Form 5500

Department of the Treasury

Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104
and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).

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

OMB Nos. 1210-0110
1210-0089

2014

This Form is Open to Public
Inspection

Part| | Annual Report Identification Information

For calendar plan year 2014 or fiscal plan year beginning 01/01/2014

and ending  12/31/2014

A This return/report is for:

B This return/report is:

D a multiemployer plan;

|:| an amended return/report;

|:| a multiple-employer plan (Filers checking this box must attach a list of

participating employer information in accordance with the form instructions); or

-a single-employer plan; D a DFE (specify) ____
D the first return/report; D the final return/report;
|:| a short plan year return/report (less than 12 months).

C Ifthe planis a collectively-bargained plan, Check here. . ... ............iu i

D Check box if filing under:

Form 5558; D automatic extension;
D special extension (enter description)

D the DFVC program;

Part Il Basic Plan Information—enter all requested information

1a Name of plan

8T. OLAF COLLEGE SALARY REDUCTION SAVINGS PLAN

1b Three-digit plan 002
number (PN) »

1c Effective date of plan
12/06/1974

2a Plan sponsor’s name and address; include room or suite number (employer, if for a single-employer plan)

ST. OLAF COLLEGE

)1520 ST. OLAF AVENUE
AORTHFIELD, MN 55057

2b Employer Identification
Number (EIN)
41-0693979

2c Plan Sponsor’s telephone
number
507-786-3502

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.

Séi'é Filed with authorized/valid electronic signature. 07/29/2015 NATHAN T. ENGLE
Signature of plan administrator Date Enter name of individual signing as plan administrator
: :'Igé Filed with authorized/valid electronic signature. 07/29/2015 NATHAN T. ENGLE
: 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) (optional)

RONALD ARCULEQ
DELOITTE TAX LLP

1700 MARKET STREET
PHILADELPHIA, PA 19103

)

Preparer’s telephone number
(optional)
215-246-2300

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

Form 5500 (2014)
v. 140124
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3a Plan administrator's name and address Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 |fthe 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 i 1347
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the PIaN YEaI ... 6a(1) 835
a(2) Total number of active participants at the end of the PIAN YEAM ..o s 6a(2) 841
b Retired or separated participants reCeivVing DENETILS ..........c..ciiviriiiininiiei e 6b 89
C Other retired or separated participants entitled to future benefits.............ooov 6¢C 407
d  Subtotal. Add NES Ba(2), 61, ANG BC. .......ovueveirerisieiet et b bbb 6d 1337
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... 6e 2
T TOtal, AQG INES B BN BO. ..vevveeeeieieeeeeeee et ee et ees e s s et es ez e aesetes s b s s e b te et eb bbb bbb s s bbb bbb s of 127
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS TEIMY ... ovvvooeees s sessss e sees s e 6g 895
h Number of participants that terminated employment during the plan year with accrued benefits that were
1ESS AN 100% VESLEM ... vovveeeeeeeeeeeeeee et teesesteseeteseessesssssasssee oot et ee e e s s e e eh b1 8428 £ 488421 £ bttt 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) I Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
3) Trust ®3 X Trust
4) General assets of the sponsor (4) l General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
(1) R (Retirement Plan Information) ) H (Financial Information)
(2) D MB (Multiemployer Defined Benefit Plan and Certain Money (2)> |_—_| | (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) _1_ A (Insurance Information)
actuary (4) C (Service Provider Information)
(3) [| SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) H G (Financial Transaction Schedules)




~
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Partlll -~ | 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
2520.1071-2.) coveviircinieeee e O ves [] No

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

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

11c Enter the Receipt Confirmation Code for the 2014 Form M-1 annual report. If the plan was not required to file the 2014 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

Insurance Information

This schedule is required to be filed under section

Employee Retirement Income Security Act of 1974 (ERISA).

) File as an attachment to Form 5§500.

OMB No. 1210-0110

104 of the

2014

This Form is Open to Public

Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspection
pursuant to ERISA section 103(a)(2).
For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
ST. OLAF COLLEGE SALARY REDUCTION SAVINGS PLAN plan number (PN) > 002

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

ST. OLAF COLLEGE

D Employer Identification Number (EIN)

41-0693979

Part |

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

1 Coverage Information:

(a) Name of insurance carrier

TIAA-CREF
(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN . . - persons covered at end of
code identification number policy or contract year (f) From (g) To
13-1624203 69345 102398 687 01/01/2014 12/31/2014

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

Fees and other commissions paid

(b) Amount of sales and base
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) 2014

v. 140124



Schedule A (Form 5500) 2014 Page 2 - l1

(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
S\ 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




Schedule A (Form 5500) 2014

Page 3

Part Il Investment and Annuity Contract Information

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

this report.
4 Current value of plan’s interest under this contract in the general account at year end 4 12042405
5 Current value of plan’s interest under this contract in separate accounts at year end ..o 5 24166385
6 Contracts With Allocated Funds:
a  State the basis of premium rates P
D Premiums paid to CAITIET.........oviirereeieeiciee et . 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. ..........ccoiiiiiiiiii
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
(3) [] other (specify) P
f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > D
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: () D deposit administration 2) D immediate participation guarantee
(3) [X| guaranteed investment (4) D other P
b Balance at the end Of the PrEVIOUS YEAT...........suiersrrierissieeseesiest ittt et et ssb bttt | 7b 11537086
C  Additions: (1) Contributions deposited during the year..............c.cooevevivercnea. 7c(1) 549755
(2) DIVIENdS ANG CTEAILS .......covvrvverererereiescemiioareniee s 7c(2)
(3) Interest credited dUrNg the YEAr ..........cccoeriirriorriiinrisniser e 7¢(3) 390759
(4) Transferred from separate 8CCOUNL...........cccirwrimiiinississrisseiseesries) 7c(4) 2217504
(5) Other (specify below)
>
(B)TOAI AAGIIONS .........ooevvvvoeees st 7¢(6) 3158018
d Total of balance and additions (add iNES 7 aNA 7C(B)). ... vvvueerrrviiriiiirimies e | 7d 14695104
€@ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 941075
(2) Administration charge made by carrier
(3) Transferred to separate account.............ccoveveneneinen 1711624
(4) Other (specify BEIOW) ......c.oiiiiiiiiiii
4
(5) TOtAl AEAUCHONS ...ttt bbb 2652699
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 12042405
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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

! -3art 1l | Welfare Benefit Contract Information
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 D Temporary disability (accident and sickness)  f |:| Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) j D HMO contract k I:l PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMount reCeiVed..........ccviviviiiiiiiiiiiicsn 9a(1)
(2) Increase (decrease) in amount due but UNpaid............cccovreieerinieennnes 9a(2)
(3) Increase (decrease) in unearned pPremium reServe ..........ccovvererrennenns 9a(3)
(4) Earned (1) + (2) - (3))....... R | 9a(4)
b Benefit charges (1) Claims Paid.......c..ccooevrireriveieiriieeieeiess e 9b(1)
(2) Increase (decrease) in Claim MESEIVES .........civvvevireeerireeaieicnieee e 9h(2)
(3) Incurred claims (dd (1) @NG (2)) ..voveeeeeririeie ettt bbb et e bbbt s et s 9b(3)
(4) ClaIMS CRAIGEA ....c.vevevivieivetetet ettt ettt ses et et te s s ese et b b eb s e st ae et b bbbt bbbttt ettt enenen s 9hb(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMMISSIONS ...v.vevveiririieeeeeer ettt ettt sren e 9c(1)(A)
(B) Administrative service or other fees..........cccvvevvreiieciiicnc s 9¢c(1)(B)
(C) Other specific acquisition COSS .........ccevvicviiiiiiiiriic 9¢(1)(C)
(D) OtNET EXPENSES........eooeveieevesireeveeseeeseeseiesssenseesesesseseesenses e sasses e 9c(1)(D)
(E) TAXES covovotoeeeeeeees et 9c(1)(E)
(F) Charges for risks or other contingencies..............ccccvvvviieinniinend 9c(1)(F)
(G) Other retention charges 9¢(1)(G)
) (H) TOLAI FEIENEION ...ttt s s b s 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.) .....cccovinnnne 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CAIM TESEIVES .....vvevveeeesceeteieteseaeae et eseses et ass et et etesese et s eb s et as s et ea e e et e et b e eh et sttt bbbt ebeneace s 9d(2)
(B) OFNEI TESEIVES. .....veeeiviveretireetesitete it e teee et ettt tes s esssse s es e e eaeea et e bkt b stk en e s bkt ete bbbt s er et 9d(3)
e Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) ... 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to Carrier...............ccoviviiiiviiii 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 1, line 2 above, report amount..............c.ccccvinnee 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? ............ D Yes E No

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

S’



SCHEDULE C Service Provider Information OM8 No. 1210-0110
(Form 5500) 2014
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).
This Form is Open to Public
Department of Lab .
Employee B:r?ef:ts SZcflrilyaA?i:ninistration P File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending  12/31/2014
A Name of plan B Three-digit
ST. OLAF COLLEGE SALARY REDUCTION SAVINGS PLAN 002
plan number (PN) 14
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).. .. ............ Yes D No

b If you answered line 1a “Yes,” enter the name and EIN or address of each person providing the required disclosures for the service providers who
received only eligible indirect compensation. Complete as many entries as needed (see instructions).

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

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) 2014

v.140124
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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

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

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

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

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




Schedule C (Form 5500) 2014

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).

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

MERCER INVESTMENT CONSULTING, INC.

61-0736136

(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)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

28 50

NONE

19137

Yes D No

Yes D No |:|

Yes D No D

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

BAKER TILLY VIRCHOW KRAUSE LLP

39-0859910

(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

(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
(f). 1f none, enter -0-.
10 50 NONE 7800
Yes|:| No YesD NoD YesD NOD
(a) 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 compensation received by |provider give you a

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?

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

formula instead of
an amount or
estimated amount?

Yes [l No |:|

Yes [ ] No[]

Yes D No F
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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)

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?

(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-.
Yes [] No [] Yes [] No[] Yes [] No[]
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) (f) (9) (h)

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

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sSponsor) disclosures? compensation for which you|estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
YesD NoD Yes|:| NOD YesD NOD
(a) Enter name and EIN or address (see instructions)

(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

service provider excluding
eligible indirect
compensation for which you
answered “Yes” to element
(). Ifnone, enter -0-.

formula instead of
an amount or
estimated amount?

Yes D No D

Yes D No D

Yes D 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, consuiting, custodial, investment advisory, investment management, broker, or recordkeeping services, answer the following
questions for (a) each source from whom the service provider received $1,000 or more in indirect compensation and (b) each source for whom the service
provider gave you a formula used to determine the indirect compensation instead of an amount or estimated amount of the indirect compensation. Complete as
many entries as needed to report the required information for each source.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) 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 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.




Schedule C (Form 5500) 2014
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“Part Il | Service Providers Who Fail or Refuse to Provide Information

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

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature 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

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

(b) Nature of
Service
Code(s)

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

(complete as many entries as needed)

Termination Information on Accountants and Enrolled Actuaries (see instructions)

b EIN:

a Name:

€ Telephone:

C  Position:
d Address:

Explanation:

b EIN:

a Name:

€ Telephone:

C  Position:
d Address:

Explanation:

b EIN:

a Name:

C Position:
d Address:

€ Telephone:

Explanation:

b EIN:

a Name:
C  Position:

€ Telephone:

d Address:

Explanation:

b EIN: ~

a Name:

C  Position:

€ Telephone:

d Address:

Explanation:




_ SCHEDULE D DFE/Participating Plan Information
. OMB No. 1210-0110
) (Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2014
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Labor » File as an attachment to Form 5500.
Employee Benefits Security Administration This Form is Open to Public
Inspection.
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan . B Three-digit
ST. OLAF COLLEGE SALARY REDUCTION SAVINGS PLAN plan number (PN) > 002
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
Part| | 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
b Name of sponsor of entity listed in (a): TIAACREF
d Entity p € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 13-1624203-004 code 103-12 IE at end of year (see instructions) 2257184
a Name of 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 IE at end of year (see instructions)
i
,J Name of MTIA, CCT, PSA, or 103-12 IE:
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)
a Name of 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)
a Name of 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)
a Name of MTIA, CCT, PSA, or 103-12 IE:
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 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
A EIN-PN d Entity e Dollar value of interest in MTIA, CCT, PSA, or
) code 103-12 IE at end of year (see instructions)
" For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule D (Form 5500) 2014

v. 140124
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Name of MTIA, CCT, PSA, or 103-12 |IE:

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E atend of year (see instructions)

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN
code

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

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

Name of sponsor of entity listed in (a):

d Entity

EIN-PN code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 |E at end of year (see instructions)
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art Il | Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

Plan name

P
.
a
b

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

=2

Name of
plan sponsor

EIN-PN

Plan name

o] o

Name of
plan sponsor

EIN-PN

Plan name

o| o

Name of
plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b Name of

plan sponsor

EIN-PN

Plan name

b . Name of

plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Financial Information

OMB No. 1210-0110

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

2014

Internal Revenue Code (the Code).

This Form is Open to Public

Employee Benefits Security Administration D File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning  01/01/2014 and ending  12/31/2014
A Name of plan B Three-digit
ST. OLAF COLLEGE SALARY REDUCTION SAVINGS PLAN plan number (PN) N 002

C' Plan sponsor's name as shown on line 2a of Form 5500
ST. OLAF COLLEGE

41-0693979

D Employer Identification Number (EIN)

| 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
penefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete lines 1b(1), 1b(2), 1¢(8), 1g, 1h,

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing cash ... 1a
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONtIIDULONS. ......cvvvviiveeerciris s 1b(1)
(2) Participant COMTIOULIONS ..o eee e ssreeeeee e eeseeeeer e 1b(2)
(3) Other 1b(3)
C General investments:
(1) Interest—bgaring cash (include money market accounts & certificates 1c(1)
OF AEPOSIE). ..evvev ittt
(2) U.S. Government securities 1¢(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEFEITEA .....ooovvivees et 1¢(3)(A)
(B) AlLOHNET coooooooeeee et 1¢(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEfEITEU ...oooveveceicieiee ettt 1c(4)(A)
(B) Common 1c(4)(B)
(5) Partnership/joint venture iNterests .............cowererereeririoreeresiieiisnienans 1¢(5)
(6) Real estate (other than employer real property)...........cc.co.cceeerierinian. 1¢(6)
(7) Loans (other than t0 particiPants) .............oeweeerrrercercesrresremsreeriienseenies 1¢(7)
(8) PartiCiPaNt I0BNS ...........cvervreveieeiseress et 1¢(8)
(9) Value of interest in common/collective trusts 1¢(9)
(10) Value of interest in pooled separate aCCOUNES ............ocvucercerreererecnnne. 1c(10) 2184535 2257184
(11) Value of interest in master trust investment acCounts ............ccc.coceeuuc. 1c(11)
(12) Value of interest in 103-12 investment entities.............cocovevrreeeeriecicnns 1¢(12)
(13) Value of interest in registered investment companies (e.g., mutual 1c(13) )
FUNAS) ...ttt e 29459248 30402046
e A o e oo | 1e14) 11637086 12042405
(1) ONE ...t e 1c(15)

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

Schedule H (Form 5§500) 2014
v. 140124
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4d Employer-related investments: (a) Beginning of Year (b) End of Year
) (1) EMPIOYET SECUMHES .......vvevevirieeiieieisieeseses e e ses e sesseb s eeie 1d(1)
(2) EMPIOYET 1Al PrOPEIY ........cvveveeviieeeiieeieresieres et esseaees 1d(2)
€ Buildings and other property used in plan operation .............cccccoivienveninnns 1e
f Total assets (add all amounts in lines 1a through 1€) ........c.ccccevveeveeriierenenans 1f 43180869 44701635
Liabilities
g Benefit claims payable.... 19
D Operating PAYADIES ...........cceveveieeieiiieiee et 1h
i AcqUISHtion INAEBEANESS ........c.cvoveieiic ettt 1i
J OthEr ADIIES . ...vvoeererieiet et 1j
Kk Total liabilities (add all amounts in lines 1g through1j) .......cccccvveveererveireeerinnn. 1k 0 0
Net Assets
| Net assets (subtract line 1K from liNe 16) ....c...covvevevriiriieieeenreeeeeeeeeenens | 11 | 43180869 44701635

| Part Il ||ncome and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained
fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete
lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions: ’ S ' '
(1) Received or receivable in cash from: (A) EMpIOYErs...........cccoevrereerenenns 2a(1)(A)
(B)  PartCIDANES .....ovoveivvieceiiciicee ettt e 2a(1)(B) 1700344
(C) Others (INCIUING TONOVETS) ...........ovovvreeieeiereeiseisrriecieee s seeens 2a(1)(C) 398119
. (2) NONCASN CONLDULIONS .......cvvvvvri s e 2a(2) ;
) (3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)................. 2a(3) ‘ , 2098463
b Earnings on investments:
(1) Interest:
(A) Inte_rgst-bearing cash (including money market accounts and 2b(1)(A)
certificates of deposit)
(B) U.S. GOVEINMENt SECUNMHES .....cvvvvveveerececvrceeeceesensesssssse e sereseenees 2b(1)(B)
(C) Corporate debt INSIUMENLS .........c.ovvvririvriirereeeesiseees e enas 2b(1)(C)
(D) Loans (other than to participants) ............ccoveerereermeenisineeeieeesseenens 2b(1)(D)
(E) Participant I0@NS ...........c.ciurivieiveieriaenssessessesse s seesessssseeseenees 2b(1)(E)
(F) ORI .ottt 2b(1)(F) 390759 , ,
(G) Total interest. Add lines 2b(1)(A) through (F).............ccc.orrrvrrrrins 2b(1)(G) LR 390759
(2) Dividends: (A) Preferred STOCK..........o.ovoeveveeveiieiireeeee e sse s ennens 2b(2)(A) ity : ; :
(B)  COMMON SLOCK..........vevvrieieeireeieeeseseesee st eses s eessse st s s 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds)............. 2b(2)(C) 437900
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) | - ' ' 437900
(B) REMMS....ive e .| 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds . 2b(4)(A)
(B) Aggregate carrying amount (S€e inStructions) .............cceecvureeveinnnes 2b(4)(B)
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result ................. 2b(4)(C) , : B 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate................coov.... 2b(5)(A) o s :
(B) OHNET ..ot 2b(5)(B) :
(C) Total unrealized appreciation of assets. 2b(5)(C) ] : i 0

A INES 2B(5)(A) ANG (B)...vr.vvvererrerrerereesoseeeoseseseesesseseseseeeeosseenes




Schedule H (Form 5500) 2014 Page 3
(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts...............o.c....... 2h(8)

(7) Net investment gain (loss) from pooled separate acCoUNts ...........cc.cceve.. 2h(7) 256354

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

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

O ompanies (e g, mUAl TGS oo 20(10) 1454502
C OtheriNCOME.....cuiiiiiiiiiitici e e 2c 12993
d Total income. Add all income amounts in column (b) and enter total..................... 2d 4650871
Expenses

e Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 3103268

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

() OHNET...oovoiiieeeer et 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3)........c.coevrvererierirencnnee 2e(4) 3103268
f Corrective distributions (S€€ INSEIUCHONS) ........ccevvevierveiriiercsesiie e 2f
g Certain deemed distributions of participant loans (see instructions).... 29
D INterest eXPense......c.coovveveveveeioreeercivseenn s R 2h
i Administrative expenses: (1) Professional fees............coeeuveireirnrrerieeninenss 2i(1)

(2) Contract adminiStrator fEES...........o..ovivrseriereereeees e 2i(2) 26937

(3) Investment advisory and Management fees..............o..vurrruerernereersnerenes 2i(3)

() OHNET......ooooieoivieciaseeieees st 2i(4)

(5) Total administrative expenses. Add lines 2i(1) through (4)..........cccccoceeneee. 2i(5) 26937
j Total expenses. Add all expense amounts in column (b) and enter total........ 2j 3130205

Net Income and Reconciliation

k Net income (loss). Subtract line 2j from line 2d 2k 1620766
| Transfers of assets:

(1) TO HHIS PIAN......ocveveceeiceecee ettt 2i(1)

(2) FTOM NS PIAN w.ooovoveeeeeeveeeeeeee e e 21(2)

| Part lll |Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not

attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1)[] Unqualified  (2)[] Qualified  (3)[x] Disclaimer  (4)[] 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) D 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.

I 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, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 41.

During the plan year: Yes No

Amount

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

b Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
(o]0 L=To =T 1 TR S S PO T OO PP TP PP OO PP PPN 4b




5b

Schedule H (Form 5500) 2014 : Page 4-
) Yes No Amount
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........ccoovevieviiinnn. 4c X
d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is
CRECKEA.) ..ttt et 4d X
e  Was this plan covered by a fidelity BONG? ........ccccvoviviririirericiccn et 4e X 500000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or diShONESTY? ......ooiiiiiiiiiiic i 4f X
g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser?............ccocoivviivciiinnnns 49 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?......... 4h X
i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format requIremMents.) .........ccocceeiiiiii 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.).........ccoooviviiii 4j X
Kk  Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control of the PBGC? .........cccciiiiiiiiiiiiiecic e 4k
1 Has the plan failed to provide any benefit when due under the plan?............c.ccocoeiiinnn 4]
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.101-3.) c.veeeerereeee et ee et ee ettt et et 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.........cccccovviiiinnnnn 4an
‘}a Has a resolution 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........................... D Yes No Amount:

If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were

transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5h(3) PN(s)

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

|PartV ITrust Information (optional)

6a Name of trust

6b Trust's EIN




SCHEDULE R Retirement Plan Information OMB No. 1210-0110
(Form 5500) 2014
This schedule is required to be filed under section 104 and 4065 of the
D;ﬁi’;ﬁ';}??é?;‘lilfi?ﬁ? Employee Retirement Income Security Act of 1974 (ERISA) and section
6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public

Department of Labor

i inistrati Inspection.
Employee Benefits Security Administration ) File as an attachment to Form 5500. p

Pension Benefit Guaranty Corporation
For calendar plan year 2014 or fiscal plan year beginning 01/01/2014 and ending 12/31/2014
A Name of plan B Three-digit
ST. OLAF COLLEGE SALARY REDUCTION SAVINGS PLAN plan number

(PN) 4 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
ST. OLAF COLLEGE 41-0693979
| Partl | Distributions

All references to distributions relate only to payments of benefits during the plan year.
1  Total value of distributions paid in property other than in cash or the forms of property specified in the

TNSETUCHIONS ...ttt ettt b et bt e be et et e bt eha bbb e s R e e e a e ae e e aeere et e e bt 1 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 benefits):

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

22 L PO O T Oy PP PP PO PSS PPRPPPO 3

~Partll. | Funding Information (i 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)

Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.......cccovvrvvrnnns D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

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.

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

6a
deficiency not waived) ...................................................................................................................................

b Enter the amount contributed by the employer to the plan for this plan year...........cccoecrvrenieiie i, 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) .............ccccoiii 6¢c

If you completed line 6c, skip lines 8 and 9.
Will the minimum funding amount reported on line 6¢ be met by the funding deadline?...............ccocccoviinnns D Yes D No D N/A

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
administrator agree With the ChANGE?.............cc.co..iveiioeeieetieeeeeeeeeeeee et D Yes D No D N/A

Partlll | 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 the “NO” BOX........v..veeeverrereeeeeresiieeeeeeeeveeeeeeee st eeeeeeeee e D Increase I:I Decrease D Both D No
PartlV ESOPs (see instructions). If this is not a plan described under Section 409(a) or 4975(e)(7) of the Internal Revenue Code,
skip this Part.
10 Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? . . | | Yes D No
11 @ Does the ESOP hold @ny Preferred SIOCK? ..........covvuivereeeieeieeeeieieeteeess et et esaesesss s st es s bbb es s st b s s s seees Yes D No

b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

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

(See instructions for definition of “back-t0-back” 10AN.) ..........c.ccoiiiiiiiiiiiii
D Yes D No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2014

v. 140124
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“PartV | _Additional Information for Multiemployer Defined Benefit Pension Plans

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

€  Contribution rate information (/f 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 I:l Weekly D Unit of production D Other (specify):

a  Name of contributing employer

(=2

EIN C  Dollar amount contributed by employer

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

€ Contribution rate information (/f 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 I_—_I Unit of production |:| Other (specify):

a  Name of contributing employer

op

EIN C Dollar amount contributed by employer

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

€ Contribution rate information (/f 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: I:l Hourly D Weekly D Unit of production D Other (specify):

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (/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 unit measure: D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

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

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

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

a  Name of contributing employer

o

EIN C  Dollar amount contributed by employer

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

€  Contribution rate information (If more than one rate applies, check this box |:| and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
) (2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the

participant for:

@ THE GUITENE YEAT.......o.ceieiviieeteteii et st eeee bt es ettt es bbb £s bbbt e bbbttt 14a

b The plan year immediately preceding the CUrment plan YEar...........cococevveiiiiiiiiiieeinicn e 14b
14c

C  The second PreCeding PIAN YEAT .......cc..iiiii ittt er et e et s s e e te e s b e s b sra e st e e s e bt e bb e

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 planyear.............c..cccooiee 15a
b The corresponding number for the second preceding PIan YEar .........ocviieiiiiiiiiiii et 15b

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

a Enter the number of employers who withdrew during the preceding planyear ...,

b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 16b
assessed against such withdrawn eMPIOYEIS ... ....iiiiiiiiiii e

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

| PartVi

| 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 inmediately before such plan year, check box and see instructions regarding supplemental

information to be INCIUAEA @S AN GHACKHMENT ........oi ittt e e e et e e e e e e e bbbttt e ebbb e te e s oab b aee s s e s e bt b e e s e e e e e e s b aabeaeee s os bbb e b aee e e e esbbbeeeeassaesansassiaes

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 D 3-6 years D 6-9 years |:| 9-12 years D 12-15 years D 15-18 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):




