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 i

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Department of the Treasury

Intemal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 201 6
e Dlepaﬂfgenf :I LgbOF " » Complete all entries in accordance with :
e minieraton T the instructions to the Form 5500.
Pension Benefit Guaranty Corporation ' This Form is Open to Public
Inspection
Annual Report Identification Information
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending  12/31/2016
A This return/report is for: |:| a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
’ participating employer information in accordance with the form instructions.)
a single-employer plan |:| a DFE (specify)
B This return/réport 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 If the plan is a collectively-bargained plan, check here. .. ... .. . » D
D Check box if filing under: El Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
P | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan
ST. OLAF COLLEGE 403(B) RETIREMENT PLAN number (PN) » 001
| 1c Effective date of plan
03/30/1964

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) 41-0693979
ST. OLAF COLLEGE 2c Plan Sponsor’s telephone

number
507-786-2222
1520 ST. OLAF AVENUE . 2d Business code (see
NORTHFIELD, MN 55057 ) 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.

Filed with authorized/valid electronic signature. 09/15/2017 NATHAN T. ENGLE

Signature of plan administrator . Date Enter name of individual signing as plan administrator

_|Filed with authorized/valid electronic signature. 09/15/2017 NATHAN T. ENGLE

‘Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

Signature of DFE Date . Enter name of individual signing as DFE
Preparer's name (including firm name, if applicable) and address (include room or suite number) _Preparer’s telephone number
RONALD ARCULEO :
. 215-246-2300
DELOITTE TAX LLP

1700 MARKET STREET
PHILADELPHIA, PA 19103

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. - orm 5500 (2016)
v. 160205



Form 5500 (2016)

Page 2

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

3b Administrator’s EIN

3¢ Administrator's telephone
number

4  Ifthe name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name,

EIN and the plan number from the last return/report:
a Sponsor's name

4c PN

5 * Total number of participants at the beginning of the plan year

2192

6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),

6a(2), 6b, 6¢c, and 6d).
a(1) Total number of active participants at the beginning of the PIAN YEAT.................cc.coeevurueeuervereeeeeeceee e 6a(1) 808
a(2) Total ﬁumber of active participants at the end-of the plan Year .............cccecveveveveeveverrerecreese e, eeertonsierrennerenss 6a(2) 805
b Retired or separated participants TECEIVING DENEMLS..............c.oovvveverieeieeeceeeee ettt e snae e 6b : 0
C Other retired or separated participants entitled to future benefits ............................................................................ | R 6¢c o 1397
d  Subtotal. Add lines 6a(2), 6b, and bc.................... et 6d » 2202
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e 13
f Total. Addlines 6d and Be. ...........cceceveerereurereiineireeeesenieneeens FOT OO TP 6f 2215
g Number of participants with account balances és of the end of the plan year (only defined contribution plans
COMPIELE TS TBM) ...t | 69 2213
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€58 than 100% VESTEA ...t 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) -
1) Insurance 1) Insurance ‘
(2) Code section 412(e)(3) insurance contracts (2) I 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
() IX| R (Retirement Plan Information, 1) H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2) |:| I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) 1 A (Insurance Information)
actual - )
uary @ K C (Service Provider Information)
3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) ﬂ G (Financial Transaction Schedules)
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.| Form M-1 Compliance Information (to be completed by welfare benefit plans)

s
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.) covveevemsmsnsrenensnce e L] 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.) ........... DYes |:| No

11c Enter the Receipt Confirmation Code for the 2016 Form M-1 annual report. If the plan was not required to file the 2016 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 Insurance Information ~
) OMB No. 1210-0110
(Form 5500) ,
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 201 6
D t of Labi
Employee Beer?:tli-gn ggczﬁtyaAZ:ninistration ) File'as an attachment to Form 5500.
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information - This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending = 12/31/2016
A Nameofplan B Three-digit

001

ST. OLAF COLLEGE 403(B) RETIREMENT PLAN I ber (PN >

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979

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 1ll can be reported on a single Schedule A.

1 Covérage Information:

(a) Name of insurance carrier

TIAA-CREF
(b) EIN (e} NAIC _(d) Contract or (S’erﬁé’r?s“l’gTearZ"a‘i"éﬁﬁro?f polley of conlract year
! ) ] code identification number policy or contract year v (f) From (g9) To
13-1624203 69345 406868 1641 ’ 01/01/2016 1213112016

2 Insurance fee and commission information. Enter the total fees and total commissions paid. Listin 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 > v 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

(b) Amount of sales and base : Fees and other commissions paid
commissions paid (c) Amount ' (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2016

v. 160205
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Page 2 —|1 ,

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

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

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

(b) Amount of sales and base
commissions paid

Fees and other 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 (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
S ek 5 LR mER i e

(a) Name and

address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base -

Fees and other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code

commissions paid

(b) Amount of sales and base
commissions paid

Fees and-other commissions paid

(c) Amount

(d) Purpose

(e)
Organization
code
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Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of
this report.

4 Current value of plan’s interest under this contract in the general account atyear end ................cccoccccooovveveerni..... 4 82235971
5 Current value of plan’s interest under this contract in separate accounts at year end 5 : 108775815
6 Contracts With Allocated Funds: ‘ ' '
a State the basis of premium rates P
D Premiums paid to CAITIET ...........coc.crimiieeireeeecic e e e 6b
C  Premiums due but unpaid at the end of the year 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 policy, eNter @aMOUNL. ..ot et eaeaas
Specify nature of costs P+
e Type of contract: (1) |:| individual policies ) D group deferred annuity
@) [] other (specify) P
f  If contract purchased, in whole or in pér‘t, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintainéd in separate accounts)
a Typeofcontract: -~ (1) D deposit administration 2 I:I immediate participation guarantee
(3) | guaranteed investment @) D other P
b Balance at the end 0f the PreVIOUS YEAT .................coov.ovvieeeeeeeeeeeeeeeeeeeeeereeeeeeereeseeeeeeeeeeeesesseneasssneeeanenenes | 7b 80532353

C  Additions: (1) Contributions deposited during the year ........ s
(2) Dividends and Credits...........ccecveeeeeriieniierieeeses e )
(3) Interest credited during the year..............ccccoeceeevciinincinnennn, CRTR
(4) Transferred from separate account .
(5) Other (SPECIfY DEIOW) ........cviviiiiiiieieee et

) MISCELLANEOUS CREDITS, INCLUDING INVESTMENT GAINS AND |
TRANSFERS FROM FULLY ALLOCATED CONTRACTS

7¢(6) v 12826316

(6) Total additions )
7d 93358669
LA e

d - Total of balance and additions (add lines 7b and 7¢(6)). ................. e
€ Deductions: .
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by Carfier................ccooweevrereeererreses s 7e(2)
(3) Transferred to Separate aCCOUNE ............co.ov.ovrveeereeeeeeeeeeseeeeeesseeeeennen 7e(3)

(8) OthEr (SPECITY DEIOW) ...ve.eeeeereerereeeeeeeeeeseeereesses s eeeeseesesereseeeeerseseeseee 7e(4

p MISCELLANEOUS DEBITS, INCLUDING INVESTMENT LOSSES AND
TRANSFERS TO FULLY ALLOCATED CONTRACTS

“(5) TOAI ABAUCHONS ........oceoecerereoneeseseceaees oo cees et eses et sss st e omsns e ees e 7¢(5) 11122698
f Balance at the end of the current year (subtract line 7e(5) from line 7d).............c..cccvuerveerereereerrereerereeeeren. l 7f 82235971
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‘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 D Health (other than dental or vision) b |:| Dental . c D Vision d D Life insurance
e [:l Temporary disability (accident and sicknéss) f |:| Long-term disabi_lity ' g D Supplemental unemployment  h D Prescription drug
i [] Stop loss (large deductible) : j [[] HMO contract k[] PPO contract I[] indemnity contract

m [ ] Other (specify) »

9 Experience-rated contracts:

@ Premiums: (1) AMOUNE FECEIVEM ........c.coerimreririiiiie et . 9a(1)
(2) Increase (decrease) in amount due but UnPaid ............ccoeveerverienennne. 9a(2).
(3) Increase (decrease) in unearned Premium reserve .............cooeveeeenee 9a(3)
() EAMNEA (1) (2) = (B)) c+vvveeeveereeeemseeseeeseeesseessssesesssessssssesssssesssss e es ettt |
b Benefit charges (1) Claims PaId.............cccoervevrveererierrernerreresereeeees e 9b(1)
(2) Increase (decrease) in Claim rESEIVES...........coivueeeuereereeererereeerereesies 9b(2) ,
(3) Incurred claims (add (1) @Nd (2)).......ocooiiiiiii e
(4) ClaiMS ChAGEA......c..o ittt s be et e sa e e st e et s s e e nenneens
C Remainder of premium: (1) Retention charges (on an accrual basis) - : )
(A) COMMISSIONS ......ovvoverereserereeseenseseeeeeeesesesessecese s ssesesseessennees 9c(1}{A)
(B) Administrative service or Other fE€S ..........ccoueuerrneercreveriniecenas "9c(1)(B)
(C) Other specific acquisition costs......... e 9c(1)(C)
(D) OET @XPENSES ......ooeeeeeeeereveereeeesa et ss s eessionns 9c(1)(D)
(E) TAXES...iuerevirenieienireeteitres ettt st ene st enns 9c(1)(E)
(F) Charges for risks or other contingencies ...............cccocoveiinnnne 9c(1)(F)
(G) Other retention ChAIGES ...........c..rververeereeieessesessesseesssessseseeeens 9¢(1)(G)
(H) Total retention 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) 9c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.............. 9d(1)
(2) ClAIM FESEIVES .......eeeieeeicieiieitee ettt et et st es e sa s e s e e s si sea s srn st s s s en s aeae 9d(2)
() OUNET TESEIVES ... e et e 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).).........cc.cccceirnenne. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carrier.............c.ccoveeeiiiiiinninnice e et e 10a
b Ifthe 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 |, line 2 above, report amount. ......................... 10b
Specify nature of costs. .

,. 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 ~ Service Provider Information OMB No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 201 6
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Employee S:r?:t;}:]ggtcﬂ:ibazz:ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation ) ' Inspection.

For calendar plan year 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016

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 i 41-0693979

Service Provider Information (see instructions)

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

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

b If you answered line 1a “Yes,” enter the name and EIN or address of each person broviding 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 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) 2016
v.160205
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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

el

Enter nal

SR S LU i L

me and EIN or address of person who provided you disclosures on eligible indirect compensation

(b)

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

- S s

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

= T

e

(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) 2016

Page 3 - 1 |

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

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

MERCER INVESTMENT CONSULTING, INC.

61-0736136
(b) (c) (d) (e) () -~ (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) [employer, employee | compensation paid receive indirect include eligible indirect 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 g
(f). If none, enter -0-.
28 50 NONE 67301

Yes D No lﬂ

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

Yes |:| No |:|

Yes D No D

BAKER TILLY VIRCHOW KRAUSE, LLP

39-0859910

(b) (c) (d) (e) (f) ) - (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect 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-.
1050 NONE 11800,

Yes |:| No

Yes |:| No D

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

Yes D No |:|

TIAA - TEACHERS INSURANCE AND ANNUI

13-1624203
(b) (c) (d) -~ (e) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s). [employer, employee | compensation paid receive indirect include eligible indirect 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-.
1517 27 28 [NONE 111 0 )
38525464 | .
56 Yes No D Yes l)—_(l 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).

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

(b) (c) (d) (e) (f) (h)
Service Relationship to Enter direct Did service provider | Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect

answered “Yes” to element
(). If none, enter -0-.

compensation for which you

provider give you a
formula instead of

an amount or
estimated amount?

e

Yes_[l No |:|

T

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

Yes D No |:|

(b)

(c) (d) (e) (f) (h) ,
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect

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

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

compensation? (sources
other than plan or plan
sponsor)

compensation, for which the
plan received the required
disclosures?

compensation received by
service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). If none, enter -0-.

provider give you a
formula instead of |

an amount or
estimated amount?

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

Yes D No |:|

Yes D No D

e

Yes |:| No D

(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?

| compensation for which you

Enter total indirect
compensation received by
service provider excluding

eligible indirect

answered “Yes” to element
(.- If none, enter -0-.

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

Yes D No |:|

Yes |:| No D

Yes D No D
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| Service Provider Information (continued)

3. If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, arid 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.

(a) Enter service provider name as it appears online 2 (b) Service Codes (€) Enter amount of indirect
(see instructions) compensation
[}
(d) Enter name and EIN (address) of source of indirect compensation (&) Describe the indirect compensation, including any

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

(@) Enter service provider name as it appears on line 2 , (b) Service Codes (€) 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.




Schedule C (Form 5500) 2016 - Page 5 - I ]

. Parl Service Providers Who Fail or-Refuse to Provide Information v
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)-Entername-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)
(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)

SRR s

(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) ]

(a) Enter name and EIN or address of service provider (see (b) Nature of | (€) Describe the information that the service provider failed or refused to
instructions) Service provide
Code(s)

(@) Enter name and EIN or address of service provider (see (b) Nature of | (C) Describe the information that the service provider failed or refus
instructions) Service : provide
Code(s)

=
d to

FH R B He e
(@) Enter name and EIN or address of service provider (see (b) Nature of | (C) Describe the information that the service provider failed or refused t
instructions) Service provide

Code(s)
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Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN
C Position: :
d Address:

Explanation:

d Address:

Explanation:

a Name:
C Pos;’tion:
d Address:

€ Telephone:
e

Explanation:

et L e T L B e pe b ooy

s
a Name:
C Position:
d Address:

Explanation:

C Position:
d Address:

Explanation:




SCHEDULE D DFE/Participating Plan Information
(Form 5500)

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). 2016

OMB No. 1210-0110

Department of Labor ) File as an attachment to Form 5500.
Employee Benefits Security A\dministration

This Form is Open to Public

Inspection.
For calendar plan yeér 2016 or fiscal plan year beginning  01/01/2016 and ending 12/31/2016
A Name of plan B Three-digit
ST. OLAF COLLEGE 403(B) RETIREMENT PLAN plan number (PN) N 001

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500 ! D Employer Identification Number (EIN)
ST. OLAF COLLEGE - 41-0693979

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

TIAA-CREF

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

d Entity p
code

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

C EIN-PN 13-1624203-004 7060704

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

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

d Entity
code

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

C EIN-PN

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

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

d Entity ' € Dollar value of interest in MTIA CCT, PSA, or

C EIN-PN
code

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

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

d Entity
ode

€ Dollar value of interest in MTIA, CCT, PSA, or

C EINPN E at end of year (see instruction

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

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

€ Dollar value of interest in MTIA CCT, PSA, or
at end of y

d Entity
ode

C EIN-PN

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

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

d Entlty € Dollar value of interest in MTIA CCT, PSA or

C EIN-PN

a Name 0f MTIA CCT, PSA, or 103-12 |E:

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

¢ EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 |E at end of year (see instructions)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form §500) 2016

v.160205
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a Name of MTIA, CCT, PSA, or 103-12 |E:

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

d Entity

Dollar value of interest in MTIA, CCT, PSA, or

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

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

€ Dollar value of interest in MTIA CCT, PSA or
103 12IE t end of

d Entity

C EIN-PN

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

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

d Entity
code

C EIN-PN Dollar value of interest in MTIA CCT, PSA, or

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

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

d Entity
code

C EIN-PN

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

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

7 € Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions

d Entity
code

C EIN-PN

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

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

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN

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

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

d Entity

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

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

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

103-12 IE at end of year (see instructions

C EIN-PN

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

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

d Entity € Dollar value of interest in MTIA CCT PSA, or
code

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

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

d Entity € Dollar value of interest in MTIA, CCT, PSA, or

C EIN-PN code 103-12 IE at end of year (see instructions)
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Information on Participating Plans (to be completed by DFEs)
Complete as many entries as needed to report all participating plans)

a Plan name

b Name of
plan sponsor

Sne e

a Plan name

C EIN-PN

b Name of
plan sponsor

a Plan name

C EIN-PN

b Name of
plan sponsor

C EIN-PN

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
plan sponsor

C EIN-PN

s

a Plan name

b Name of
plan sponsor

a Plan name

b Name of
‘plan sponsor
b e

a Plan name

b Name of
plan sponsor

a Plan name

b Name of C EIN-PN
plan

a Plan name

b Name of C EIN-PN

plan sponsor




SCHEDULE H
(Form 5500)

Intemal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

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

2016

This Form is Open to Public
Inspection

For calendar plan year 2016 or fiscal plan

year beginning ‘01/01/2016 and ending  12/31/2016

A Name of plan

ST. OLAF COLLEGE 403(B) RETIREMENT PLAN

C Plan sponsor’s name as shown on line
ST. OLAF COLLEGE

B  Three-digit
| n nu b

2a of Form 5500 D Employer Identification Number (EIN)

41-0693979

Asset and Liability Statement

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

and 1i. CCTs, PSAs, and 103-12 |Es al

Iso do not complete lines 1d and 1e. Se

Assets

a Total noninterest-bearing cash............

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions................

(2) Participant contributions.

(3) Other......cccovvioiiiic.
C General investments:

(1) Interest-bearing cash (mclude money market accounts & certificates

of deposit).......ccevrvveiiivniiinns
(2) U.S. Government securities ..

(3) Corporate debt instruments (other than employer securities):

(a) Beginning of Year

(b) End of Year

1b(1)

1b(2)

1b(3)

1¢(1)

1c(2) .

‘ 1¢(3)(A) 1

(A) Preferred ... ..o e
(B) AlLOINET ... ssenenes 1c(3)(B
(4) Corporate stocks (other than employer securities):
(A) Preferred ................. ettt e 1c(4)(A)
(B) Common 1c(4)(B)
(5) Partnership/joint VENture iNterests ..............cccoooveuereeresrrsieereesrssenseneans 1¢(5)
(6) Real estate (other than employer real property)..........cccooveeverererreeenne. 1¢(6)
(7) Loans (other than to participants) ................ooow..ceeeeeeecrerernees I 1¢(7)
(8) Participant I08NS ............eeoveeeeeeeeeeee e eeee e ee e eeeese s 1¢(8)
(9) Value of interest in common/collective trusts .................cc.ovevevruerunnnns 1c(9)
(10) Value of interest in pooled separate accounts 1¢(10) 7115289 7060704
(11) Value of interest in master trust iNVestment 8CCOUNS ..., 1c(11)
(12) Value of interest in 103-12 investment entities................cccoevvereerrieennens 1c(12)
(13) \f/uar:lé:)of interest in registered investment companies (e.g., mutual 1c(13) 146441979 152108136
(14 YVl o s v surancs comparygerers s (ralocsted |y | somzss
(15) ONET ..ottt sae s e aens s 1¢(15)

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

Schedule H (Form 5500) 2016
v.160205
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1d

>0 Q

(S

Employér-related investments: (a) Beginning of Year (b) End of Year

(1) EMPIOYEr SECUMLIES ......cvoereeirevieiet et 1d(1)

(2) Employer real propemty .............coeeeveeeevnee. SRR et - 1d(2)

e ‘ Buildings and other property used in plan operation-...............cccvcvecvreerinnnn. 1e

Total assets (add all amounts in lines 1a through 1€) ..........cccoecurivrinnnnnne. 1f 234089621 241404811
Liabilities

Benefit claims payable...........ccevieiieieieieiieeieeee e 19

Operating PayabIES ............c.eweiuirruioreeriereieeeeseeeieeeee s esas e sreeeeneees th

AcqUISItion INAEDIEANESS ..o iueiriiciicesieiereeise et e senaeis 1

OHher HADIIES .....eoer e e oo 1j

Total liabilities (add all amounts in lines 1g through1j) ............ccccccoeveeeennen. 1k 0 0
Net Assets

Net assets (subtract line 1k from line 1) ........cccoooeveviiiieneceeeeee, l 11 234089621 241404811

|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

a

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

Income " (a) Amount (b) Total

Contributions:’
(1) Received or receivable in cash from: (A) Employers...........cccccoccvevnneen.. 2a(1)(A) 3891010

(B) Participants......... e R 2a(1)(B) 3462237

(C) Others (including rolIOVErS) ............c.ovoveveeereeeeeeeeeeeeeees e 2a(1)(C) 1206560
(2) NONCash CONEADULIONS ..............covueeeveeececeeeeeeiee oo 2a(2) .
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 8559807
Earnings on investments: %
(1) Interest: . .

(A) Interest—bearing cas!r(including money market accounts and 2b(1)(A)

certificates of dePOSIt).........curvireriiiiierieee e

(B) U.S. GOVErNMENt SECUNMEIES .........veveceeeeeeee e 2b(1)(B)

©) Corpc;rate dEbt INSHUMENTS ... oo 2b(1)(C)

(D) Loans (other than to participants)...............cc.cecuereeeeeerreeeeeseernennnies 2h(1)(D)

(E) Participant I0@NS .............oovuvecveceeceerereesieeeseseee s eesesesees e 2b(1)(E)

(F)  ONEI oo 2b(1)(F) N

(G) Total interest. Add lines 2b(1)(A) through (F) ..........cccervevevveverenean. 2b(1)(G) | .
(2) DIVIENS: (A) PrEfermed SIOCK............vvvverrrresressesessecreeerereeesseesseseseessss 2b(2)(A)

(B)  COMMON SOCK.........oormoereeecemeeeees e eeeeeee et 2b(2)(B)

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 262)p) |
(B) RENES ...coeooeeee oo eeeveeeeeeoee s e s e ee s esesseeseneseseeseeeeeeeeeeseneee e 2b(3) |
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds..................... 2b(4)(A)

(B) Aggregate carrying amount (see instructions) ...............c.cc.eveunnae. 2b(4)(B)

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

(B) OHNET ..ottt 2b(5)(B)

(C) Total unrealized appreciation of assets. 2b(5)(C)

Add ines 2B(5)(A) ANA (B).........ovvveeeerrreeeeeeeereeseseeereeeesseseeneenn,




Schedule H (Form 5500) 2016 Page 3

(b) Total
(6) Net investment gain (loss) from common/collective trusts ........................] 2h(6)
(7) Net investment gain (loss) from pooled separate accounts........................ 2n(7) 359687
(8) Net investment gain (loss) from master trust investment accounts............. 2p(8)
(9) Net investment gain (loss) from 103-12 investment entities ....................., 2b(9)

(10) (l:loe[:1 ?:r?is;;nérz ga::l t(lljoaslstI:j)g)] ieglstered investment. 2b(10) 8745201
€ OtheriNCOME......viiii ittt ee e eeeeae e e e etb e e s esaneaeeeaeesennnned 2¢ 52175
d Totalincome. Add all income amounts in column (b) and enter total..................... 2d 23239478

' Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers..............| 2e(1) 13626456
' 2221143

(2) To insurance carriers for the provision of benefits...............cccocuevereerrennn.s) 2e(2)
() O] 1= OO OO 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through (3)..........coreveveverrererenc) 2¢(4) 15847599
f Corrective distributions (see INStrUCHONS) ..............ocoveveiveeereieeeee e 2f
g Certain deemed distributions of participant loans (see instructions) . 2g
h Interest expense.........cccooeveveveeeeveereenenn e 2h
i Administrative expenses: (1) Professional fees............cocoweveveeeeeeeereeesd 2i(1)
(2) Contract administrator fees............c..cccoeueee. e 2i(2)
(3) Investment advisory and Management fees....................o..... F— 2i(3)
" (4) OtET oo et ee s se e 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4)..........ccccee.. 2i(5)
j Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 15926811

Net Income and Reconciliation
k Net income (loss). Subtract line 2j from line 2d

7312667

| Transfers of assets: .
(1) TO IS PlAN....ctiiieiieeee e et
(2) Fromthis Plan........c..ooiiieiiiee et

s

| 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):
([ ] unqualified (2 [ ] Qualified (3)[X| Disclaimer @[] Adverse
- b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? Yes |:| No

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name:BAKER TILLY VIRCHOW KRAUSE, LLP (2) EIN: 39-0859910

d The opinion of an independent qualified public accountant is not attached because: :
1) |:| This form is filed for a CCT, PSA, or MTIA.  (2) D It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.

| Compliance Questions

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

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 “Yes” is
(o4 T=Te o 1) OO OOSPUURERPRROI
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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.) .........ccceoeoveevrveveeerivereneenns

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 . .
CRECKEA.) ..vveveoreeseerss et aessee s eese st st sea s sennsneeenen 4d X

€  Was this plan covered by a fidelity bond?..................... PSRRI eterrenersearatessaneereesestentennenniesensasenass 4e| X : 500000

f Didthe plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
fraud OF AISHONESLY? .....coiuii ittt st ee ettt sessessssse s neeas

- 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?...........cccccvevevvveneeeierieeciie s

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? ...................

1 Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked, and i
see instructions for format requirements.) ................ etrete oottt et et a e be et e e st e n e e e et rabe st enestarnsanbansh

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.) ..o e

K  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? ...........ccoviiireiieieieeceeeeeee e .

| Has the plan failed to provide any benefit when due under the plan? ..., u
m |[f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.107-3.) ottt bbb et sttt e b s e b e e nt et eessebatene

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........ccoceeeeeirenieeiecieereeee e
0 Defined Benefit Plan or Money Purchase Pension Plan Only: -
Were any distributions made during the plan year to an employee who attained age 62 and had not
separated frOM SEIVICET? ............iiiiit it e e e e et ettt e

5a Has a resolution to teminate 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........................... |:| Yes B] No  Amount:

5b I, during this plan year, any asséts or liabilities were transferred from this plan to another pla'n(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)

5c¢ Ifthe plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... |:| Yes |:| No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

Trust Information _
6a Name of trust - . 6b Trusts EIN

6 Name of trustee or custodian 1 6d Trustee’s or custodian’s telephone number




SCHEDULE R .~ Retirement Plan Information | OMB No. 1210-0110
(Form 5500) 2016

This schedule is required to be filed under sections 104 and 4065 of the
D
|ﬁ?:$2e£;3;$: E’Sﬁé‘e’y Employee Retirement Income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Code).

Department of Labor . . .
A N This Form is Open to Public
Employee Benefits Security Administration } File as an attachment to Form 5500. » Inspection.
Pension Benefit Guaranty Corporation :
For calendar plan year 2016 or fiscal plan year beginning 01/01/2016 and ending 12/31/2016
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 : K D Employer Identification Number (EIN)
. LLEGE ‘
ST. OLAF COLLEG 41-0693979
Distributions
All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the ) 1 0
TNSTTUCHIONS ... ..o st s sa e st st e e e s s e e e s pne s

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): 13-1624203 51-6559589

Profit-shéring 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
year

Fundlng Information (if the plan is not subject to the mlmmum 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(d)(2)? ...........evvvernrveeen. D Yes D No [] 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
deficiency not waived) .................................................................................................................................... o
b  Enter the amount contributed by the employerto the plan for this plan Year..............co.cccermerereeuiirieieesieeienns 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 negative @amount) ..o 6c
If you completed line 6c, skip lines 8 and 9.
Will the minimum funding amount reported on line 6¢ be met by the funding deadlin€?.............c.cccoovioiiiienrecnnnne. D Yes |___| No |:| N/A

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan
iniStrator agree With the ChANGE? ....c..........ovuereeeeeeeeeeeeeeeeeeeesieeeeeeeeeeees e eeeeeaee e eeeee e eeseeseeneeeeeeae D Yes D No D N/A

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, CECK the *NO" BOX. .ot [] Increase [|Decrease  [] Both - [] No

| ESOPSs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code, sklp this Part.
10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?................. | | Yes D No
11 a Does the ESOP hold @ny Preferfet SIOCK? ............c.oeuriiierieiireeeeriesieteescesetet s essses st srss seesesssesesesesssesssesssdossnsssnsssessnssssnsnns : Yes I:I No
b Ifthe ESOP has an outstanding exempt loan with the employer as Iender is such loan part of a “back-to-back” loan? D Yes D No
(See instructions for definition of “back-t0-back” I0AN.) ..........c.ccocoviiiiiiiiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ...............ccccoocoeveveeueveceeeecceeeereeeeen |:| Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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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. as many entries as needed to re ort 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:
SRR

Weekly Other (specify):

Unit of production

a Name of contributing employer

b EIN C  Dollar amoeunt contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box I:I
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 aftachment. Otherwise,

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

(2) Base unit measure:

Unit of production

Other (specify):
R

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: | | Hourly

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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (/f more than one rate applies, check this box D and see instructions regarding required atfachment. Otherwise,

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

(2) Base unit measure: I

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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

e Contribution rate information (/f more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,

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

(2) Base unlt measure: | | Hourly

a Name of contnbutmg employer )
b EN 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 aftachment. Otherwise,

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

(2) Base unit measure:[l 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:

@ ThE CUITENE YEAT.......ooeeeeeeeeeee ettt en e s e s e s seeesan et eane e eea e s e s 14a
) b The plén year immediately preceding the current plan Year..............ccuiiiiiiieiie e 14b

C The second PreCeding PIAN YEAI ...........cocviiuiiuiiiiiiiiiiecce ettt e e ee 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............c.c.ccccevoveeane. 15a

b The corresponding number for the second preceding PIaN YEar ...............ovoeeveieriroerrveeusiiiesisssseneiiessesssnes 15b

16 Information with respect to any employers who withdrew from the plan during the preceding plan year:

av Enter the number of employers who withdrew during the preceding plan year ..........cccccoveivineiieneneniinnene. 16a

b Ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against-such withdrawn employers ...

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. ...

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an attaChMENT ..o e et et bt h e saee st e eae e re e eneeuaeaes

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:
D 0-3 years |:| 3-6 years I:] 6-9 years |:| 9-12 years D 12-15 years D 16-18 years D 18 21 years D 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):

IRS Compliance Questions

20a Is the plan a 401(k) plan? If “No,” skip D oo e |:| Yes D No
, D Design-based “Prior year”

20b How did the plan satisfy the nondiscrimination requirements for employee deférrals under section safe harbor ADP test

401(k)(3) for the plan year? Check all that @pply: ........ccooeiiriiii e D “Current year” D N/A

) ADP test
21a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio
? Check all that ly: D percentage Average D ‘NA

year? Check all tNAL @PPIY: .......o.oueueiiiieieeiieiie ettt ettt ettt ea s es e nnan per benefit test
21b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes D No

for the plan year by combining this plan with any other plan under the permissive aggregation rules? ......

22a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of
the letter / / and the serial number :

22b If the plan is an lndmdually designed plan that received a favorable determlnatlon letter from the IRS, enter the date of the most recent determination
letter / ) .




