Form 5500 Annual Return/Report of Employee Benefit Plan

OMB Nos. 1210-0110

1210-0089
Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Internal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee E?e_nefns_ Security 2015
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A This return/report s for: |:| a multiemployer plan; |:| a mylppleﬂ—employer plqn (Fllerg chgcklng this box must attach g list of‘
participating employer information in accordance with the form instructions); or
a single-employer plan; |:| a DFE (specify)
B This return/report is: |:| the first return/report; |:| the final return/report;
|:| an amended return/report; |:| a short plan year return/report (less than 12 months).

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

D Check box if filing under: Form 5558; |:| automatic extension;
|:| special extension (enter description)

|:| the DFVC program;

Part Il Basic Plan Information—enter all requested information

1a Name of plan
St. Olaf College 403 (b) Retirement Plan

1b Three-digit plan
number (PN) » 001

1c Effective date of plan
03/30/1964

2a Plan sponsor’s name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

St. Olaf College

1520 St. Olaf Avenue
Northfield MN 55057

2b Employer Identification
Number (EIN)
41-0693979

2C Plan Sponsor’s telephone

number
(507)786-2222

2d Business code (see

instructions)
611000

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 Nathan T. Engle
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Nathan T. Engle
HERE
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
SIGN
HERE
Signature of DFE Date Enter name of individual signing as DFE

Preparer's name (including firm name, if applicable) and address (include room or suite number)
Ronald Arculeo

Deloitte Tax LLP

1700 Market Street

Philadelphia PA 19103

Preparer’s telephone number

(215)246-2300

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Form 5500 (2015)
v. 150123




Form 5500 (2015) Page 2

3a Plan administrator's name and address @Same as Plan Sponsor 3b Administrator's EIN
3C Administrator’s telephone
number
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 | 2,177
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 PlAN YEAT ...........ccowrriiieier et 6a(1) 795
a(2) Total number of active participants at the end of the Plan YEAr ...........oceriiiriieiieeeee ettt 6a(2) 809
b Retired or separated participants reCEIVING DENETILS ............ccvovevevieeieeeeeeeeee e et ettt ee et ete e ee et ee et eae e san e e e e 6b 0
C Other retired or separated participants entitled t0 FUtUIre DENETILS. ............c.oovieeieeee et 6¢c 1,373
d  Subtotal. Add INES BA(2), B, ANU BC. .........ecvueieeeeeeeeieeeee et et e ee et ee s s e s ee et ee st s e st et se e st eseseneneesenes 6d 2,182
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits..........c.occceiiiiiiiiiic e, 6e 12
f TOtal. A lINES B0 AN BE. ......o.veee ettt ee et ee e eeeeaee e ee e e s ss e se s e sen e e en e s neen st nsen e 6f 2,194
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TNIS TEIM) ... ettt ettt et e e e e e ses e et ee et se e et ee e ee e et ent et et et ne et eeee et et et e et etes e s 69 2,191
h  Number of participants that terminated employment during the plan year with accrued benefits that were
1SS TNAN 100D VESE...........voeeereres et eeeeeeeeeee et ettt es s s s e eeeeeeeresereseeeeeeeeeee et et s vesseseses e eesenereraresesesesesese st eseeeeesesssneres 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)......... 7
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2G 2L 2M 2T
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)
@ Insurance (D) Insurance
2 Code section 412(e)(3) insurance contracts 2) I Code section 412(e)(3) insurance contracts
?3) Trust (©)] Trust
4) General assets of the sponsor 4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
@ @ R (Retirement Plan Information) ) H (Financial Information)
2 |:| MB (Multiemployer Defined Benefit Plan and Certain Money 2) | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan ©) _ 1 A (Insurance Information)
actuary 4) C (Service Provider Information)
©) |:| SB (Single-Employer Defined Benefit Plan Actuarial 5) D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)
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Part 1lI | 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.) ovveeeeesiereeeeee s [] Yes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2015 Form M-1 annual report. If the plan was not required to file the 2015 Form M-1 annual report,
enter the Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure
to enter a valid Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance Information

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

) File as an attachment to Form 5500.

» Insurance companies are required to provide the information
pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2015

This Form is Open to Public

Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
plan number (PN) 4 001

St. Olaf College 403 (b)

Retirement Plan

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

St. Olaf College

41-0693979

D Employer Identification Number (EIN)

Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts Il and |1l can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TIAA-CREF
Approximate number of Palicy or contract year
(c) NAIC (d) Contract or ©)
(b) EIN code identification number persons covered at end of (f) From (g9) To
policy or contract year
13-1624203 69345 406868 1,670 01/01/2015 12/31/2015

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in

descending order of the amount paid.

(a) Total amount of commissions paid

(b) Total amount of fees paid

0

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

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

(b) Amount of sales and base

Fees and other commissions paid

commissions paid

(c) Amount (d) Purpose

(e) Organization code

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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount (d) Purpose

(e) Organization code

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule A (Form 5500) 2015

v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization
commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code

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

(b) Amount of sales and base Fees and other commissions paid (e) Organization

commissions paid (c) Amount (d) Purpose code
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Part Il

Investment and Annuity Contract Information

this report.

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

4 Current value of plan’s interest under this contract in the general account at year end...............cccccoveueeeveeereveeeenennnn. 4 80,532,353
5 Current value of plan’s interest under this contract in separate accounts at year €nd................ccccceweeeeueereeeeeeeeeereeennne. 5 109,895,991
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums PaId t0 CAMTIET. .......ccieoeeeeeeeeee ettt ettt ee ettt et ee et et ettt ee et s e e e ea et e e en et 6b
C  Premiums due but unpaid at the end Of the YA .........cocuiiiiiiii e s 6¢C
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POIICY, ENEEr AMOUNT. ..........ooiiiiiii ittt ee e sbbe e s sabeee e enneeeeaes
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) |:| group deferred annuity
€) |:| other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) |:| deposit administration (2 |:| immediate participation guarantee
®?3) @ guaranteed investment (@) |:| other b
b Balance at the end 0f the PrEVIOUS YEAI...............c.cviviveueuereiiereieieiiieeeeeeeeteteeee e eses s es e e e e en s e e sesaeeeaens [ 7b 65,993,429
C Additions: (1) Contributions deposited during the year............c.c.ccccoevvevennn. 7c(1) 1,146,100
(2) DIVIdeNds and CrEOILS ...........cveeeieeeeees et ee e ee et sees e 7c(2)
(3) Interest credited dUNG the YT ............ccoveveveervereeeeeeeeeeeee e 7c(3) 3,225,248
(4) Transferred from SEParate aCCOUNL................vveveevereeeeeeeeeeeeseeneeees e 7c(4) 10,795,909
(5) Other (SPECITY BEIOW) .........veveeeeeeeeeee et 7c(5) 12,042,405
» Transfers
(BYTOLAI AUAIIONS. ........cvceeeeeeeee et ee ettt ee et ee et ettt et e et ee e e st et ee e ne st es e et et et en e e en e 7c(6) 27,209,662
d Total of balance and additions (add iNeS 7b aNd 7C(B)). .....evevevrvrereriieeeeeeeeesee ettt e e | 7d 93,203,091
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 3,744,633
(2) Administration charge made by Carfier ...........c.cevuiveeereeeereeeeeee s 7e(2)
(3) Transferred to SEPArate ACCOUNL................eveveeeereeeeeeeeeseeseseseesesssees e 7e(3) 8,923,590
(4) Other (SPECITY BEIOW) .......cvveeeeeeeeeeee et e et 7e(4) 2,515
P Miscellaneous debits, including
Investment losses and transfers to
Fully allocated contracts
(5) TOAl ABAUCHONS ... ..ottt ettt ee e ettt ee e et et ettt ene et et e e ne et en et en s en e nene e 7e(5) 12,670,738

f

Balance at the end of the current year (subtract line 7e(5) from line 7d)

80,532,353
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Part 11l | Welfare Benefit Contract Information

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

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b |:| Dental c |:| Vision d |:| Life insurance
e |:| Temporary disability (accident and sickness) |:| Long-term disability g |:| Supplemental unemployment  h |:| Prescription drug
i |:| Stop loss (large deductible) j |:| HMO contract k |:| PPO contract | |:| Indemnity contract

m |:| Other (specify) P

9 Experience-rated contracts:

a  Premiums: (1) AMOUNE FECEIVEM. ........coviirierieiriiiee sttt 9a(1)
(2) Increase (decrease) in amount due but unpaid...........cccccoeeeeriiiierennenn, 9a(2)
(3) Increase (decrease) in unearned Premium reSErVe ...........ccceeeeeeenennnn, 9a(3)
(4) Earned ((1) + (2) = (3)) -oeeveerrerrerreereeiienriesese et sres e sre e enber e 9a(4)
b Benefit charges (1) Claims paid
(2) Increase (decrease) in claim reserves
(3) Incurred claims (AAd (1) AN (2)) ....eveerereeeeee e eee oo ee et e e et e e e e e et s e e s e ae e tee ettt ae e eeeas 9b(3)
(4) ClAIMS CRAIGEA ........cveieeeeeeeeee ettt e e ee et ettt eeee ettt e e et et et etera sttt e e e s enee et et e e e e ea e s e e 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ........oveveveereeeeeeeeeeae. ..l 9c(D)(A)
(B) Administrative service or other fees 9c(1)(B)
(C) Other SPecific ACQUISIION COSES ...........coeeveereerireseeeseeseessieseeend 9c(1)(C)
(D) OthET EXPENSES. ......veeereereeeeteeereeeereeees e s st en s es e ee e neee 9c(1)(D)
(E) TAXES ... vt ee e et ee ettt ene st en e e en s ee 9c(1)(E)
(F) Charges for risks or other contingencies.... ] 9c(1)(F)
(G) Other retention Charges ...........cceeeiiieeeiiie e 9c(1)(G)
(H) TOLAI FREEMTION.......ceeeeee ettt ee et ee ettt teeea e ae s et eaeen et easeae st e sns e seaeen et easeae s eeeeneeeaneaeseenane 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts Were|:| paid in cash, 0r|:| credited.) .....ccceeeiiennee 9c¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement................. 9d(1)
(2) ClAIM TESEIVES ..ot et ee et ee et te e e e st et e e e s ere et et st ea et e s e ettt e aeses st eeesse st teannn et tnannnnsestnannns 9d(2)
(B) OFNEI TESEIVES. .......eeveeeee ettt ettt e e et ettt tee e e s ee et s e aeee et e ee et en et en e aeeeeeeanete s aneen et eaneneseanaene s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered inline 9¢(2).)...........ccccvvvverianne.. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges Paid t0 CATIET ............eiiiiiir ittt et ee e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part I, line 2 above, report amount..............cccccceeeeene 10b
Specify nature of costs P
[ Part IV [ Provision of Information
11 Did the insurance company fail to provide any information necessary to complete Schedule A? ............ |:| Yes No

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



SCHEDULE C
(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2015
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).

Service Provider Information OMB No. 1210-0110

Department of Labor

Employee Benefits Security Administration » File as an attachment to Form 5500. This Form is Op_en to Public
Pension Benefit Guaranty Corporation Inspectlon.
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
St. Olaf College 403 (b) Retirement Plan plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
St. Olaf College 41-0693979

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).. . .. ........... El 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

TIAA
13-1624203

(b) Enter name and EIN or address of person who provided you disclosure 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 and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2015

v.150123
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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

Baker Tilly Virchow Krause,

39-0859910

LLP

(b) Service Code(s) 10 50

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(). If none, enter -0-.
NONE 22,585 Yes |:| No@ Yes |:| No|:| Yes |:| No|:|

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

Mercer Investment Consulting,

©61-0736136

Inc.

(b) Service Code(s) 28 50

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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
(). If none, enter -0-.
NONE 80,803 Yes |:| No@ Yes |:| No|:| Yes |:| No|:|
(a) Enter name and EIN or address (see instructions)
(b) Service Code(s)
(c) (d) (e) (f) (h

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

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

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
(). If none, enter -0-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes |:| No|:|

Yes |:| No|:|

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

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

(b) Service Code(s)

(c)
Relationship to
employer, employee
organization, or

(d)
Enter direct
compensation paid
by the plan. If none,

(e)
Did service provider
receive indirect
compensation? (sources

4]
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -O-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f. If none, enter -O-.
Yes D No|:| Yes |:| No|:| Yes |:| No|:|
(a) Enter name and EIN or address (see instructions)
(b) Service Code(s)
(c) (d) (e) 4] (h)

Relationship to
employer, employee
organization, or

Enter direct
compensation paid
by the plan. If none,

Did sefvice provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

Did the service
provider give you a
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 -O-.
Yes D No|:| Yes |:| No|:| Yes |:| No|:|
(a) Enter name and EIN or address (see instructions)
(b) Service Code(s)
(c) (d) (e) (f) (h)

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

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

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 -O-.

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No|:|

Yes |:| No|:|

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

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

() Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

() Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

() Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (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.

() 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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

() 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)
b EIN:

a Name:
C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C  Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:

b EIN:

a Name:

C Position:
€ Telephone:

d Address:

Explanation:

a Name: b EIN:

C  Position:
€ Telephone:

d Address:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

) File as an attachment to Form 5500.

OMB No. 1210-0110

2015

This Form is Open to Public

Inspection.
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit
St. Olaf College 403 (b) Retirement Plan plan number (PN) 4 001

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

Olaf College

41-0693979

D Employer Identification Number (EIN)

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 IEs (to be completed by plans and DFESs)
(Complete as many entries as needed to report all interests in DFES)

a Name of MTIA, CCT, PSA, or 103-12 IE: TIAA Real Estate

b Name of sponsor of entity listed in (a): TTAA-CREF
d Entty € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN - ) ) ,
13-1624203 004 code P 103-12 IE at end of year (see instructions) 7,115,289

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

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

C EIN-PN d Entty € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entty € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entty € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entty € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entty € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

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

C EIN-PN d Entty € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Schedule D (Form 5500) 2015
v. 150123
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entty

code

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

or




SCHEDULE H
(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

2015

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B  Three-digit
St. Olaf College 403 (b) Retirement Plan plan number (PN) 4 001

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

St. Olaf College

D Employer Identification Number (EIN)
41-0693979

Part | [Asset and Liability Statement

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash..........cccceviiiiriii i la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYET CONLHBULONS .......vooeveoeeeeeisveecseses e 1b(1)
(2) Participant CONLHDULIONS..............o...rveerrerecreessisesseeeseesseesssees s ssenses 1b(2)
(B) OUNET ..ot 1b(3)
C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
OF AEPOSIL) ..ttt be e beesaee e
(2) U.S. GOVEIrNMENE SECUMLIES .........oveeeeeeeeeeeeeeeeeeeeesee st seeneeen 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PLEfEITEA........ovoeveeeeeeeeeeeeeee et s e 1c(3)(A)
(B) Al OtNET ...t 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Preferred.... 1c(4)(A)
(B) COMMON ..., 1c(4)(B)
(5) Partnership/joint venture interests.................. . 1c(5)
(6) Real estate (other than employer real property) ... 1c(6)
(7) Loans (other than to PArticiPANLS) ...........c.eveeereeeereeeereeesseessesseeseessesseenes 1c(7)
(8) PartiCIPAN IOANS ..........cveeeeeeeeeeeeeeeeeseeese st 1c(8)
(9) Value of interest in common/colleCtive trustS .............ocvvveveeeerriresresnenes 1c(9)
(10) Value of interest in pooled Separate aCCOUNLS ................oorvereereereeersenes 1c(10) 5,702,452 7,115,289
(11) Value of interest in master trust investment acCounts ..............c.c..cc........ 1c(11)
(12) Value of interest in 103-12 investment entities .............cc.cocooverrerrvereernens 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13)
03T 1) TP 123,269,023 146,441,979
(14) \églntireagg)unds held in insurance company general account (unallocated 1c(14) 65,993, 429 80,532,353
LTS T 1=, OO 1c(15)

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500

Schedule H (Form 5500) 2015
v. 150123
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1d

Employer-related investments:

(1) EMPIOYEr SECUNEIES ..c.viiiiiiiieeitie ettt
(2) EMPIOYEX real PrOPEITY ... .cciiieiieiiiieiee sttt s
Buildings and other property used in plan operation ............cccceveerieenieeniennns
Total assets (add all amounts in lines 1a through 1€).......ccccccoiiiiiiiienicennene

Liabilities

Benefit Claims Payable........oooo i
Operating PaYabIes.........cooii i s

Acquisition indebtedness..

Other liabilities ..................
Total liabilities (add all amounts in lines 1g throughlj)......ccccccoiiiiiiniiniienieens
Net Assets

Net assets (subtract line 1k from i€ 1f)........cccoceiiiiiiriiiiiinie e

(a) Beginning of Year

(b) End of Year

1d(1)

1d(2)

le

1f

194,964,904

234,089,621

1g

1h

1i

1j

1k

1l

194,964,904

234,089,621

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

a

lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) EmMployers..........ccccoveevierieennens
(B) Participants........cccceeeereennnen.

(C) Others (including rollovers)

(2) NONCash CONMDULIONS ........ccouiiiiiiiieiie e
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) .................

Earnings on investments:

(1) Interest:

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

(B) U.S. GOVErNMENt SECUNLIES .....eeiiveiiieiiieeiee et
(C) Corporate debt INSrUMENTS ........cooiiiiiiiiieie e
(D) Loans (other than to partiCipants) ..........cccceereereerieenie e
(E) PartiCipant I0aNS .......cccuiiiuiriiieiieeiee ettt
(F)  Other e bbbt saee s
(G) Total interest. Add lines 2b(1)(A) through (F) ....cccooeieriiinieniieiiennn
(2) Dividends: (A) Preferred StOCK........cooiiiiiiiiii i

(B)  COMMON SEOCK.....cetiiiiiiaiie ittt sttt as
(C) Registered investment company shares (e.g. mutual funds)..............
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) REBNES ..ttt bbb ettt eabe b anee e
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ..........ccceeeueenee
(B) Aggregate carrying amount (See INStructions) ..........ccceceeveveereesvennnn
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..................
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...........ccccceverenene

(B)  Other .. e e

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) @Nnd (B)......eerueeriiiiieiie et

(a) Amount

(b) Total

2a(1)(A)

3,888,667

2a(1)(B)

3,543,806

2a(1)(C)

1,215,155

2a(2)

2a(3)

8,647,628

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

3,225,248

2b(1)(G)

3,225,248

2b(2)(A)

2b(2)(B)

2b(2)(C)

2,296,803

2b(2)(D)

2b(3)

2,296,803

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(6) Netinvestment gain (loss) from common/collective trusts..................
(7) Netinvestment gain (loss) from pooled separate accounts................
(8) Net investment gain (loss) from master trust investment accounts....

(9) Netinvestment gain (loss) from 103-12 investment entities...............

(10) Net investment gain (loss) from registered investment

companies (e.g., mutual funds).........ccoeceriiriiniien e
C Other INCOME........oiiiiiiice e

d Totalincome. Add all income amounts in column (b) and enter total..............

Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ......
(2) Toinsurance carriers for the provision of benefits ...........cccocceienene
(B) OB bbb e
(4) Total benefit payments. Add lines 2e(1) through (3) ......cccccvvveriieneene

Corrective distributions (S€€ INSrUCIONS) .......cceirueeiiieriieieenee e

oQ —

(2) Contract adminiStrator fEES ........coiiiiiiieiie e
(3) Investment advisory and management fees..........cocevieenieeiieiiieneee
(B) OFNET .t et e
(5) Total administrative expenses. Add lines 2i(1) through (4) ......ccccevierienne.

j Total expenses. Add all expense amounts in column (b) and enter total
Net Income and Reconciliation

K Netincome (loss). Subtract line 2j from line 2d

Certain deemed distributions of participant loans (see instructions) ........
INEEIEST EXPENSE.... .ttt

Administrative expenses: (1) Professional fees.........ccccovvvvinieinniinnnn.

(a) Amount

(b) Total

2b(6)

2b(7)

590,940

2b(8)

2b(9)

2b(10)

-1,434,514

2c

142,203

2d

13,468,308

2e(1)

18,542,035

2e(2)

399,803

2¢e(3)

2e(4)

2f

29

2h

18,941,838

2i(1)

22,585

2i(2)

2i(3)

80,803

2i(4)

2i(5)

2j

103,388

19,045,226

| Transfers of assets:

(1) TOhiS PlaN....ccieieii e e
(2) From this PIAN .....coveiiiiiiieeee e

2k

21(1)

21(2)

-5,576,918

44,701,635

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):
(4) |:| Adverse

@) [] unquaiified  (2) [] Qualified (3) i Disclaimer

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

|:|No

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

(1) Name: Baker Tilly Virchow Krause, LLP

(2) EIN:39-0859910

d The opinion of an independent qualified public accountant is not attached because:
(1) |:| This formis 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, 4f, 4qg, 4h, 4k, 4m, 4n, or 5.

103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time

period described in 29 CFR 2510.3-102? Continue to answer “Yes” for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.).....]

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
Y @S IS CRHECKE.) ..ttt ettt sa et e e bt saeesabeebeesaeesnneennee e ]

Yes No N/A

Amount

4a

4b




Schedule H (Form 5500) 2015 Page 4-[ |

Yes No N/A Amount
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .......ccccooeriienncnl] 4Ac 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
(o 4 1=Tod =T o 1) PR TUP U RURTOPUURRUSRPP 4d X
€  Was this plan covered by afidelity DONA?..........ccccoiviiiiiiiiiiccccceee ) 4e | X 500,000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was
caused by fraud or diISNONESLY? ........ooiiiiiii e e s Af X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiSer?..........cccocevveenierieeneeneen | 4g X
h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?.........| ah X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is
checked, and see instructions for format requIremMents.) .........ccocceeiiriiiiinnie s 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.) ........ocueiiieiiiiiieie et 4 X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC?.........cccciiiiiiiiiienieiieieeee e 4k X
| Has the plan failed to provide any benefit when due under the plan?.........ccccocveniiiiiniinninnn 4]
m If this is an individual account plan, was there a blackout period? (See instructions and 29
CFR 2520.101-3.) c1uteuiittiteieiiete sttt sttt eb et eb e ee bbbt b bt bbbt b et b e r e 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3. .........cccceeuee.. 4n
O Did the plan trust incur unrelated business taxable income? ........................cccoeeeie e |40
P  Werein-service distributions made during the plan year? .............cccoooiiiiiiiiiiiiiiiniin e 4p
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year.............ccccccceeee. |:| Yes @ No Amount:

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

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

5¢C Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... |:| Yes |:| No |:| Not determined

IPartV |Trust Information
6a Name of trust 6b Trusts EIN

6C Name of trustee or custodian 6d Trustee's or custodian’s telephone number




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500)

Department of the Treasury 2 i .
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

This schedule is required to be filed under section 104 and 4065 of the 2015

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

) File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2015 or fiscal plan year beginning 01/01/2015 and ending 12/31/2015
A Name of plan B Three-digit

St. Olaf College 403 (b) Retirement Plan plan number

(PN) » 001

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

St. Olaf College 41-0693979

[ 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
instructions

0

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

payors who paid the greatest dollar amounts of benéefits):

EIN(s): 13-1624203 51-6559589
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
D LT T PO TP PO PP TP PO PO PP P PP PPPPTPTPPTPR
Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 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(A)(2)?.......weeeeessereeeeenns |:| Yes |:| No

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

|:| N/A

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

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding

- . 6a
deficiency not walved) ............................................................................................................................................

b  Enter the amount contributed by the employer to the plan for this plan Year ............c..ccoeveveveeeeererererersseeennnes 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 a NegAatiVe amMOUNL)...........iiiiiiiiii e s 6C

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

7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadlin€?.............cccceeveveeceeeeeecernnne. |:| Yes |:| No

8 If achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan |:| Yes |:| No

administrator agree With the ChaNGE?............oiiii ittt

Part Il | 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

DOX. 1f N0, CRECK TNE “NO” BOX. evoveeooooeoeeeoooeoeeeoeoeeeeeoeoeeeeeeeeeeee i, |:| Increase |:| Decrease |:| Both

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

10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?..................

Yes

No

11 a Does the ESOP hold any Preferred STOCK? .........c.c.ovivcueueieeeeeceeeeteeeeeeaeeeteseeeae e ee s s et es e sae e s eseeasa s e e esennaesesenenssasansenenrasaneenennensenas

b  If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan?
(See instructions for definition of “back-t0-DACK” I0AN.) .........cciiiiiiiiiiiiii et

No

|:|No

12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?..............cccceueveeeeecceeeeecceceeeeeeeen.

|:|No

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

v. 150123
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[ Part V

| Additional Information for Multiemployer Defined Benefit Pension Plans

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a  Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

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

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

a Name of contributing employer

b EIN C  Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box |:|
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 cen

ts
(2) Base unit measure:D Hourly d Weekly 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 YN ... cv.veceoeeeteeeeeeeee e ee et eee et eee st es s en s ee s ne s en e st eesseee s e es s e ee s e es s e ene st en st essnees s es s nsnees s eensnenssnennenens l4a
b The plan year immediately preceding the CUITeNt PIAN YEAI............cc..ceveueveeeeeeeseeeeeeee e 14b
C  The second PreCeding PIAN YA ..........c.iiuii ettt ettt ettt ettt et ae e sae e e ae e eaeesaeesabeeabeesaneanbeesnee e 14c
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to make an
employer contribution during the current plan year to:
a The corresponding number for the plan year immediately preceding the current plan year ...........ccoccevceiieennene 15a
b The corresponding number for the second preceding Plan YEar............c...ccooeeeeeeiesioeeeeeeeeeeeeeeseeseennnen 15b
16 Information with respect to any employers who withdrew from the plan during the preceding plan year:
a Enter the number of employers who withdrew during the preceding plan year ... 16a
b Ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against SUCh Withdrawn @MPIOYETS ........u ittt e e sb e i e e sbeesbeesnnessneeneis
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. ... ...ttt e e e et e s s s s s s s s s s et et e s e aaaas anaeaneanenas
| Part VI | Additional Information for Single-Employer and Multiemployer Defined Benefit Pension Plans
18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be INCluded as @n @HACKMENT.............iiiii ettt b bt b bt e s b e b e e st e e b e e bt e st e s b e e bt e b e s b e e it et b e s be e e e st e e beenenne e
19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
|:| 0-3 years |:| 3-6 years |:| 6-9 years |:| 9-12 years D 12-15 years D 15-18 years D 18-21 years |:| 21 years or more
C  What duration measure was used to calculate line 19(b)?

D Effective duration D Macaulay duration D Modified duration |:| Other (specify):

‘ Part VII ‘IRSCompIianceQuestions

20 15 the Plan @ 40L(K) PIAN ........coueueiee oot ee e ee et e e s st e e es s eaetetesentesen e s aesesenenas s e s enennasnanansesanans

i

Yes

DNO

20b If “Yes,” how does the 401(k) plan satisfy the nondiscrimination requirements for employee deferrals and
employer matching contributions (as applicable) under sections 401(k)(3) and 401(M)(2)? ....cocovereereeriieenersieennens

i

Design-based

safe harbor D ADP/ACP test

20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current
year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and
L4021 (M)-2(2)(2) (1)) 2 ettt ettt ettt sttt ettt sttt st sr et eh st eh £ er et b E e E e h e E £ eE e E e eh £ E bR E b eh e er e eh £ bt sr e nr e

i

21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section
0 (o) OO ST TSSOSO PRSPPSO TOURP

i

21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining
this plan with any other plans under the permissive aggregation rUIES?...........ccouiiuiiieiiiiiieeiee e e

i

method
Yes D No
Ratio

Average
percentage D benefit test
test
Yes D No

22a Has the plan been timely amended for all required tax 1aw ChANGES? ........c.cuovevevecuieeeeeeeeeeeeeeeeeee e

D Yes

[No [N

22b Date the last plan amendment/restatement for the required tax law changes was adopted
instructions for tax law changes and codes).

. Enter the applicable code

(See

22cC If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or

advisory letter, enter the date of that favorable letter and the letter's serial number

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

determination letter

23 Is the Plan maintained in a U.S. territory (| e., Puerto Rico (if no election under ERISA section 1022(i)(2) has
been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin

[T o ) O TP T T O TP T TP TP TP TP PP PPPPToR

D Yes

DNO




