAND OR 97239

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

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

SIGN )

HERE|_— — — — —
Signature of plan adm);nstrator Date Enter name of individual signing as plan administrator

_Mw 0‘9& } / / Matthew Oglesby

HERE A/ 10 L / J —T T
Signature of employer/plan sﬁon,*r Date 4 Enter name of individual signing as employer or plan sponsor

SIGN ( U

HERE
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2017)

v. 170203

718401 10-04-17


rbucey
Typewritten Text
Matthew Oglesby


Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210 - 0110
This form is required to be filed for employee benefit plans under sections 104
Dopartmiont of the sreasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Demarmant o7 Cabor sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2017
Empk’x:‘:,,?,::f,?joiecumy P> Complete all entries in accordance with
Bension Beneft Guaranty Comporation the instructions to the Form 5500. This Form is Open to
Public Inspection
[PartT | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
A This retum/report is for: @ a multiemployer plan U a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instr.)
a single-employer plan a DFE (specify)
B This retum/report is: the first retum/report the final return/report
an amended return/report a short plan year return/report (less than 12 months
C Ifthe plan is a collectively-bargained plan, CheCk here .. .. et |
D Check box if filing under: E Form 5558 D automatic extension D the DFVC program
special extension {enter description)
[Partll| Basic Plan Information - enter all requested information
1a Name of plan 1b  Three-digit
WESTERN STATES OFFICE AND PROFESSIONAL plan humber (PN) P> 001
EMPLOYEES PENSION FUND 1c Effective date of plan
05/03/1960
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
Mailing address (inciude room, apt., suite no. and street, or P.0. Box) 94-6076144
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 2c¢ Plan Sponsor's telephone number

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLO [503-224-0048

2d Business code (see instructions)

561110

5331 SW MACADAM AVE, SUITE 220

PORTLAND OR 97239

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

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

sorl S e oyl | 7ofrofr8 | Dtezaime Mode
Signature 9f ))»Ian administrator Date Enter name of individual signing as plan administrator
SIGN
HERE e oy
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE rT -
Signature of DFE Date Enter name of individual signing as DFE
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2017)

v, 170203

718401 10-04-17



SCHEDULE MB Multiemployer Defined Benefit Plan and Certain

OMB Na. 1210-0110

(Form 5500) Money Purchase Plan Actuarial Information

Baparimant of the Treasury

Internal Revenue Service This schedule is required to be filed under section 104 of the Employes

2017

Dapartment of Labor

Retirement Income Security Act of 1974 (ERISA) and section 6059 of the
Employes Banefits Security Administration

Internal Revenue Code {the Code).

This Form is Open te Public

Pansan Banet Guararly Corporaion }_Fils as an attachment to Form 5500 or 5500-SF. inepection
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
P Round off amounts to nearest dollar.
} Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established,
A Name of plan B  Three-digit
Western States Office And Professional Employees Pension Fund plan number (PN) 4 001
C Plan sponsor's name as shawn on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN}
BOT Western States Office & Professional EES Pension Fund 94-6076144

E Type of plan: ()] E Multiemployer Defined Benefit {2) I:I Money Purchase (see instructions)
1a Enter the valuation date: Month ___1 Day__ 1 Year_2017
b Assets
(1) Currant value of assels........................ reerereere et 1b{1) 326,919,954
{2) Actuarial value of assets for funding standard aCCOUNL...............v.eeeorrooooosoeoossoooo 1b{2) 342,812,133
€ (1) Accrued liability for plan using immediate gain MEthOLS ............. . ooocoveoeeeerereeeoeeoooooooooooooooeeo 1c{1) 527,455,968
(2) Informalion for plans using spread gain methods:
(a) Unfunded liability for methods with bases e reererasrnsnnneneenen | 16(2){@)
(b) Accrued liability under entry age nomal Method. ... 1c(2)(b)
{c) Normal cost under entry age normal methad....... 1c(2){c)
(3) Accrued liability under unit credit cost method............ 1c{3) 527,455,968
d Information on current iabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions) .........I_‘ld(1)
(2) “RPA ‘94" information:
{a) Cument Hability..........cocccrirerreerieie e, Pt e e e s em e as 1d{2){a) 821,081,746
{b} Expected increase in current liability due to benefils accruing during the plan year.................oo.... 1d{2)({b) 1,590,494
{c) Expecled release from “RPA '94" current liability for the Plan Year........icereacrnrsenesenniennnn] 10l{2)(6) 40,137,025
(3) Expected plan disbursements for the plan year 1d{3) 40,137,025

Statement by Enrolled Actuary
To the best of my knowledge, the information supplied in this schadule and

panying schedulas, stat and attach

ts, If any, is complete and accurate. Each prescribad assumplion was applied

in accordance with applicable law and regulations. In my opinion, each other assumption (s reasonable (taking Into account the experience of the plan and reasonabie expactations) and such other

assumptions, in combination, offer my best astimala of anlicipated experience under the plan.

/o////lOl‘&

SIGN WM A M

HERE
Signature of actuary
PAUL L. GRAF

Date
17-05627

Type or print name of actuary
RAEL & LETSON

Most recent enroliment number
(206)456-3340

Firm name Telephone nu

999 THIRD AVENUE SUITE 1530

SEATTLE WA 98104

Address of the firm

mber (including area code)

If the actuary has not fully reflected an
instructions

y regulation or ruling promulgated under the statute in completing this schedule, check the box and see

O

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

Schadule MB (Form 5500) 2017
v. 170203
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Schedule MB (Form 5500) 2017

2 Operational information as of beginning of this plan year:

@ Current value of assets (SE8 INSUUCHONS) ............ccowvcerrervreeeriecciesssssscemeeeeemsesessssssssssssssseeseeeesessesooeeeooeeeeeeees e | 2a 326,919, 954
b “RPA '94" current liability/participant count breakdown: (1) Number of participants {2) Current liability
(1) For relired participants and beneficiaries receiving payment................ 3,845 498,873,239
{2) For terminated vested PariCIPANIS ............ceeereereeers oo tevseoeeeeeeeoees oo 2,827 221,276,838
{3) For active participants:
(8) Non-vested Benefits...........cc.ccoeeeeeeeer e eseses st oo 1,227,650
(b) Vested benefits...........cc.ce....... S 99,704,019
() Tatal active .. ...t e, 809 100,531,669
{4) Total.. 7,481 821,081,746
C Ifthe percentage resultlng from diwdlng line 2a by line 2b(4) column (2) is less than 70%, enter such 2¢
percantage ... e 39.82%
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
07/01/2017 9,588, 489
Totals » | 3(b) 9,588,489 3(c) | 0
4 Information on plan status:
@ Funded percentage for monftoring plan's status (line 1b(2) divided by ling 16{3)) v...vceeecereeeenenee v, 4a 65.0 %
b Enter code lo indicate plan’s stalus (see instruclions for attachment of supporting evidence of plan's stalus). If 4b
CodB IS "N GO0 TINE 5 .ot ee s ee et D
C Is the plan making the scheduled progress under any applicable funding improvement or rehabiltalion PIANT ..o @ Yes D No
d Ifthe plan is in critical status or critical and declining status, were any benefits reduced (see instructions)? D Yes g'ﬂ No
€ Ifline dis “Yes,” enter the reduction in liabllity resulting from the reduction in benefits (sae Instructions),
measured as of the valuation date .. 4a
f It the rehabilitation plan projects emergence from critical status or critical and declining status, enter the plan
year in which it is projected to emerge.
If the rehabilitation plan is based on loreslalllng posslble insolvency. enter the plan year in which insolvency is 4f
expected and check here .. TR TIITr rryree NPT ..., CHCR R T cél
2034
5 Actuarial cost method used as the basis for this ptan year's funding standard account computations {check all that apply):
a |:| Attained age nomal b D Entry age normal [ E Accrued benefit (unil credit) d D Aggregate
e [] Frozen initial liability f ] individual level premium g [] tndividual aggregate h  [] shortfal
i [:I Other (specify):
j Wboxhis checked, enter period of use of shortfall methodl 5j l
k Has a change been made in funding Method fOr this PIEN YEAT ...............cooccwumueiiiinereeeessssssass e ssssssee s esseseeessesssssssseeeseeseeeeeeeeseeesesss D Yes E No
I Ifline k is “Yes,” was the change made pursuant to Revenue Procedure 2000-40 or other automatic appruval?l] Yes D No
mifline k is *Yes,” and line | is "No,” enter the date (MM-DD-YYYY) of the fullng letter (indlvidual or class) 5m
approving the change in funding method ..




Schedule MB (Form 5500) 2017

Page 3 -| |

6 Checklist of cerlain actuarial assumplions;

A Interest rate for "RPA ‘94" cument liability..............oocorvvovvriceonnsrsieceeeceeeeessrse e J 6a | 3.05 %
Pre-retiremant Post-retirement
b Rates specified in insurance or annuily coNracts............coccevvvverveeeennans |:| Yes D No EI NiA D Yes D No NIA
€ Mortality table code for valuation purposes:
(1) Males ...t e sesseeees e s 6e(1) 13p 13p
{2) Females ..o sssssensrrsssininnd] 68(2) 13p 13p
d Valuation liability interest rate ........ 6d 7.25% 7.25 %
e Expense loading.................. Ge 178.9% D N/A % | E N/A
LI T R - % [ na
g Estimated investment retumn on actuarial value of assets for year ending on the valuation date.....................] 6g 6.8 %
h Estimated investment return an cumrent value of assets for year ending on the valuation date ...................... 6h 6.4 %
7 New amortization bases established in the current plan year:
(1) Type of base {2) Initial batance {3} Amortization Charge/Credit
1 1,021,519 106,233
4 -6,594,691 -685,815
8 Miscellangous information:
a If awaiver of a funding deficiency has been appmwad for this plan year, enter the date (MM -DD- YYYY) of Ba
the ruling letter granting the approval...

b{1) is the plan required to provide a pro]ecbon of expecled beneﬁt paymanls? (See the inslructions ) If “Yes,"

attach a schedule..................

scheduls. ..

C Are any of lhe plan S amortlzahon bases operaling under an axtension of ilme under section 412(9) (as In eﬂect

prior fo 2008} or section 431(d}) of the Code?...
d Ifline cis "Yes,” provide the following additional information:

b{2) Is the plan raquired to provlde a Schedule of Active Participant Data? (See the Instruchons ) If "Yes aﬂach a

(1) Was an extension granted automatic approval under section 431(d){1) of the Code?.........cooerevvireenan

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

(3) Was an extension appraved by the Intemnal Revenue Service under section 412(e) (asin effecl prior
to 2008) or 431(d)}{2) of the Code?

(4) If line 8d(3} is “Yas,” enler number of yaars by which the amortization penod was axtended (not

including the number of years in line (2))....

{5) Ifline 8d(3) is “Yes,” enter the date of the ruling letter approving the extension ........
{6) Ifline 8d(3)is “Yes,” is the amortization base eligible for amartization uslng inlerest rales applicable under

section 6621(b) of the Code for years baeginning after 20077 ..

@ If box 5h is chacked or line Bc is “Yes,” enter the difference between the mimmum requmad contribution

-

E Yes D No
B Yas I:l No
El Yes D No

El Yes D No

.| 8d2) |

5

D Yes E No

8d(4)

| 8d(5)

D Yes |:| No

for the year and the minimum that would have been raqulred without uslng the shorifall method or 8e
extending the amortization base(s)... wavosenn snnsen thibsie s HE R et i e e 54,414,031
9 Funding standard account statement for this plan year:
Charges to funding standard account;
a Prior year funding deficiency, ifany .........cocveeeeneevsvenennn . 9a 0
b Employer's narmal cost for plan year as of valuation date 9b 2,108,688

€ Amortization charges as of valuation date; Quistanding balance
(1) All bases except funding walvers and certain bases for which the 9¢c(1)
amortization period has been extended... . EReeeend 286,094,411 36,045,202
{2} Funding waivers . ] BE(2) 4] 0
(3) Certain bases for which the amortization peﬂod has been 8¢(3)
extended .. v 0
d Interest as applicable on lines 93, 9, AN BC....vwcererveerres oo SRR - 2,766,157
€ Total charges. Add lines 9a through 9d............oceeeiueeee e s e srs s e s o] 08 40,920,047




Schedule MB (Form 5500) 2017

Page 4

Crodits to funding standard account:
f Prior year credit balance, if any....
9 Employer contributions. Total from cofumn [h} of line 3...

35,343,447

5,588,489

h Amortization credits as of valualion date_.. oh

2l
| —

66,107,129

9,237,401

i Mnmﬂhﬁahmﬂnfpﬂnmanlmﬂﬁamﬁh

J  Full funding timitation (FFL) and credits:

S

3!‘ 5?9; 694

(1) ERISA FFL (accrusd ability FFLY ..o aj{1)

255,242,250

(2) "RPA ‘94" override (90% current liability FFL) ... | 8j(2)

401, 6B9,B06

{2) Other credits ... B LA A8 4 KRR AR - A R8RS s b et

| Total credits. m&mmu-mma Gj{3}, Dk{1), and Sk(2).....
m Credit balance: If line 91 is greater than line 9e, enler the difference.................
N Funding deficiency: If line S is greater than line 91, enter the differsnca ...

90 Cument year's accumulated reconciliation account:

{1} Due lo waived funding deficiency accumulated prior to the 2017 PIEM VB ... eeesssansns
(2) Due to amertization bases extended and amortized using the interest rate under section 6621(b) of the Code:
() Reconciliation culstanding balance as of valuationdate ...
{b) Recancilistion armount (line Sc{3) balance minus line 2 | R R

{3) Total as of valuation dals ...

8j(3)

0

0

1]

57,749,031

16,828,984

| ®etn

So{2){a)

FR— L

Bo{3)

10 Contribution necessary to avoid an accumulated I‘undinp :Ial‘idancy {S« instruclions. }

10

oo o o

11 Has a change been made in the actuarial ammmmmmmu%s. sa8 instructions..................






