Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110

1210-0089
Department of the Treasury This form is required to be filed for employee benefit plans under sections 104
Intemal Revenue Service and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
Department of Labor sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code).
Employee B_e_neﬁtsf Security 201 5
Administration » Complete all entries in accordance with
Pension Benefit Guaranty Corporation the instructions to the Form 5500.
This Form is Open to Public
Inspection
I Part| | Annual Report Identification Information
For calendar plan year 2015 or fiscal plan year beginning 04/01/2015 and ending  03/31/2016
A This retum/report is for E] a multiemployer plan; D a ml_JItlpIe_-employer pla_n (Fller§ ch_ecklng this box must attach :_a list of_ «
participating employer information in accordance with the form instructions); or
D a single-employer plan; D a DFE (specify)
B This retum/report is: I:I the first return/report; I:l the final return/report;
D an amended retum/report; I:l a short plan year retum/report (less than 12 months).
C Ifthe plan is a collectively-bargained plan, check here. . . . . . .. ... > El
D Check box if filing under: E] Form 5558; |:| automatic extension; I:l the DFVC program;
D special extension (enter description)
I Part | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit plan o001
LOCAL 805 PENSION & RETIREMENT FUND number (PN) »
1c Effective date of plan
12/20/1954
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) 13-1917612
BOARD OF TRUSTEES LOCAL 805 2C Plan Sponsor's telephone
PENSION & RETIREMENT FUND number
212-308-4200
60 BROAD STREET 37TH FL 2d BUSiHGSS code (see
NEW YORK, NY 10004-2336 instructions)
525100

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.

I-?IIE(I;?NE Filed with authorized/valid electronic signature. 12/28/2016 NEIL J. SAVASTA
Signature of plan administrator Date Enter name of individual signing as plan administrator
:IIEC;FIIE Filed with authorized/valid electronic signature. 12/28/2016 ALEXANDRA E. POPE
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) Preparer’s telephone number

MICHAEL A. VAN SERTIMA, CPA

212-564-9451
GOULD KOBRICK & SCHLAPP PC

3 PARK AVE 14TH FL
NEW YORK, NY 10016-5902

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015)
v. 150123
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3a Plan administrator's name and address ESame 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, 4b EIN
EIN and the plan number from the last retum/report:
a Sponsor's name 4c PN
5  Total number of participants at the beginning of the plan year 5 | 2066
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 planyear........................... 6a(1) 492
a(2) Total number of active participants at the end of the plan Year ... 6a(2) 430
b Retired or separated participants receiving benefits. ... ... o o 6b 804
C Other retired or separated participants entitled to future benefits. ... 6¢c 596
d Subtotal. Add lines 6a(2), 6b, ANA 6C. ... o oo 6d 1830
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ... ... 6e 167
f o Total. Add iNeS 6 AN €. ... .. . .. . oo 6f 1997
g Number of participants with account balances as of the end of the plan year (only defined contr bution plans
COMPIEEE TS TUOM) .o 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were
1€5S than 100% VESIEA ..o oo 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ...... 7 10

8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:

1B 2C

b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) Code section 412(e)(3) insurance contracts
(3) Trust 3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

Information) - signed by the plan actuary (6)

H (Financial Information)

A (Insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)
G (Financial Transaction Schedules)

a Pension Schedules b General Schedules
1) @ R (Retirement Plan Information) (1) B
(2) @ MB (Multiemployer Defined Benefit Plan and Certain Money (2) I (Financial Information — Small Plan)
Purchase Plan Actuarial Information) - signed by the plan (3) 1
actuary -
(4)
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) H
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| Part lll | 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
25201012) oo [] 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.) ........... D Yes [:l No

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

Receipt Confirmation Code




SCHEDULE A Insurance Information

OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Intemal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2015
rtment of Labor
Employee g:np:ﬁts ggcﬁmy Administration P 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 2015 or fiscal plan year beginning 04/01/2015 and ending 03/31/2016

A Name of plan B Three-digit

LOCAL 805 PENSION & RETIREMENT FUND plan number (PN) ) 001

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BOARD OF TRUSTEES LOCAL 805 13-1917612

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

1 Coverage Information:

(a) Name of insurance carrier
THE PRUDENTIAL INSURANCE COMPANY OF AMERICA

(©) 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
22-1211670 68241 030358 05/01/2015 04/30/2016

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

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

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

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

(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 and OMB Control Numbers, see the instructions for Form 5500. Schedule A (Form 5500) 2015
v. 150123
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

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

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

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

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

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

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

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

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

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




Schedule A (Form 5500) 2015
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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 atyearend ... 4
5 Current value of plan’s interest under this contract in separate accounts at year end 5 5494301
6 Contracts With Allocated Funds:
a State the basis of premium rates P
b Premiums paid t0 CAMIET ... oo 6b
C Premiums due butunpaid atthe end of the year ... e 6¢c
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, enteramount. ...
Specify nature of costs P
€ Type of contract: (1) |:| individual policies 2) I:l 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 » |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) I:l deposit administration (2) D immediate participation guarantee
3) |:| guaranteed investment (4) I:l other P
b Balance at the end of the PreVioUS Year ... ... [ 7b
C Additions: (1) Contributions deposited duringtheyear........................... 7c(1)
(2) Dividends and credits ... 7c(2)
(3) Interest credited dUring the Year ... oo 7¢(3)
(4) Transferred from separate aCCOUNt ... .o 7c(4)
(5) Other (specify below) ... 7¢c(5)
>
(B)Total @ddItiONS ... . 7¢(6)
d Total of balance and additions (add lines 7b and 7€(6)). ... . . oo oo [ 7d
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1)
(2) Administration charge made by CaITier..............oowoooooooooeee. 7e(2)
(3) Transferred to separate aCCOUNt ..............oo.oooooooooeooeeeeeeeee. 7e(3)
(4) Other (specify beIOW). ... ... 7e(4)
>
(5) Total dedUCtioNS . . 7e(5)
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ... ... [ 7f
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Part lll | 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 I:l Health (other than dental or vision) b I:l Dental C I:l Vision d I:l Life insurance
e D Temporary disability (accident and sickness) D Long-term disability g |:| Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) | |:| HMO contract k I:l PPO contract ||:| Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:
a Premiums: (1) Amountreceived..................._.._.__._.. 9a(1)
(2) Increase (decrease) in amount due but unpaid ... 9a(2)
(3) Increase (decrease) in uneamed premium reserve ............................. 9a(3)
(4) Eamed ((1) + (2) - (3)) - | 9a(4)
b Benefit charges (1) Claims paid ..............o oo 9b(1)
(2) Increase (decrease) in claim reServes. ... 9b(2)
(3) Incurred claims (AAd (1) @NA (2)) - 9b(3)
(4) Claims charged 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) -
(A) COMMISSIONS ... 9¢c(1)(A)
(B) Administrative service or otherfees ... 9¢(1)(B)
(C) Other specific aCqUISItION COSES ... 9¢(1)(C)
(D) Other @XPeNSES ... oo 9¢c(1)(D)
(E) TAXES - 9c(1)(E)
(F) Charges for risks or other contingencies ......................o.ooooooo.... 9¢(1)(F)
(G) Other retention Charges ... 9¢c(1)(G)
(H) TOtAI TRUENMHON ... e 9¢(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or |:| credited.) ... 9¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement.................. 9d(1)
(2) CIAIM TESEIVES ..o 9d(2)
(B) ONEI TESEIVES ... e 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount enteredinline9¢(2).).........___.__.________ . 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid to carmier ... 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, reportamount. ... . 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 If the answer to line 11 is “Yes,” specify the information not provided. »



SCHEDULE MB Multiemployer Defined Benefit Plan and Certain OMB No. 12100110
(Form 5500) Money Purchase Plan Actuarial Information 2015
Department of the Treasury
Intemal Revenue Service This schedule is required to be filed under section 104 of the Employee
Employee E[!):r?:ﬁrgn ggm:i'%yagg:ninistmﬁm Reftirement Incomelr?tzg:\JgHQgs;gL;%’gd(engllse%:;ed)Secnon oos9ctthe b For'::‘;iggie:nto Public
Pension Benefit Guaranty Corporation » File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2015 or fiscal plan year beginning 04/01/2015 and ending 03/31/2016
» Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B  Three-digit
LOCAL 805 PENSION & RETIREMENT FUND plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
BOARD OF TRUSTEES LOCAL 805 13-1917612
E Type of plan: (1) [>_—<| Multiemployer Defined Benefit (2) |:| Money Purchase (see instructions)
1a Enter the valuation date: Month _04 Day _ 01 Year 2015
b Assets
(1) Currentvalue Of @SSetS ... . e 1b(1) 62149280
(2) Actuarial value of assets for funding standard account............._..._.._ ... 1b(2) 68843795
C (1) Accrued liability for plan using immediate gain methods 1c(1) 158912439
(2) Information for plans using spread gain methods:
(a) Unfunded liability for methods With DaSesS. ... . ... oo 1¢c(2)(a)
(b) Accrued liability under entry age normal method ... oo 1¢c(2)(b)
(c) Normal cost under entry age normal method ... 1¢(2)(c)
(3) Accrued liability under unit credit cost method ... oo 1c(3) 158912439
d Information on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions)............. | 1d(1)
(2) “RPA ‘94" information:
(@) Curment ADIIItY .. e 1d(2)(a) 223214076
(b) Expected increase in current liability due to benefits accruing during the plan year ... | 1d(2)(b) 951004
(c) Expected release from “RPA ‘94" current liability forthe planyear ... .. ... 1d(2)(c)
(3) Expected plan disbursements for the plan year ... 1d(3) 11958658

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

SIGN
HERE 12/28/2016
Signature of actuary Date
CRAIG A. VOELKER Redacted by the U.S.
Type or print name of actuary Most recent enroliment number
O SULLIVAN ASSOCIATES, INC 856-795-7777
Firm name Telephone number (including area code)
1236 BRACE ROAD UNIT E, CHERRY HILL, NJ 08034
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or Form 5500-SF. Schedule MB (Form 5500) 2015

v. 150123
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Schedule MB (Form 5500) 2015

2 Operational information as of beginning of this plan year:

a Current value of assets (See INStUCHONS) ... e 2a 62149280
b “RPA ‘94" current liability/participant count breakdown: (1) Number of participants (2) Current liability
(1) For retired participants and beneficiaries receiving payment .._.............................. 965 140220421
(2) Forterminated vested participants ... 608 39562535
(3) For active participants:
(@) Non-vested Denefits ... .. ... 902950
(b) Vested benefits ... . e 42528170
(€) TOtAl ACHVE ... 492 43431120
(B)  TOMAL e 2065 223214076
C If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 2¢
POTCEIEAGC .. oo 27.84%
3 Contr butions made to the plan for the plan year by employer(s) and employees:

(a) Date (b) Amount paid by (c) Amount paid by (a) Date (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
10/01/2015 1582883

Totals » | 3(b) 1582883| 3(c) |
4 Information on plan status:
a Funded percentage for monitoring plan’s status (line 1b(2) divided by line 16(3)) ..o 4a 43.3%
b Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of plan’s status). If 4b D
Code i N, G0 10 N 5 e
C Is the plan making the scheduled progress under any applicable funding improvement or rehabilitationplan? ... ... I)_—(] Yes I:I No
d If the plan is in critical status or critical and declining status, were any benefits reduced (see inStructions)? ... I:l Yes IE No
€ Ifline dis “Yes,” enter the reduction in liability resulting from the reduction in benefits (see instructions),
measured as of the valuation date ... . e de
f If the rehabilitation plan projects emergence from critical status or critical and declining status, enter the plan
year in which it is projected to emerge.
If the rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which insolvency is af 2022
expected and CheCK Nere .. e

5 Actuarial cost method used as the basis for this plan year’s funding standard account computations (check all that apply):

a |:| Attained age normal b |:| Entry age normal
e [] Frozen initial liability f
i I:l Reorganization i

[] individual level premium g [] individual aggregate

|:| Other (specify):

C B Accrued benefit (unit credit)

d I:I Aggregate
h [] shortfal

K If box h is checked, enter period of use of shortfall Method ...

| Has a change been made in funding method for this Plan Year? ... ... oo I:l Yes @ No

m If line | is “Yes,” was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval? ... I:l Yes I:l No

n Ifline lis “Yes,” and line mis “No,” enter the date (MM-DD-YYYY) of the ruling letter (individual or class)

approving the change in funding method ... L

5n

6 Checklist of certain actuarial assumptions:

a Interest rate for “RPA ‘94" current liability . . e I 6a I

3.40%

Pre-retirement

Post-retirement

b Rates specified in insurance or annuity contracts ...................................

[] Yes [] No [ nA

[] Yes [] No [{ nA

C Mortality table code for valuation purposes:




Schedule MB (Form 5500) 2015 Page 3 - | |

(1) Males. ..o 6¢(1) A A
(2) Females .. 6c(2) A A
d Valuation liability interest rate ... 6d 6.75% 6.75 %
€ EXPENSe 10adiNg ... 6e 94.0% [] ~na % [ wa
f Salaryscale ... 6f % E N/A
g Estimated investment return on actuarial value of assets for year ending on the valuationdate...................... 69 8.6 %
h Estimated investment return on current value of assets for year ending on the valuationdate ... 6h 8.7 %

7 New amortization bases established in the current plan year:

(1) Type of base (2) Initial balance (3) Amortization Charge/Credit
447686 45321
4 21425533 2168992

8 Miscellaneous information:

If a waiver of a funding deficiency has been approved for this plan year, enter the date (MM-DD-YYYY) of the
ruling letter granting the approval ... L

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

SCREAUIE e

Yes

No

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

schedule.

C Are any of the plan’s amortization bases operating under an extension of time under section 412(e) (as in effect prior to

2008) or section 431(d) of the CoAe ... e

d Ifline cis “Yes,” provide the following additional information:

(1) Was an extension granted automatic approval under section 431(d)(1) ofthe Code? ... ... ...

Yes

Yes

No

No

Yes

No

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

(3) Was an extension approved by the Internal Revenue Service under section 412(e) (as in effect prior to
2008) or 431(d)(2) Of the COAE? ... .o e enaen

O |13 O xX=

Yes

No

— — = O|E3

(4) If line 8d(3) is “Yes,” enter number of years by which the amortization period was extended (not including
the number of years I Ne (2)) ...

8d(4)

(5) If line 8d(3) is “Yes,” enter the date of the ruling letter approving the extension..............._.._....__._..__._...._.._.....

8d(5)

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

6621(b) of the Code for years beginning after 20072 ...

Yes

|:|No

€ If box 5his checked or line 8¢ is “Yes,” enter the difference between the minimum required contribution for the
year and the minimum that would have been required without using the shortfall method or extending the 8e
AMOTZAtON DASE(S ) ..o
9 Funding standard account statement for this plan year:
Charges to funding standard account:
a Prior year funding deficiency, if @ny .. 9a 28943893
b Employer's normal cost for plan year as of valuation date ........................o 9b 908193
C Amortization charges as of valuation date: Outstanding balance
) mortzation period has boen extonded. s o e he 9c(1) 70822250 8144333
(2) Funding WaiVerS ... 9¢(2)
(3) Certain bases for which the amortization period has been extended ...._.... 9¢(3)
d Interest as applicable on lines 9a, 9b, and 9¢ 9d 2564758
€ Total charges. Add lines 9a through Od ... e 9e 40561177
Credits to funding standard account:
f Prior year credit balance, if @NY ... .. oo of
g Employer contributions. Total from column (b) of line 3 ... e 99 1582883
Outstanding balance
h Amortization credits as of valuationdate ... I 9h 9697499 2072902
i Interest as applicable to end of plan year on lines 9f, 99, and Oh ... .o 9i 188314
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J Full funding limitation (FFL) and credits:

(1) ERISA FFL (accrued liability FFL) ... . 9j(1) 104264168
(2) “RPA '94" override (90% current liability FFL) ... 9j(2) 137003476
(3) PR Credit e 9j(3)
K (1) Waived funding AefICIENCY - ... .o 9k(1)
(2) OtNer CreditS ... ..o 9k(2)
| Total credits. Add lines 9f through 9i, 9j(3), 9K(1), AN K)o 9l 3844099
m Credit balance: If line 9l is greater than line 9e, enter the difference ... 9m
N Funding deficiency: If line 9e is greater than line 91, enter the difference............_. . ... 9n 36717078
9 0 Current year's accumulated reconciliation account:
(1) Due to waived funding deficiency accumulated prior to the 2015 planyear .. ........] 90(1)
(2) Due to amortization bases extended and amortized using the interest rate under section 6621(b) of the Code:
(a) Reconciliation outstanding balance as of valuationdate ... 90(2)(a)
(b) Reconciliation amount (line 9¢(3) balance minus line 90(2)(@)) ..o 90(2)(b)
(3) Total as of valuation date 90(3)
10 Contrbution necessary to avoid an accumulated funding deficiency. (See instructions.)..... 10 36717078
11 Has a change been made in the actuarial assumptions for the current plan year? If “Yes,” see instructions........................ E Yes I:l No




SCHEDULE C Service Provider Information OMS No. 12100110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the Employee 201 5
Intemnal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Employee Benets. ggtcgﬁitba%ministraﬁon » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtion'
For calendar plan year 2015 or fiscal plan year beginning 04/01/2015 and ending  03/31/2016
A Name of plan B Three-digit
LOCAL 805 PENSION & RETIREMENT FUND plan number (PN) N 001
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

BOARD OF TRUSTEES LOCAL 805 13-1917612

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 elig ble
indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . . ... ... ... ... IE Yes |:] No

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

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

90-0644478

(b) Enter name and EIN or address of person who provided you disclosure on eligible indirect compensation
ASB CAPITAL MANAGEMENT, LLC

80-0618452
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2015

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

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

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

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

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

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

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

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

PROSKAUER ROSE LLP

13-1840454
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
29 NONE 74406

Yes |:I No

Yes D No D

Yes |:| No D

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

EPSTEIN BECKER & GREEN

13-3031033
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
29 NONE 28985

Yes D No

Yes D No D

Yes |:| No D

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

SAVASTA AND COMPANY, INC.

13-3879959
(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-.
1112 13 14 [NONE 183360

Yes D No

Yes D No D

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

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

QUAN-VEST CONSULTANTS

11-2559669
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
27 NONE 45996

Yes |:I No

Yes D No D

Yes |:| No D

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

PRUDENTIAL INSURANCE CO.

22-1211670
(b) (c) (d) (e) () (9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 NONE 44236

Yes D No

Yes D No D

Yes |:| No D

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

PRUDENTIAL TRUST COMPANY

23-6994310
(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-.
28 NONE 29086

Yes No D

Yes No D

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)

GOULD, KOBRICK & SCHLAPP, P.C.

13-3082707
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
10 NONE 18000
Yes[l N0 YesD No[l Yes[l NOD
(@) Enter name and EIN or address (see instructions)
J&W SELIGMAN & CO.
13-3043476
(b) ©) (d) e o (0 | @ ()
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of
person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 NONE 60337 13435
Yes NOD YesD No Yes|:| No

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

US BANCORP ASSET MANAGEMENT

41-2003732
(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-.
19 NONE 14077

Yes No D

Yes No D

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

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

INTERCONTINENTAL U.S. REAL ESTATE

11-3786306
(b) (c) (d) (e) () 9) (h)
Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a

organization, or

by the plan. If none,

compensation? (sources

compensation, for which the

service provider excluding

formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you [estimated amount?
answered “Yes” to element
(f). If none, enter -0-.
28 NONE 14267

Yes |:I No

Yes D No D

Yes |:| No D

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

OSULLIVAN ASSOCIATES INC.

1236 BRACE ROAD UNIT E
CHERRY HILL, NJ 08034

(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

()
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). If none, enter -0-.
11 NONE 38666
YesD No YesD NoD Yes|:| N0|:|
(@) 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

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 D No D

Yes D No D

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

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

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

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

J&W SELIGMAN & CO. 13-3043476

99

5295

(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.

CREDIT SUISSE SECURITIES USALLC 11 MADISON AVE
24TH FLOOR

NEW YORK, NY 11010

PROPRIETARY RESEARCH

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

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

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect
compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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| Part Il | Service Providers Who Fail or Refuse to Provide Information

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

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

(@) 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

(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
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)

(complete as many entries as needed)

a Name: SAVASTA AND COMPANY, INC. b EIN: 13-3879959
C Position. ACTUARY
d Address: 60 BROAD STREET € Telephone: 212-308-4200
37TH FLOOR
NEW YORK, NY 10004
Explanation: THE BOARD OF TRUSTEES OPTED TO SEPARATE THE FUNCTIONS OF ACTUARY AND ADMINISTRATOR.
a Name: b EIN:
C Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C  Position:
d Address: € Telephone:
Explanation:
a Name: b EIN:
C Position:
d Address: e Telephone:

Explanation:
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Part Il | Information on Participating Plans (to be completed by DFEs)
(Complete as many entries as needed to report all participating plans)

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of Cc EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of Cc EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of Cc EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

b Name of Cc EIN-PN
plan sponsor




SCHEDULE H Financial Information
(Form 5500)
t This schedule is required to be filed under section 104 of the Employee
Qﬁ?fma. Res;m Zfr‘;‘,?é‘e'y Retirement Income Security Act of 1974 (ERISA), and sect
Depariment of Labor Internal Revenue Code (the Code).

Employee Benefits Security Administration

» File as an attachment to Form 5500.

OMB No. 1210-0110

ion 6058(a) of the

2015

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection

For calendar plan year 2015 or fiscal plan year beginning  04/01/2015 and ending  03/31/2016

A Name of plan B  Three-digit

LOCAL 805 PENSION & RETIREMENT FUND plan number (PN) 3 001

C Plan sponsor's name as shown on line 2a of Form 5500
BOARD OF TRUSTEES LOCAL 805

13-1917612

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 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), 1c(8), 1g, 1h,

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

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearingcash ... . 1a 1054660 1056213
b Receivables (less allowance for doubtful accounts):

(1) Employer CONtibUtONS ... 1b(1) 59423 39876

(2) Participant contributions ... 1b(2)

(B) OMNET oo 1b(3) 923 1200000

C General investments:

O e doposity oo (elude money marke accounts & ceficales | 1 6101 4539

(2) U.S. Government SECUMES ... ..o 1c(2)

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

(A) Prefermed ... ..o 1c(3)(A)
(B) AlLOMNGT ..o 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) Prefermed ... ..o 1c(4)(A)
(B) COMMON ..o 1c(4)(B) 1566155

(5) Partnership/joint venture interests ... 1c(5)

(6) Real estate (other than employer real property) ... 1c(6) 2095339 2359156

(7) Loans (other than to participants) ... 1c(7)

(8) Participant I0aNS ... .. oo 1c(8)

(9) Value of interest in common/collective trusts...................................... 1c(9) 34154461 30195076
(10) Value of interest in pooled separate accounts ......................o.o.oooooooooo.. 1¢(10) 4850865 5494301
(11) Value of interest in master trust investment accounts ............................ 1c(11)

(12) Value of interest in 103-12 investment entities .................................... 1c(12) 14003423 9477532
(13) \f/uar:gi)of interest in registered investment companies (e.g., mutual 1c(13)
(14) Value of funds held in insurance company general account (unallocated 1e14)
CONTACES ) e
(15) OUNOT - 1¢c(15) 4405833 1911286

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

Schedule H (Form 5500) 2015
v. 150123
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(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts ........................ 2b(6) 304702

(7) Net investment gain (loss) from pooled separate accounts........................ 2b(7) 687672

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

(9) Net investment gain (loss) from 103-12 investment entities ...................... 2b(9) 525892

(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (e.g., mutual funds).............__. .
C OtherinCOMe. ... .. e 2c 89398
d Total income. Add all income amounts in column (b) and entertotal .................... 2d 1894727
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 11704972

(2) To insurance carriers for the provision of benefits 2¢(2)

(3) OtNeT .o 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through (3) ... 2e(4) 11704972
f Corrective distributions (se€ INStrUCiONS) ... oo 2f
g Certain deemed distributions of participant loans (see instructions)................ 2g
N INterest @XPENSE ..o oo 2h
i Administrative expenses: (1) Professional fees .......... ..o 2i(1) 172457

(2) Contract administrator fees ... 2i(2) 170960

(3) Investment advisory and managementfees ... .. 2i(3) 214329

(B) OMNET oo 2i(4) 109082

(5) Total administrative expenses. Add lines 2i(1) through (4)................._. 2i(5) 666828
J Total expenses. Add all expense amounts in column (b) and enter total ..__... 2j 12371800

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2Kk -10477073
| Transfers of assets:

(1) TONIS PIAN oo 2(1)

(2) FrOM thiS PIN ... 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) [ Unquaiiied  (2)[] Qualified (3)[] Disclaimer  (4)[] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? I:l Yes @ No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name:GOULD, KOBRICK & SCHLAPP P.C. (2) EIN: 13-3082707

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.

Part IV |Compliance Questions

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

During the plan year: Yes No N/A 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 CRECKEA.). ... 4b
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Yes No N/A Amount

C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ... 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 Ill if “Yes” is

CRECKEA.) oo 4d X

Was this plan covered by a fidelity bONd? ... ... 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? ] Af X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ... 4g X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?......... 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 requirements.) ... ... 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked, and

see instructions for format requirements.) ... 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to

another plan, or brought under the control of the PBGC?............_... . . 4k X
| Has the plan failed to provide any benefit when due undertheplan? ... ._.....__...._| 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29

CFR 2520, 103, ) e am X
n If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or

one of the exceptions to providing the notice applied under 29 CFR 2520.101-3. .................. 4n
O Did the plan trust incur unrelated business taxable income? ... ... 40
P  Were in-service distributions made during the planyear? ... 4p X

5a 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 employerthisyear..................._._._. |:| Yes No Amount:

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

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

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

IPart \'/ | Trust Information

6a Name of trust 6b Trust's EIN

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




SCHEDULER Retirement Plan Information DN 10 1210.0110
(Form 5500) 2015
Department of the Treasury This schedule is required to be filed under section 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
I 32,,":&};“22‘0 3%3%;1 - 6058(a) of the Internal Revenue Code (the Code). This Form Is Open to Public
» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2015 or fiscal plan year beginning 04/01/2015 and ending 03/31/2016
A Name of plan B Three-digit
LOCAL 805 PENSION & RETIREMENT FUND plan number
(PN) 14 001
C Plan sponsor’'s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BOARD OF TRUSTEES LOCAL 805 13-1917612

[ Part | | Distributions

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

1  Total value of distr butions paid in property other than in cash or the forms of property specified in the 1
instructions

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

EIN(s):

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

3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during the plan 3 0

Part Il Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Intemnal 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)? —.......ovooovoeeren.... |:| Yes I:l No IE 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 6a 0
deficiency not waived) _______________________________________________________________________________________________________________________________________
b Enter the amount contributed by the employer to the plan for this planyear............................. ... 6b 0
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)..._.... .. 6¢c 0
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? ... |:| Yes I:l No I:l N/A

8 Ifachange 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?... ... ... oo e D Yes D No B N/A

Part lll | 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 no, check the “No” box D Increase D Decrease I:l Both E No

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

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan? ................ D Yes D No
11 a Does the ESOP hold @ny preferred SLOCK? ........ ..o oot D Yes D No
b Ifthe _ESOP has an outsta_ryding eixempt loan with the employer as lender, is such loan part of a “back-to-back” loan? I:l Yes I:l No

(See instructions for definition of “back-to-back” loan.) ...
12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ... |:| Yes |:| No
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2015

v. 150123
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[ Part Vv

| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that contr buted more than 5% of total contr butions 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 HAROLD LEVINSON ASSOCIATES

b EIN 11-2350757 ¢ Dollar amount contributed by employer 1316715

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check boxl:l
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 08 Day 26 Year 2017

€ Contr bution 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)  Contr bution rate (|n dollars and cents) 291.61
(2) Base unit measure Hourly Weekly | | Unit of production E] Other (specify):MONTHLY

a Name of contributing employer PANASONIC MATSUSHITA ELECTRIC

b EIN 36-2786846 ¢ Dollar amount contributed by employer 133660

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 01 Day 31 Year 2017

€ Contr bution rate information (If more than one rate applies, check this box I:l and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contr bution rate (|n dollars and cents) 320.00
(2) Base unit measure Hourly Weekly | | Unit of production E Other (specify):""OI\JTHLY

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

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

a Name of contributing employer

b EIN C Dollar amount contributed by employer

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

€ Contr bution 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)  Contr bution rate (|n dollars and cents
(2) Base unit measure Hourly Weekly | | Unit of production D Other (specify):

a Name of contributing employer

b EIN Cc Dollar amount contributed by employer

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

€ Contr bution 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) Contr bution rate (in dollars and cents
(2) Base unit measure: |:| Hourly Weekly | | Unit of production D Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

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

€ Contr bution rate information (If more than one rate applies, check this box I:l and see instructions regarding required attachment. Otherwise,

complete lines 13e(1) and 13e(2).)
(1)  Contr bution rate (|n dollars and cen

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

participant for:

@ TRE CUITENE YOAT oo e 14a 833
b The plan year immediately preceding the current planyear.................... . 14b 783
C  The 5econd PreCeding PIAN YEAT ... .. o oo 14c 706

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 15a 1.05

b The corresponding number for the second preceding plan year 15b 1.05

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

a Enter the number of employers who withdrew during the preceding plan year 16a 1

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

13502986
assessed against such withdrawn employers

supplemental information to be included as an attaChment. ....... .o ettt eteeeeeeeeeeeaeaeaenanaaaaaaaananeasasanananensnsnnnnananans

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 regardinT:|

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

18 If any liabilities to participants or their beneficiaries under the plan as of the end of the plan year consist (in whole or in part) of liabilities to such participants
and beneficiaries under two or more pension plans as of immediately before such plan year, check box and see instructions regarding supplemental
information to be included as an attachment

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: 659% Investment-Grade Debt: 14.4% High-Yield Debt: % Real Estate: 159% Other: 3.8%
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years EI 3-6 years |:| 6-9 years D 9-12 years D 12-15 years I:l 15-18 years I:l 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
@ Effective duration I:l Macaulay duration D Modified duration I:l Other (specify):

| Part VI | IRS Compliance Questions

20a 15 the pIan @ 401(K) PIAN? ..o I:l Yes I:I No

Design-based
safe harbor [ ] ADP/ACP test
method

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

20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current

year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and I:l Yes I:I No
140 (M )= 2(@) () (1)) 2 oo iiiiiiiiiiiiiiiiiiieiiiiiisiiieiiiiisiisissisiiiiiiieeeeieeoes
21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section I:l Ratio Average
() percentage benefit test
test
21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining
- . oo ” I:l Yes D No
this plan with any other plans under the permissive aggregation rules? ...
22a Has the plan been timely amended for all required tax law changes?..................c.coooooooooorioeeee |:| Yes D No |:| N/A
22b Date the last plan amendment/restatement for the required tax law changes was adopted / / . Enter the applicable code (See

instructions for tax law changes and codes).

22c If the plan sponsor is an adopter of a pre-approved master and prototype (M&P) or volume submitter plan that is subject to a favorable IRS opinion or
advisory letter, enter the date of that favorable letter / / and the letter’s serial number

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

23 s the Plan maintained in a U_S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has

been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U_S. Virgin I:l Yes D No
LS AN S ) e
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2 Cparational information s of beginning of this plan yaar,
a8 Curont valuo of assets (soo instruclions)

o

62,148,230

b "RPA ‘04" cumant labilty/ participant counl breskdown:

{1) mm«dp-ﬂq:mu

() Current Rability

(1} For refired parlicipants and banalician e receiving PEYMBN ... i

o65]

140,220,421

{2} Forierminated wested paricipanis

608

35,562,535

3] For acliva participants;
{a) Mon.vested banefis
(b Vested bansfits

902, 850

42,528,170

o) Total active

4152

43,431,120

(4] Totad

2,065

223,214,076

C Il e perceniags resuling from dividing Ene 2a by Bne 2044), column (2}, & less than T3%, entar such
percantago

c

27.84%

3 Coniributions mada 1o the plan for the plan year by employer{s} and smployoes:

{a) Dain
{MM-DD-YYYY )

{b) Avmounl paid by
amplayas)

(<) Asmour paid by
mploryeas

{a) Date

{MM-DO-YYYY)

(&) Amount paid by
Bmgloyans)

(e) Amcunl paid by
empkryaes

10/01/2015

1,582,883

“Totals » | 35

1,582,883

34 | 0

4 wiormation on plan status:

8 Funded percentage lor moniloring plan's stabes {line 1b(2) divided by line 1c[3})

b Enter code o indicale plan's sishes {see instructions for attachment of suppoding svidence of plan's siatus). ¥
coda s "N go Lo e 5

43.3 %

C |s tha plan making the schaduled progress under any applicabla funding improvemen! o rehabiitation plan?

E‘I'IIDNU

d I e plan bs In crilical stabus or crifical end deciining stelus, wens any benalits reduced (see iratrucions)?

[] ves [ e

2 |lline d &5 "Yes," enler the reducion in lablifty resulting from fhe reduciion in benefis {soe instructions],
maasursd s= of the valusbion daie

f ¥ the rehablitaBon plan projects emergonce from criticel sisbus or criical and declining stalus, snier the plan
yarar in which il s projecied |o emerge.
1T Ehe rehabil] ation phnhb.ﬁm“ﬂngpnﬂlmﬂm:y ankar tha plan yaar in which insolancy is
eapectod and chock here

af

2022

Em:ﬂt melhod ueed &5 ha basis lor NS plan year's usding slandand account compulalions tﬂll:hlihll Imlr):

b D Entry aige normal
F [] waticual tavel promivm
[ ] other (specityy

s e
i []meﬂuﬂon 1

4] D Individual aggrogato

¢ [ Accrued benafit junit crodit)

d [] aggregete
h [] shorttas

K If box b is checked, anler parod of uss of shorfsl methad

{ = |

| Has & changs been made in funding method lor this plan year?
M ¥ Ena 1 is "Yas,” was the change made parsuant to Revanes Procedure 2000-40 or othor sulomatic approval?

i Bna | s "Yies,” and line m is "No," enter the date (MM-DO-YY) of the ruling lefer {indhadual or class)
spproving the change in funding mathed :

6 Checklist of cerfain actuarial assumplions:
& [Irdnres] rale for "RPA ‘947 currant liabily,

b Rales specied in insurance or srnuily coniracts

C Morally table code lor vakislion purposes.
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(1) Males..._..... , oe() A ; A

(2] Females 6e(2) A A
d Valussion ksbilty interest raia &d 6.75% 6.75 %
@ Expanss loading : o 94.0% ] wn % | b wn
f Salary scale o % HiR
g mm—m-&nmm—umd-mm,-mmmmau CS 2 : B.6%
h Mhu-m_mmmiﬂudmdﬂﬁmdemlnmm____ B B.7%

T Maw amoriizalion bases establishad in fho curment plan year

{1} Typs of base {2) Initisd baslance 3] Amonaaston Chage/Traedh
1 -447, 686 -45,321
4 21,425,533 2,168,992
B Miscebanecus informatian:
a l‘lmmdlhm:.m_hmmmhmmM anier the dale (MM-DO-YYYY)olthe | g
B(1) ts 2 plan required 1o pravice o projecsion of axpecsd benafil paymants? :Sumum“} ¥ "Yes,” stinch o E Yos [] No
b{2) & tha pian required 1o provide & Schedule of Active Participant Duta? (Sae the insiructions.) If *Yes.” attach s~ B ves [ %o
schodule.
€ Are any of the plan's amanization bases operaling under an sxlension of lime unde seclon 412(a) (a5 in e¥ect prior i D Yes E Mo
2008) or section 431{d) of the Code? .
d ¥ ine ¢ s “Yes." provide the folowing additional information: |
(1) Was an extansion granted sulcmatic spproval under section 431jd)(1) of the Coda?.. ﬂ"ﬂ'ﬁ
{2) 11 ine BA{1) is “Yes," smior the number of years by which the amoritzsiion pariod was extended... .| 882} |
{3) Was an axtension sppraved by ihe Internal Reverus Senice under socion 412e) (a8 in efect priar to D You D o
2008) or 431{d)(2} of the Code?
{4y 11 line Bd(3) is "Yes." mmuwﬂmuvmummm“mmum Bajd)
e number of years in Iina (2}).. \
{8) Ifing BA(3) is *Yes." enier the dale of the ruling leller approving the sxtension | Bdif)
{6} 17 Bne Bo{ 3) is “Yea," hhmﬂuﬂmmmmmmmmmmmm D Yoa D Mo
GEZ1(b) of the Code for years baginning after 20077, A R e el A el PR e e S el a
@ ¥box 5h |y checked or ks B is “Yea " mhmmﬂummmm‘ummm
year and the minkmum that would have been reguined withou! Lsing 1he shoriall method or axtending the Ba
msmoriization base{s}......
8 Funding siandard sccount statemant lor this plan year
Charges 1o funding standard account:
8 Prior year funding deficency, i any Sa 28,943,833
b Employer's normal cost for plan yeer &8 of valuation dale ] 908,133
€ Amonizalion changes as of valunlion dabe: Ouitsianding balance
Al bases axcepl funding waivers and cerlain bases lor which (he ' : :
mmmmn-mm | i) 10,822,250( 8,144,333
{2) Funding waivers A Sef2) 0 0
{3) Certain bases for which the amoriizalion period has been extended___..| 8c(3) o o
d inlerest as appicable on nes Sa. 9b, and Bc B 2,564,758
& Tobsl charges. Add lnes B8 ihvough B ] 40,561,177
Crodits o funding standand accownt:
f Prior yoar crodk batance, if any | o 0
@ Employer coniributons. Tolal lrom columa ) of ne 3 { 99 1,582,883
Oulslanding balance
h Amortization crecits as of valuation data | = 9,637,499 2,072,902
i Inberest as applicabile Io and of plan yoar on Anes 91, 89, and Gh | w 188,314



















































