Form 5500 Annual Retum/Report of Employee Benefit Plan oM Noa. 1210 - 0110
ik by Thig fonn la required to be flled for empioyee baneflt plans under sections 104 )
o e S and 4065 of the Employsa Retiemant income Security Act of 1674 (ERISA) and
Ty sections 6057(b) and 8058(a) of the Intemnal Revenus Cods (the Coda). 2019
e e in ey » Complete ail entries In sccordance with
~Veraon BTt Tty Cavaralion™ the Instruations to the Form 6500. This Form |a Open to
Public Inspection
[ParRT] Annual Report [dentification Information
For calendar plan year 2019 or fiscal plan year beginning 10/ 01/2019 _andendng 0973072020
A This returmvreport fa for: a multiemplayer plan L] & muttiple-employer plan (Filers checking this box must attach a fist of
participating employer information in accordance with the form instr.)
H a singleempioyer plan 8 DFE (specity)
B Ths retum/report la: the first retum/report the final returm/report
an amended retum/report a short plan year retum/report (less than 12 months
C Ifthe plan is & collectively-bergained plan, checkherm . .. R
D Check box if fiing under: Form 6558 automatic extension [0 the oFve program
special extenslon (ent
Part c n 1 - enter all raquastad Information
1a Name of plan ib Threedigit
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION plannumber(PN) | 001
1c Effective date of plan
04/11/1958
2a Pian sponsor's nama (smplayer, H for & single-smployef plan) 2b Employer Identification Nusmber (EIN)
Malling address (taciude room, apt, sufte no. and street, or P.0. Box) ww_ww®2430
City or tawn, stata or province, country, and ZIP or forelgn postal cada (it forelgn, ses instructians) 2c Plan Sponsor's number
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F b81-345-4400

2d Business code (gee Instructions)

484120
1 WALL STREET
BURLINGTON MA 01803-4768
Caution: A penalty for the late or Incomplete filing of this retum/report will be assessed unless ressonable couses is established.
Under panatties of perhry and other forth in the instructions, | declare that | have d thia b Including panying h and a8 wall
3 the electronio vorslon of this and o tha bent of my knowisdge and betied, It ks troa, corect, and complate.

—_—— e
Wk ’a@/ SEAN OBRIEN (UNION TRUSTER)
T Dabe ot name gning as

7////2/ CHRISTOPHER LANGAN (EMP TRUSTEE)
Date / ~ Enter name of individual signing as employer or plan sponsor

Signaturs ol DFE Date Enter name of mdividual nigning as DFE _
or Reduction Act Notice, 8es the Instructions for Form 6500, Fnrmaﬁot: 119
-9

018401 71-21-19




Form 5500 (2019) Page 2

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

3b Administrator’s EIN

3¢ Administrator’s telephone number

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

enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:

a Sponsor's name
€ Plan Name

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

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 beginningof the planyear

a (2) Total number of active participants at the end of the planyear

b Retired or separated participants receiving benefits
€ Other retired or separated participants entitled to future benefits .~

d Subtotal. Add lines 6a(2), 6b, and 6¢

f Total. Addlines6dand6e .. .. .

g Number of participants with account balances as of the end of the plan year (only defined contribution plans

complete this item)

h Number of partiéipants who terminated employment during the plan year with accrued benefits that were

less than 100% vested.....................

© Deceased participants whose beneficiaries are receiving or are entitled to receive benefits

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete
LU s

397

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

1B

b Ifthe 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 Insurance
2) Code section 412(e)(3) insurance contracts Code section 412(e)(3) insurance contracts
(3) Trust Trust
(4) General assets of the sponsor (4) l General assets of the sponsor

10 Checkall applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached.

(See instructions)

@ Pension Schedules b General Schedules
(1) Kl R (Retirement Plan Information) ) H
(4] ’E MB (Multiemployer Defined Benefit Plan and Certain Money 2 I

Purchase Plan Actuarial Information) - signed by the plan (3) A
actuary (@) c
(3) D SB (Single-Employer Defined Benefit Plan Actuarial (5) D
Information) - signed by the plan actuary (6) G

918402 11-21-19

(Financial Information)

(Financial Information - Small Plan)
(Insurance Information)

(Service Provider Information)
(DFE/Participating Plan Information)
(Financial Transaction Schedules)



Form 5500 (2019) Page 3

| i Form M-1 Compliance Information (to be completed by welfare benefit plans)

11a Ifthe plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29
CFR 2520.101-2.) Yes No

If "Yes" is checked, complete lines 11b and 11c.
11b s the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2) .. | | Yes 1] No
11¢ Enter the Receipt Confirmation Code for the 2019 Form M-1 annual report. If the plan was not required to file the 2019 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

918403 11-21-18



SCHEDULE C

(Form 5500) Service Provider Information OMB No. 1210-0110
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the 201 9
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA). —
Employee Benefits Security Administration This Form is Open to
Pension Benefit Guaranty Corporation P> File as an attachment to Form 5500. Public Inspection.
For calendar plan year 2019 or fiscal plan year beginning 10/01/2019 andending 09/30/2020
A Name of ptan B Threedigit 001

NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION FUND| plan number (PN)p

A W 0 s Ol
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F 04-6372430

‘Bartl| 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 reguired 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

BBH CAPITAL PARTNER IV 27-5494700
140 BROADWAY
NEW YORK NY 10005

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

ABS ALPHA GLOBAL EQUITIES 98-0544028
55 RAILROAD AVE
GREENWICH CT 06830

XL Bt
(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
INTERCONTINENTAL US REAL ESTATE FUN 11-3786306
1270 SOLDER FIELD ROAD

BOSTON MA 02135

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

ALINDA INFRASTRUCTURE FUND II 26-2932089

100 WEST PUTNAM AVENUE, 3RD FLOOR

GREENWICH CT 06830

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2019

v. 190130

918451 11-21-19



Schedule C (Form 5500) 2019 Page 2 -I |

(b) Enter name and EIN or address of person who %ided Eou disclosures on eligible indirect compensation
ABS INVESTMENT MANAGEMENT, LLC = 5457
537 STEAMBOAT RD
GREENWICH CT 06830

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

AQR GLOBAL RISK PREMIUM 98-1032119
TWO GREENWICH PLAZA, 3RD FLOOR
GREENWICH CT 06830

(b) Enter name and EIN or address of person who provided iou disclosures on eligible indirect compensation
BBH CAPITAL PARTNERS V 5 37
140 BROADWAY
NEW YORK NY 10005

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
CRESCENT MEZZANINE PARTNERS 80-0790681
11100 SANTA MONICA BLVD, SUITE 2000
LOS ANGELES CA 90025

(b) Enter name and EIN or address of person who provided 6260 disclosures on eligible indirect compensation
ENTRUST GLOBAL PARTNERS OFFSHORE LP =
375 PARK AVENUE, 24TH FLOOR
NEW YORK NY 10152

Enter name and EIN or address of person who provided disclosures on eligible indirect compensation
LEVINE LEICHTMAN PTR II §3~¥3335§ﬁ
335 NORTH MAPLE DRIVE, SUITE 130
BEVERLY HILLS CA 90210

(b) Enter name and EIN or address of person who provided % disclosures on eligible indirect compensation
CRESCENT HIGH INCOME FUND —
11100 SANTA MONICA BLVD, SUITE 2000
LOS ANGELES CA 90025

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
RREEF AMERICAN REIT IT 36-4215573
222 S. RIVERSIDE PLAZA
CHICAGO IL 60606

918452 11-21-19



SCHEDULE C

(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasury
internal Revenue Service This schedule is required to be filed under section 104 of the 201 9
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA).
Employea Benefits Security Administration This Form is Open to
Pension Benefit Guaranty Corporation P> File as an attachment to Form 5500. Public Inspection.
For calendar plan year 2019 or fiscal plan year beginning 10/01/2019 andending 09/30/2020
A Name of plan B Threedigit 001

NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION FUND

plan number (PN)

C Plan sponsor’s name as shown on line 2a of Form 5500 mIIdeicationr (EIN)
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F 04-6372430

artil] Service Provider Information (see instructions)

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

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

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

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

OAKTREE MEZZANINE FUND IV 26-0174894
333 SOUTH GRAND AVE, 28TH FLOOR
LOS ANGELES CA 90007

100 WEST PUTNAM AVENUE, 3RD FLOOR
GREENWICH CT 06830

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

AFL-CIO BIT 52-6328901
ONE EAST PRATT STREET 5TH FLOOR EAS
BALTIMORE MD 21202

(b) Enter name and EIN or address of persn who provided you disclosures on eligible indirect compensation
BLACKSTONE REAL ESTATE PARTNER 26-0288589
345 PARK AVENUE
NEW YORK NY 10154
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2019

v. 190130

918451 11-21-18



Schedule C (Form 5500) 2019 Page 2 -I |

b) Enter name and EIN or address of n who provided disclosures on eligible indirect compensation
MELLON INVESTMENT CORP. -
ONE WALL STREET
NEW YORK NY 10005

Enter name and EIN or address of n who provided you disclosures on eligible indirect compensation
PRINCIPAL ENHANCED iﬁ—ﬁgiﬁigﬁ
711 HIGH STREET
DES MOINES IA 50392

|b! Enter name and EIN or address of person who provided Eou disclosures on eligible indirect compensation
STRATEGIC PARTNERS REAL -ESTATE VII = 597
345 PARK AVENUE
NEW YORK NY 10154

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
TERRACAP PARTNERS IV BT—EUQIIGZ
23421 WALDEN CENTER DR., SUITE 300
ESTERO FL 34134

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
ULLICO 90-0622302
8403 COLESVILLE RD
SILVER SPRING MD 20910

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
STANDISH MELLON 25-1890416

DEPT 81029

WOBURN MA 01813

(b) Enter name and EIN oraddress of person who provided you disclosures on eligible indirect compensation
STGULER GUFF SM BUY OPP IV 83-2907311

200 PARK AVENUE, 23RD FLOOR
NEW YORK NY 10166

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

918452 11-21-19



Schedule C (Form 5500) 2019

Page 3 -| l

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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)

SEE STATEMENT 1

MARQUETTE ASSOCIATES

36-3485298
180 N LASALLE
CHICAGO IL 60601
(b) (c) (d) (e) ) g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or whichtheplan | compensation for which you [ gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f).-If none, enter--0-..
27 NONE
50 1360000. ves [ o | ves [] No[] ves [] No[]

(} Enter name

STATE STREET GLOBAL ADVISORS 13-1868136
BOX 5488
BOSTON MA 02284
(b) (c) (d) (€) M g (h)
Service Relationship to Enterdirect | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
28 NONE
51 793768.| ves B no[] | ves H No[] 0. | Yes [ no[]

T2l LA B 13
_ {2) Enter name and EIN or address (see instructions)
UNION INSURANCE GROUP 36-4226088
303 W ERIE ST STE310
CHICAGO IL 60654
(b) () (d) (e) 0 (@ (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | - egtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
23 ONE
50 547559.| ves [J Nof® | ves [] no[] ves [] No[]

918453 11-21-19



Schedule C (Form 5500) 2019

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 on page 1, 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)

SEE STATEMENT 1

DRIEHAUS CAPITAL MANAGEMENT 20-3634295
PO BOX 10127
CHICAGO IL 60610
(b) (c) (d) (e) ) (@ (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes'" to element
required disclosures? (f). if none, enter -0-.
28 NONE
51 531041.] ves [ No® | ves [] no[] ves [] no[]

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

FEINBERG, CAMPBELL & ZACK 04-2738936
177 MILK STREET
BOSTON MA 02109
(b) (c) (d) (e) 0 g (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter 0-. than plan or which the plan compensation for which you | - agtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
29
50 442661. Yes [] No[]

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

BOSTON PARTNERS 98-02027414
60 EAST 42ND STREET, SUITE 1550
NEW YORK NY 10065
(b) (c) (d) (e) ] g) (h)
Service | Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan | compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). if none, enter -0-.
28 NONE
51 343861.| ves K No[] Yes @ Nol:l 0. Yes I:I N°D
68

918453 11-21-19



Schedule C (Form 5500) 2019 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 on page 1, 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)

SEE STATEMENT 1

MELLON INVESTMENTS CORP 25-6078093
ONE WALL STREET
NEW YORK NY 10005
(b) () (d) (e) 0 @ (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include compensatiqn received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
28 ONE
50 318282.| ves [] No | ves [] No[] ves [] no[]

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

GAMCO

13-4044521
ONE CORPORATE CENTER
RYE NY 10580
(b) (c) (d) G ~m g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
28 ONE
50 292493. ves [J No[l | ves [] No[] ves [] No[]

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

DARCANGELO & CO.,LLP 13-2550103
120 LOMOND CT
UTICA NY 13502
(b) (c) (d) (e) i g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
10 ONE '
50 230510.) ves [] nof®] | ves [ no[] Yes [] No[]

918453 11-21-19



Schedule C (Form 5500) 2019 Page 3 -I l
2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom

you answered "Yes" to line 1a on page 1, 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)

— SEE STATEMENT 1
MORGAN, LEWIS & BOCKIUS

23-0891050
PO BOX 8500
PHILADELPHIA PA 19178
(b) (c) (d) (e) iyl g (h
Service | Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
29 NONE
50 223514.| ves [] no [ ves [] No[] Yes [] No[]

(2) Enter name and EIN or address (see instructions)
CBIZ 31-1582098
1845 WALNUT STREET, 14TH FLOOR
PHILADELPHIA PA 19103
(b) (c) (d) (e) - g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
11 ONE
50 202148. ves [J No[® | ves [] no[] ves [] no[]

() Enter name and EIN or address (see instructions)
ROTHSCHILD 46-2780207
1251 AVE OF THE AMERICAS 34TH FLOOR
NEW YORK NY 10020
(b) (c) (d) (e) M g9 (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-ininterest enter -0-. than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
28 ONE
50 191942.[ ves [] no [ ves [ No[] Yes [] No[]

918453 11-21-19



Schedule C (Form 5500) 2019

Page 3 -I I

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered “Yes" to line 1a on page 1, 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)

SEE STATEMENT 1

STATE STREET BANK & TRUST 04-1867445
200 NEW PORT AVE
QUINCY MA 02171
(b) (c) (d) (e) () g (h)
Service | Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  aformula instead
person known to be | plan. if none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
25 NONE
179167.| ves ® No[] | Yes B nNo[] 0. | ves @ no[]

(a) Enter name and EIN or address (see instructions)
SIERRA INVESTMENT 68-0370668
PO BOX 5727
VACAVILLE CA 95696
(b) (c) (d) (e) M g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | egtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
28 |NONE
51, 148184. Yes D NOD Yes I:l NoD

COHERENT ECONOMICS 45-2046738
1IN LASALLE ST SUITE 2900
CHICAGO IL 60602
(b) (c) (d) (e) 0 g (h)
Service |  Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s} | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
16 NONE
50 136652.] ves [ No® | ves [] no[] ves [ No[]

918453 11-21-19



Schedule C (Form 5500) 2019

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 on page 1, 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).

SB FERNANDES & COMPANY

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

SEE STATEMENT 1

03-8445474
201 BIRCH KNOLL RD
RUTLAND vT 05701
(b) (c) (d) (e) iyl g (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest |  enter -0-. than plan or whichthe plan | compensation for which you | ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (). if none, enter -0-.
49 NONE
50 135299. ves [ no [ | Yes [] nNo[] ves [] nNo[]

(a) Enter iame and EIN or address (see instructions)
ZIEGLER CAPITAL MGMT, LLC

e

43-1273600
70 WEST MADISON, SUITE 2400
CHICAGO IL 60602
(b) (c) (d) (e) M g (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
28 ONE
50 118873.| ves [] o | ves [] No[] Yes [] no[]

() Enter name and EIN or address (see instructions)
BRIAN RAINVILLE 32-8608348
208 WEST SAINT PAUL AVE
CHICAGO IL 60614
(b) (c) (d) (e) myl g (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding | g formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
16 ONE
50 42000. ves D No Yes D NOD Yes D NOD

918453 11-21-19



Schedule C (Form 5500) 2019 Page 3 -| I

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom

you answered "Yes" to line 1a on page 1, 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)
PJd GREEN, INC.

SEE STATEMENT 1

16-1438577
100 WHITESBORO ST
UTICA NY 13504
(b) (c) (d) (e) ml (@ (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include compensatiqn received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
49 |NONE
50 26127.] ves [ No® | ves [] No[] ves [] No[]

1o MHTSN
I I SN2
(@) Enter name and EIN or address (see instructions)
LANSA 36-4067691
6762 EAGLE WAY
CHICAGO IL 60678
®) © (@ @ ) — ")
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. if none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest | enter -0~ than plan or which the plan | compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes'" to element
required disclosures? (f). If none, enter -0-.
49 NONE
50 23760. ves D No Yes I:l Nol:] Yes |:| NOD

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

VINTAGE 04-3551065
16 MASON AVE, UNIT 4
NORTH ATTLEBORO MA 02760
(b) (c) (d) (e) -~ g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-ininterest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
49 |NONE
50 23321. ves [J nof® | Yes [] no[] ves [] no[]

918453 11-21-19



Schedule C (Form 5500) 2019 Page 3 -| I
2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom

you answered "Yes" to line 1a on page 1, 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)
BOSTONIAN ENTERPRISES, INC.

SEE STATEMENT 1
47-2148884
4 ALEXANDER AVE
MEDFORD MA 02155
(b) (c) (d) (e) N g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
49 NONE
50 18600.| ves [ No® | ves [] no[] ves [] no[]

(a) Enter name and EIN or address (see instructions)
LIBERTY MUTUAL 04-1543470
PO BOX 2839
NEW YORK NYy 10116
(b) (c) (d) (e) ) g ()
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  aformula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes'" to element
required disclosures? (f. If none, enter -0-.
22 |NONE
ves [] No[] ves [] no[]

NEWMARK KNIGHT FRANK

37-1862520
125 PARK AVENUE
NEW YORK NY 10017
(b) (c) (d) (e) iyl g (h)
Service | Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. if none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
34 NONE
50 17000.[ ves [] no [ ves [] No[] ves [] No[]

918453 11-21-19



Schedule C (Form 5500) 2019 Page 3 -| l

Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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)

SEE STATEMENT 1

CONNECTIVITY SYSTEMS, INC. 23-2991794
1220 VALLEY FORGE RD STE 18
PHOENIXVILLE PA 19460
(b) (c) (d) (e) Nyl g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes' to element
_ required disclosures? (f). If none, enter -O-.
49 |NONE
50 13927.] ves I:l No Yes |:| NoD Yes D NOD

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

structions)

NEW ENGLAND INSURANCE GROUP 46-3082222
200 RESERVOIR ST
NEEDHAM MA 02494
(b) (c) (d) (e) Nyl @ (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - stimated amount?
plan sponsor) 'recelv_ed the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
22 NONE
50 12118.[ ves [] no[H Yes [] No[]

() Enter name and Ei

N or address (see Instructions)
BROADVIEW NETWORKS 16-1401082
PO BOX 70268
PHILADELPHIA PA 19176-0268
(b) (c) (d) (e) i __ (h)
Service |  Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - egtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
49 NONE
50 11501.( ves D No Yes D Nol:l Yes I:l NOD

918453 11-21-19



Schedule C (Form 5500) 2019

Page 3 -| I

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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)

SEE STATEMENT 1

AM WINS BROKERAGE 22-3297313
PO BOX 60343
CHARLOTTE NC 28260
(b) (c) (d) (e) iyl g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | - ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
22 |NONE
50 11180.[ ves No [ ] Yes No [ ] 0. Yes No []

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

HANOVER INSURANCE CO. 04-3263626
PO BOX 580045
CHARLOTTE NC 28258
(b) (c) (d) (e) mn g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | egtimated amount?
received the answered "Yes" to element

plan sponsor)

required disclosures?

(f). If none, enter -0-.

(a) Enter name and EIN or address (see

Yes D No I:l

Yes D No D

WB MASON 04-2455641
59 CENTRE ST
BROCKTON MA 02301
(b) (c) (d) (e) 0 g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding | g formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponscr) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 ONE
50 10667.] ves [] no [ Yes [] no[] ves [ no[]

918453 11-21-18



Schedule C (Form 5500) 2019

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 on page 1, 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)
PENSION BENEFIT INFO, LLC

SEE STATEMENT 1

82-2042737

333 SOUTH 7TH ST. SUITE 2400
MINNEAPOLIS MN 55402
(®) © @ @ M 9 @)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes'" to element
required disclosures? (f). If none, enter -0-.
49 |NONE
50 10182. ves [J No® | ves [] No[] ves [J no[]

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

H5 94-3339333
PO BOX 347549
PITTSBURGH PA 15251
(®) © (@ @ 9 ")
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation |  receive indirect | compensation include | compensation received by | provider give you
organization, or paid by the compensation? eligible indirect service provider excluding | g formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). I none, enter -0-.
29 ONE
50 9982.[ ves [] nof¥ Yes [] No[] Yes [] No[]

(@) Enter name and EIN or address (see

instructions)

PROXYVOTE PLUS 76-0702630
1200 SHERMER RD, SUITE 216
NORTHBROOKE IL 60062
(b) (c) (d) (e) 0 (@ (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formuta instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 NONE
50 9600.| ves [] N | ves [J No[] ves [] no[]

918453 11-21-19



Schedule C (Form 5500) 2019 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 on page 1, 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) SEE STATEMENT 1
THE BERWYN GROUP 34-1672337
PARK CENTER
BEACHWOOD OH 45263
(b) (c) (d) (e) ) g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by |  provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
17 ONE
50 9246.| VYes D No [Xi Yes D Nol:l Yes D NOD

(a) Enter name and El

MASS MUTUAL LIFE INSURANCE CO.

N or address (see instructions)

04-1590850
1295 STATE ST. F205
SPRINGFIELD MA 01111
(b) (c) (d) (e) ] g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or whichthe plan | compensation for which you | - egtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
23 ONE
22 8974. ves [] no | ves [] No[] ves [] no[]

CORPORATE RISK ADVISORS

04-2532724
PO BOX 290788
BOSTON MA 02129
(b) (c) (d) (e) .yl g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
23 |NONE
50 8791.| Yes D No Yes I:l Nol:l Yes D No|:|

918453 11-21-

19



Schedule C (Form

5500) 2019

Page 3 -| I

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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).

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

SEE STATEMENT 1

NATIONAL COORDINATING

815 16TH STREET

52-1041104

{1
Did indirect
compensation include
eligible indirect
compensation, for
which the plan
received the
required disclosures?

(a)

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?

N.W. WASHINGTON DC 20006
(b) (c) (d) (e)
Service Relationship to Enter direct Did service provider
Code(s) | employer, employee | compensation receive indirect
organization, or paid by the compensation?
person known to be | plan. If none, (sources other
a party-in-interest enter -0-. than plan or
plan sponsor)
49 NONE
50 8250. Yes D No

Yes I:l No D

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

Yes D No D

VANGUARD SYSTEMS INC 23-2493967
2901 DUTTON MILL RD SUITE 220
ASTON PA 19014
(b) (c) (d) (e) iyl g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding | gz formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter 0-. than plan or which the plan compensation for which you | - egtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (M. If none, enter -0-.
49 ONE
50 6300. ves [] no[] Yes [] No[]

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

nstructions)

PURCHASE POWER 20-1344287
PO BOX 371887
PITTSBURGH PA 15250
(b) (c) (d) (e) ] g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding | g formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you |  ogtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (). If none, enter -0-.
49 ONE
50 6074. ves [J v | ves [ no[] ves [] No[]

918453 11-21-19



Schedule C (Form 5500) 2019

Page 3 -I |

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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).

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

SEE STATEMENT 1

LUBIN & ENOCH, PC 86-0814994
349 NORTH FOURTH AVE
PHOENIX AZ 85003
(b) (c) (d) (e) iyl g (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include [ compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-, than plan or which the plan compensation for which you | - ggtimated amount?
plan sponsor) received the answered "Yes" to element
_ required disclosures? {f). If none, enter -0-.
29 NONE
50 5717.| Yes D No@ Yes I:l NOD Yes I:l NOD

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

MACKENZIE & COMPANY LLC 45-3415260
1500 DISTRICT AVE.
BURLINGTON MA 01803
(b) (¢ (d) (e) M g)
Service |  Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -O-.
29 |NONE
50 5697. ves [] nofX Yes [] No[] Yes [] nNo[]

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

DE LAGE LANDEN FINANCIAL SVC 38-1904500
PO BOX 41602
PHILADELPHIA PA 19101
(b) (c) (d) (e) 0 g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. if none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (). If none, enter -O-.
49 ONE
50 5493.] ves D No Yes D NoD Yes D NoD

918453 11-21-19



Schedule C (Form 5500) 2019 Page 3 -l I

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a on page 1, 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) SEE STATEMENT 1
FRANK KELLER 04-6372430
1 WALL STREET
BURLINGTON MA 01803
(b) () (d) (e) 0 @ (h)
Service | Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
— |
20 [EMPLOYEE OF| EMPLOYER
=
50 5291.] ves [] nof | ves [J no[] ves [] no[]

A

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

PROMOTIONAL SOLUTIONS, LLC 22-3935186
PO BOX 366
EAST BERLIN CT 06023
®) © @ @ NG @ )
Service Relationship to Enter direct Did service provider Did |nq|re5:t Enter to_tal lndlr_ect Did the service
Code(s) | employer, employee | compensation receive indirect | compensation include | compensation received by |  provider give you
organization, or paid by the compensation? eligible indirect service provider excluding |  a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 NONE
Yes D No Yes I:l NoD Yes I:I No|:|

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

(b) (c) (d) (e) . (g) (h)
Service | Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you

organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
Yes D NoD Yes D NoD Yes D Nol:l

918453 11-21-19
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Page 4 -| |

m_Servlce Provider Information (continued)

- 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.

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

(c) Enter amount of

(b) Service Codes
indirect compensation

(see instructions)

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

() Describe the indirect compensation, including
any formula used to determine the service provider's
eﬂgibilrar for or the amount of the

irect compensation.

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

(c) Enter amount of
indirect compensation

(b) service Codes
(see instructions)

(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 namé as it appears on line 2

(b) Servnce Codes
(see instructions)

() 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.

918454 11-21-19



S(g:'f:’::;;’ DFE/Participating Plan Information e

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

e B R Retirement Income Security Act of 1974 (ERISA). 201 9

Employee Banars 221-35.5 :grministration P> File as an attachment to Form 5500. = =
This Form is Open to
Public Inspection.

For calendar plan year 2019 or fiscal plan yearbeginning  10/01/2019 andendng  09/30/2020
A Name of plan B Threedigit
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION FU plan number PN) p | 001
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F 04-6372430

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

@  Name of MTIA, CCT, PSA, or 103-12 1EE ARISTOTLE SMALL-CAP EQUITY FUND

b Name of sponsor of entity listed in (3 ARISTOTLE CAPITAL BOSTON, LLC

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

34535982,

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

185378282.
G

a Name of MTIA, cr PSA, or10312 © EMERGING MARKETS SMALLCAP “FUND

b Name of sponsor of entity listed in (a): STATE STREET GLOBAL ADVISOR

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

" Name of MTIA, CCT, PSA, or 10312 IE: T T R LT

b Name of sponsor of entity listed in (a): STATE STREET GLOBAL ADVISOR

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

c 201852998.

a NameofMTIA,CCT PSA, e STERRA FRANKLIN 3 PLUS EQUITY TR

b Name of sponsor of entity listed in (a): FIDUCDIARY TRUST INTERNATIONAL OF THE SOUTH

€ Dollar value of interest in MTIA, CCT, PSA,
or 103 12 IE at end of year (see |nstruct|ons)

C

b

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

c

b Name of sponsor of entity listed in (2): STATE STREET GLOBAL ADVISOR

d Entity @ Dollar vaiue of interest in MTIA, CCT, PSA,
¢ ENPN90-0337987 123| code Cc or 103-12 IE at end of year (see instructions) 647416397.
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2019

v. 190130

918461 11-21-19



Schedule D (Form 5500) 2019 Page 2- I l

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

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

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

C

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

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

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

a  Name of MTIA, CCT, PSA, or 10312 IE:

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

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

A=

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

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

@ 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:

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

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

o

—

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

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

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

EINPN

a  Name of MTIA, GCT, PSA, or 10312 IE:

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

€ Dollar value of interest in MTIA, CCT, PSA,
or 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):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
€ EINPN code or 103-12 |E at end of year (see instructions)

918462 11-21-19



Schedule D (Form 5500) 2019

Page 3- | I

- information on Participating Plans (to be completed by DFES)

(Complete as many entries as needed to report all participating plans)

a Plan name

b  Nameof

C EIN-PN

ilan sﬁnsor

Plan name

=] ]

Name of
plan sponsor

a Plan na

C EIN-PN

b Nameof

C EIN-PN

€ EINPN

C EIN-PN

C EIN-PN

C EIN-PN

C EINPN

C EIN-PN

C EINPN

a8 _ Planname

b Nameof
plan sponsor

a Plan name

€ EINPN

b Nameof

w 1 sponsor

C EIN-PN

918463 11-21-19



SCHEDULE H

Financial Information

OMB No. 1210-0110

{Form 5500)
Deperiment oftheMTreasury This schedule is required to be filed under section 104 of the Employee
Ll e Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the 201 9
Department of Labor Internal Revenue Code (the Code).

Employee Benefits Security Administration

Pension Beneflt Guaranty Corporation

P> File as an attachment to Form 5500.

This Form is Open
to Public Inspection

For calendar plan year 2019 or fiscal plan year beginning 10/01/2019

and ending 09/30/2020

A Name of plan

NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F

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

B Threedigit
pian number PN)p| __001

D Eployer Identification Number (EIN)

04-6372430

NEWNGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F

Asset and Liability Statement

- Currant value of plan assets and liabllities at the beginning and end of the plan year. Combine the value of plan assets held in more than one
trust. Report the value of the plan's interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the

value is reportable on lines 1c¢(9) through 1c{14). Do not enter the value of that portion of an insurance contract which guarantees, during this
plan year, to pay a specific dollar benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 |Es do not

complete lines 1b(1), 1b(2), 1c(8), 1g, 1h, and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

@ Total noninterestbearing €ash ...,

b Receivables (less allowance for doubtful accounts):

(1) Employer contributions | e,

€ General investments:

(1) Interest-bearing cash (incl. money market accounts & certificates of deposit)

(2) U.S.Governmentsecurities .. ...,

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

(A) Preferred |
(B) AlLOINEr | e

(4) Corporate stocks (othier than employer securities):

(A) Preferred | e

(B) COMMON || e

(5) Partnership/joint venture interests
(6) Real estate (other than employer real propertyy . ...
(7) Loans (other than to participants) ...
(8) Participantloans . . . . ..
(9) Value of interest in common/collectivetrusts
(10) Value of interest in pooled separate accounts
(11) Value of interest in master trust investment accounts
(12) Value of interest in 103-12 investment entites
(13) Value of interest in registered investment companies (e.g., mutual funds)

(14) Value of funds held in insurance co. general account (unallocated contracts)

(18] ONer o oicosniinssssommsi mvmmommmsions ivondissssinsseissnnssassssssssmssdsssisnngin

1b(1)

ol (a) Bagmning of Year

(b) End of Year

1b(2)

1b(3

| Tc(1)

4901513 5657191

1c(2

1c(3)(A)
1c(3)(B

1c(4)

49733052 38586276
13536138 7

7

1c(4)(B)

198141844 127187642

1¢(5)

900154190 722581382

1c(6)

143326426 142790000

1c(7)

2626975

1c(8)

| 1c(9)

1040215876 1188548273

1¢(10)

[ 1c(11)

1c{12)

1c(13)

1c(14)

1c(15)

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

918501 11-20-19
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Page 2

id

-~ o

x— - 3a

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

(1) Employersecurities ... ... [1d01)

(2) Employer real property .. 1d(2)

Buildings and other property used in plan operatlon T I 183741 2040024

Total assets (add all amounts in lines 1a through 1e) 1f 4245530920 4143793358
Liabilities

Benefit claims payable ..., |19

Operating payables . ... | 853324 2060944

Acquisition indebtedness .. ... | 76990010 79857000

Other liabiities . SEE STATEMENT 3 |1 2001460 7578314

Total liabilities (add all amounts in lines 1gthrough 1) 1k 79844794 89496258
Net Assets

Net assets (subtract line 1kfromfine 19[4 ] 4165686126 4054297100

m Income and Expense Statement

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
Contributions:
(1) Received or receivable in cash from: (A) Employers
(B) Participants -
(C) Others (including rollovers)
(2) Noncash contributions
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)
Earnings on investments:
(1) Interest:
(A) Interest-bearing cash (including money market
accounts and certificates ofdeposit) .. . .. ... ..
(B) U.S. Govermment securities
(C) Corporate debt instruments ...
(D) Loans (other than to participants) . ... ...
(E) Participantloans .. ...
(F) Other . .
(G) Total interest. Add Imes 2b(1)(A) through (F) __________________
(2) Dividends: (A) Preferredstock ... ... .. ... ...
(B) Commonstock . .
(C) Registered mvestment company shares (e g. mutual funds)
(D) Total dividends. Add lines 2b{2)(A), (B), and (C)
() Rents . .
(4) Net gain (loss) on sale of assets (A) Aggregate proceeds 2=
(B) Aggregate carrying amount (see instructions) .
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate
(B) Other ...
(C) Total unrealized apprecnatlon of assets
Add lines 2b(5)(A) and (B)

918502 11-20-19

2a(1)(A)

(a) Amount

(b) Total

2a(1)(B)

2a(1}C)

2a(2
2a(3

2b(1NG
2b(2)(A)

2h(1)(A) 89515
2b{1)B) 1258420
2b(1)(C) 1115471
2b(1)(D) 92545
2b(1)(E)
2b(1)(F

8620

40780191 |

26(2)(B)

2751010

2b(2)(C]
b{2)(D
2b(3!

2b(4)(A)

2h(4)(B
2b(4)(C]
b{5)(A

258

_ |_2bts)C:

27683498




Schedule H (Form 5500) 2019 Page 3

(6) Net investment gain (loss) from common/collective trusts ...
(7) Net investment gain (loss) from pooled separate accounts ... ...
(8) Net investment gain (loss) from master trust investment accounts
(9) Net investment gain (loss) from 103-12 investment entities ... ... ..
(10) Net investment gain (loss) from registered investment companies
(e.g., mutual funds) .

C Otherincome . . SEE STATEMENT 4
d Total income. Add aII income amounts in column (b) and enter total __________________
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers . ... . .
(2) To insurance carriers for the provision of benefits ... .. ...
(3) Other .. ... .

(4) Total benefit payments Add Ilnes 2e(1) through (3)
Corrective distributions (see instructions)

Certain deemed distributions of participant Ioans (see lnstructlons)
INtErest @XPENSE | . .. .. ... e
Administrative expenses: (1) Professionalfees ... . ...
(2) Contract administratorfees . .. .

(3) Investment advisory and management fees
(4) Other SEE STATEMENT 5

(5) Total administrative expenses. Add lines 2i(1) through (4) ... ... ...
i Total expenses. Add all expense amounts in column (b) and enter total . .
Net Income and Reconciliation
k Net income (loss). Subtract line 2j from line 2d
I Transfers of assets:
(1) Tothisplan ... ..
2) Fromthis plan
| Partill Accountant's Opmion
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.
@ The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) ﬁ Unmodified (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 )?
C _Enter the name and EIN of the accountant (or accounting firm) below: 5 R R
(1) Name: DARCANGELO & CO., LLP (2) EIN: 55

d The opinion of an independent qualified public accountant is not attached because:

I This form is filed for a CCT, PSA, or MTIA.  (2) rl it will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
V)| 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 4.

During the plan year:

a Was there a failure to transmit to the plan any participant contributions within the time
periad described in 29 CFR 2510.3-102? Continue to answer "Yes" for any prior year
failures until fully corrected. (See instructions and DOL's Voluntary Fiduciary
Correction Program.) | _—

b Were any loans by the plan or flxed income obllgatlons due the pIan 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 checked.) ... .. ... ... e

—Sa =+

Amount

918503 11-20-19



Schedule H (Form 5500) 2019 Page 4 -I |

Were any leases to which the plan was a party in defauit or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if "Yes" ischecked)) .
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

Was thls plan covered by a fldellty bond”

Did the plan have a loss, whether or not relmbursed by the plan s fldehty bond that

was caused by fraud or dishonesty? ...
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? .. ... ..
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? . .
Did the plan have assets held for |nvestment’7 (Attach schedule(s) of assets |f "Yes" is
checked, and see instructions for format requirements.) R
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.)

Were all the plan assets either dlstnbuted to part|0|pants or beneﬂcnanes transferred

to another plan, or brought under the control of the PBGC?
Has the plan failed to provide any benefit when due under theplan?
If this is an individual account plan, was there a blackout period? (See instructions

and 29 CFR 2520.101-3.)) ]

If 4m was answered "Yes," check the “Yes" box |f you e|ther prowded the requwed notlce or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3 .................

Sa

Has a resolution to terminate the plan been adopted during the plan year or any prior planyear? .
If "Yes," enter the amount of any plan assets that reverted to the employer this year

5b

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

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

S5c

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? Yes No J Not determined

If "Yes" is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4288191 . (Seeinstr.)

918504 11-20-19



SCHEDULE MB Multiemployer Defined Benefit Plan and Certain OheiNo I2ACIVID
(Form 5500) Money Purchase Plan Actuarial Information 2019
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the Employee
Department of Labor Retirement income Security Act of 1974 (ERISA) and section 6059 of the This F is O to Publi
Employee Benefila Security Adminisiration Intemnal Revenue Cade (the Cade). 1S Orr;:.'IsSpe;f:n 0 Fubiic

Passion Bamal Suaanly Camaall
e . b File as an attachment to Form 5500 or 5500-SF,

For calendar plan year 2013 or fiscal plan year beginning 10/01/2018 and ending 08/30/2020
» 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  Threedigit
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION 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)
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION EUND 04-6372430
E Type of plan: 1) E Multiemployer Defined Benefit 2) [] Money Purchase (see instructions)
1a Enter the valuation date: Month ___ 10 Day _ 01 Year__ 2019
b Assets
(1) Current value of a8SetS ..c...ceuveecrnrercriuus 1b(1) 2,407,854, 965
(2) Actuarial value of assets for funding standard account..........c.oe wemvrcminrmesnnses 1b(2) 2,596,005,727
C (1) Accrued liability for plan using immediate gain Methods . .c....cvwceserniinrinincer ey | 8,638,163,547
(2) Information for plans using spread gain methods:
(a) Unfunded Nlability far methods With DASES . w...cewecrinn cocrevimssicrisecriimsiceans 1c(2)(a)
{b) Accrued liability under entry age normal method 1c(2)(b)
(c) Normal cost under entry age NormMal MEtOM ..ot e neer e eaeresseassas 1c(2)(c)
(3) Accrued liability under Unit Credit COSTMEINOT ....covwe s ierersemiereie st beesstie e abe et isiiaes s 1¢(3) 8,638,163,547
d Information on current fiabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see inslructions) ......... I 1d(1)
(2) ‘RPA '94" informalion:
(@) CUITENE HBDHILY .......oeeevvoevsee s neaenesssaessesastssse e sbasinssbb s debs s seat 884 bR a1 1d(2)(a) 17,854,550,106
(b) Expected increase in current liability due to benefits accruing during the plan year.. 1d(2)(b) 425,907,030
(c) Expecled reease from “RPA ‘84" current liability for the plan year............cocorceverane oo 1d(2)(€) 651,602,752
(3) Expeciad plan disbursements for the plan year..... ... - SO I [ ) 651,602,752
Statement by Enrolled Actuary
To the best of my knawledge, tha pplied in this teheduba and ace ying nehedudes, st 5 and atiachments, if any, is complete and accurate. Each prescribed assumption was applied
in accardanca wilth applicable law end requintans. In my aplficn, asch athar eszumption is reasnnable (kg intg neeount the arpanento of the plan end reasonable expectstions) and such olher
pHi in hination, offor iy bost oot of anticipated pap oo unnr the plon.
SIGN £ 7
| HERE | BRYANM. MCCORMICK /f/%' - oL{/o@? 202
Signature of actuary ' Dale
BRYAN M. MCCORMICK 2007345
Type or print name of actuary Most recent enroliment number
CBIZ Reltiremenl Plan Services 215-587-0700
Fim name Telephone number (including area code)
1845 WALNUT STREET SUITE 1400
PHILADELPHIA PA 19103-4755
R Address of the fimm
If the actuary has not fully reflecied any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwark Reduction Act Notice, see the Instructions for Form 5500 or 5§500-SF. Schedule MB (Form 5500) 2019

v. 190130




Schedule MB (Form 5500) 2019

Page2-| I

2 Operational information as of beginning of this plan year:

@ Current value of assets (€€ INSUCHONS) ... ..o e |—28 2407854965
b "RPA '94" current liability/participant count breakdown: (1) Number of participants {2) Current liability
(1) For retired participants and beneficiaries receiving payment 32500 7844085838
(2) For terminated vested participants ... 18218 3232776114
(3) For active participants:
(a) Nonvested benefits | . . . .. ..o, ) 3
(b) Vested benefits .. ...
(c) Totalactive . 6777688154
L R RO —— 72693 17854550106
C If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such
percentage ......... 2¢ 13.4900 %
3_Contributions made to the glan I'ar the Elan _x__ by emg ogegs! and em) oneas
(a) Date (b) Amount paid by (¢) 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
04-01-2020 381795596
T0-01-2020 081587
_ Totals> | 3(b) 20587718330 |
4 |nformation on plan status:
a Funded percentage for monitoring plan’s status {line 1b(2) divided by line 1¢(3)) 4a 30.10 %
b Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of
plan's status). If codeis "N," QOO INE S | . D
C Is the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? . . Yes | | No
d Ifthe plan is in critical status or critical and declining status, were any benefits reduced (see instructions)? ... Yes Xl No
e Iflinedis "Yes," enter the reduction in liability resulting from the reduction in benefits (see
instructions), measured as of the valuation date ... 4e
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 4f
insolvency is expected and check here 3 2033
5 Actuarial cost method used as the basis for this plan year's fundlng standard account computatlons (check all that apply):
a | | Attained age normal b Entry age normal ¢ [X| Accrued benefit (unit credit) d H Aggregate
e Frozen initial liability - f Individual level premium g l Individual aggregate h Shortfall
i Other (specify):
J Ifboxh is checked, enter period of use of shortfall method ... ...
k Has a change been made in funding methad for this plan year? Yes ﬁ No
| Ifline kis "Yes," was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval? ... Yes No

m

918522

If line k is "Yes," and line | is "No," enter the date (MM-DD-YYYY) of the ruling letter {individual or
class) approving the change in funding method

5m

11-20-19



Schedule MB (Form 5500) 2019 Page 3 - | |

6 Checklist of certain actuarial assumptions:
a Interest rate for "RPA '94" current liability.....................o A R e e s S S A i 355

(6] 3.02 %

Pre-retirement Post-retirement
b Rates specified in insurance or annuity contracts
C Mortality table code for valuation purposes: e N ATl Lot e ot 2l ;
(1) MBIBS e 6c(1) A A
{2) Females _ _ 6c(2) A A
d Vvaluation fiability interest rate ______________________________________________________ 6d 8.50 9
@ Expenseloading ... .. |_se 6.1 % N/A
fSalarysCale ..ot eiaie 6f %
g Estimated investment return on actuarial value of assets for year ending on the valuation date . %
h Estimated investment return on current value of assets for year ending on the valuationdate ............ 1.6 %
7 New amortization bases established in the current plan year:
(1) Type of base (2) Initial balance (3) Amortization Charge/Credit
1 127749069 14178435
8 Miscellaneous information:
a If a waiver of a funding deficiency has been approved for this plan year, enter the
date (MM-DD-YYYY) of the ruling letter granting the approval ................ 8a
b (1) Is the plan required to provide a projection of expected benefit payments’7 (See the |nstruct|ons) If "Yes,"
attach aschedule ................. 4] Yes D No

b (2) s the plan required to provide a Schedule of Actlve Part|0|pant Data" (See the mstructnons ) If "Yes," attach
A8ChOAUIB i i i s e S R R T S A S TP P R AP X ves D No
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 Code? ...............cccooiciieees
d Ifline cis "Yes," provide the following additional |nformat|on
(1) Was an extension granted automatic approval under section 431 (d)(1) of the Code? .
(2) If line 8d(1) is "Yes," enter the number of years by which the amortization period was extended I Bd{2} l
(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 Code? .. |_|Yes l_lNo
(4) If line 8d(3) is "Yes," enter number of years by which the amortlzatlon penod was extended (not
including the number of years inline (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 D007 ... oosescrinsnneessnremsmonbisissiabisss irsssiasssstuais r] Yes rl No
@ If box 5h is 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 amortization base(s)
9 Funding standard account statement for this plan year:
Charges to funding standard account:

@ Prior year funding deficiency, if @ny ... s 9a
b Employer's normal cost for plan year as of valuation date ... 9b
€ Amortization charges as of valuation date: Outstanding balance
(1) All bases except funding waivers and certain bases for which the
amortization period has been extended ... ... 9c¢(1) 2313199649 422636142
(2) Fundingwaivers 9c(2)
(3) Certain bases for which the amortlzatlon period has been
L= s oo o T OO ot S RS 9¢c(3)
[ i . | od 375821338

ge 4797248843
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Schedule MB (Form 5500) 2019

Credits to funding standard account:
f Prior year credit balance, if any I
g Employer contributions. Total from column (b) of hne 3

-Outstanding balance

h Amortization credits as of valuation date | _on 126067214

43537?133“

i Interest as applicable to end of plan year on lines 9f 99, and 9h ______________________________________________________

j Full funding limitation (FFL) and credits:

(1) ERISA FFL (accrued liability FFL) . ...

(2) "RPA '94" override (30% current liability FFL) ... ...

(8) FFLOTEAI ... .coommeerceremsmemrassessssssesemssssrsssessssesseesieriassbeass comsaissa s deas s snsbsressses st bR et
k (1) Waived funding deflz:lency

(2) OtherCredits . . . . i
| Total credits. Add lines 9f through 9i, 9j(3), 9k(1),and 9k(2) . ...
m Credit balance: If line 9l is greater than line 9e, enter the difference . .
N Funding deficiency: If line Se is greater than line 9], enter the dlfference _________________________________________

90 Current year's accumulated reconciliation account:
(1) Due to waived funding deficiency accumulated prior to the 2019 plan year
(2) Due to amortization bases extended and amortized using the interest rate under
section 6621(b) of the Code:

ol 454263877
9m
9n 4342984966

(a) Reconciliation outstanding balance as of valuationdate .. . ... | 9o2)a)
(b) Reconciliation amount (line Sc(3) balance minus line 80(2)(@)).....................ccoeicveiiiiins 9o(2)(b)
(3) Total as of valuation date . 90(3)
10 Contribution necessary to o an n sacunated fundlng deﬂclency {See irstructions. ) 10 4342984966

11 _Has a change been made in the actuarial assumptions for the current plan year? If "Yes. see Instructlons

~ KlYes | |No
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R Retirement Plan Information OMB No. 12100110
(Form 5500)
Depariment of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 201 9
Inteénal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section 6058(a)
Dapartment of Labor of the Internal Revenue Code (the Code).
Employeo Benefits Security = -
Administration > Fil ttach E This Form is Open to
Pension Benefit Guaranty Corporation ile as an attachment to Form : Public InsP“tlon'
For calendar plan year 2019 or fiscal plan year beginning 10/01/2019 and ending 09/30/2020

A Name of plan B Threedigit

NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F

C Plan sponsor's name as shown on line 2a of Form 5500 Employer ldentification Number (EIN)
NEW ENGLAND TEAMSTERS & TRUCKING INDUSTRY PENSION F 04-6372430
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
e INSIUCHONS oo i SSRGS S A TS5 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):
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
B B BT e
. Funding Information (I the pIan is not sub]ect to the minimum fundlng requlrements of section 412 of the Internal Revenue
)| Code or ERISA section 302, skip this Part.)
4 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?.. .. ... I_I Yes No |_| N/A
If the plan is a defined benefit plan, go to line 8.
5 | 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 ptan year (include any prior year accumulated
funding deficiency Not Waived) | | ... s 6a
b Enter the amount contributed by the employer to the plan for this planyear . .. ........... 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 @MOUNE) | . . ... e e

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? . ... ... I:l Yes |:| No D N/A

8 if achange in actuarial cost method was made for this plan year pursuant to a revenue procedure or other
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or

lan administrator agree with the change? ) . —_— - I_I Yes | |No E N/A

rk: Amendments

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

year that increased or decreased the value of benefits? If yes, check the appropriate
boX. If N0, ChECK the "NO" DO I'] Increase ﬂ Decrease l | Both @
| ESOPS (see instructions). If thls is not a plan descnbed under section 409(a) or 4975(e)(7) of the Internal Revenue Code,

skip this Part.

10 Were unallocated employer secutities or proceeds from the sale of unallocated securities used to repay any exempt loan?... Yes No
11 @ Does the ESOP hold any Prefermed STOCK? .. ..o o oiooieerooteeo oo oeeamieessseeeesamssss st sbs s | |[Yes | [No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan? _ _
(See instructions for definition of "backto-back" loan.) . _— . Yes No
12 Does the ESOP hold any stock that is not readily tradable on an establlshed secunties marke ‘? ________ - Yes No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 550(;)9(2,(1);3
V.
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Schedule R (Form 5500) 2019 Page 2 - I I

Additional Tnformation for Multiemployer Defined Benefit Pension Plans

1 3 Entar the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year
maasured in dollars). See instructions. Complete as man entnes asneeded to repor all ap fb.'e nploye _ _

a Name of contributing employer UNLTTED PARCEL SERVICES

ben 36-2407381 € Doliar amount contributed by employer 176372202.

d Date collective bargaining agreement expires (/f employer cantributes under more than one collective bargaining agreement, check box L]
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 07 Day 31 Year 2023

€ Contribution rate information (/f more than one rate applies, check this box [_J and see instructions regarding required attachment.

Otherwise, complete lines 13e(1) and 13e(2).)

(1) Contribution rate (in dollars and cents) 6.20

@ Name of contributing employer

b EIN € Dollar amount contributed by employer
d Date collective bargaining agreement expires {If employer contributes under more than one collective bargaining agreement, check box L]
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 13¢(1) and 13¢e(2).)

(1) Contribution rate (in dollars and cents)
(2 Base unit measure: I ourl

a Nama of contnbuﬂng employer -

b EIN C Dollar amount contributed by employer

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

© Contribution rate information (If more than one rate applies, check this box I_l 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:

a_Name of contributing amployer

b EIN € _Dollar amount contributed by employer
d Date collective bargaining agreement expires (/f employer contributes under more than one collective bargaining agreement, check box ]_]
and see instructions regarding required attachment. Otherwise, enter the applicable date,) Month Day Year

© Contribution rate information (If more than one rate applies, check this box I_] and see instructions regarding required attachment.
Otherwise, complete lines 13e(1) and 13e(2).)

(1) Contribution rate (in dollars and cents)
2 unit measure: l

@ Name of contributing employer

b EIN C Dollar amount contributed by employer
d Date collective bargaining agreement expires (f employer contributes under more than one collective bargaining agreement, check box |_|
and see instructions regarding required attachment. Otherwise, enter the applicable date) Month Day Year

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

eci

a Name of contributing employer

b EIN € Dollar amount contributed by employer
d Date collective bargaining agreement expires (If emplayer contributes under more than one collective bargaining agreerment, check box [_[
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 El Weekly I_I Unit of production D Other (specify):
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Schedule R (Form 5500) 2019 Page 3

14 Enter the number of participants on whose behalf no contributions were made by an employer as an
employer of the participant for:

LT Tw T — 14a 24042

b The plan year immediately preceding the currentplanyear 14b 25592

C_THo Socoticl procafling PIBNVOAL v e i s (A e e S Tt 14c 25 3
15 Enter the ratio of the number of participants under the pian on whose behalf no employer had an obligation to e Tt

make an employer contribution during the current plan year to: s

a The corresponding number for the plan year immediately preceding the current planyear 15a 93 .94

b The corresponding number for the second preceding PIaN YEAr ..............o..oooovooeeoeeeeer. 15b 98.69
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 precedingplanyear . . 16a

b If ine 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated

to be assessed against such withdrawn empIOYErS ... ..., 16b 24783769

17 If assets and iiabilities from another plan have been transferred to or merged with this plan during the plan year,

check box and see instructions re

18 if any I|ab|l|t|es 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 ............................ rl
19 if the total number of participants Is 1,000 or more, complete lines (a) through (c)
@ Enter the percentage of plan assets held as:
Stock: 5.6 %  InvestmentGrade Debt: 3 6 %  High-Yield Debt: __ U 0 % RealEstate: 6.3 % Other: 84.5 %
b Provide the average duration of the combined mvestment-grade and high-yield debt
D 0-3 years ﬁa 6 years D 6-9 years D 9-12 years 12-15 years D 15-18 years D 18-21 years I:l 21 years or more
c What duration measure was used to calculate line 19(b)?
Effectwe duration D Macaulay duration I:l Modified duration D Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer pian or a single-employer plan that is not covered by PBGC, skip line 20.
@ s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes No

b ifline 20a is "Yes," has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

D Yes.

D No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required
contribution were made by the 30th day after the due date.

I:l No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or
exceeding the unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation
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NEW ENGLAND TEAMSTERS & TRUCKING INDUSTR 04-6372430

SCHEDULE C OTHER SERVICE PROVIDER SERVICE CODES STATEMENT 1
NAME SERVICE CODES

STATE STREET GLOBAL ADVISORS 28

STATE STREET GLOBAL ADVISORS 51

STATE STREET GLOBAL ADVISORS 18

STATE STREET GLOBAL ADVISORS 19

CODES TO SCHEDULE C, LINE 2(B)

SCHEDULE H OTHER RECEIVABLES STATEMENT 2
DESCRIPTION BEGINNING ENDING

ACCRUED INCOME RECEIVABLE 1112147. 899794.
RECEIVABLE FOR SECURITY SOLD 2825583. 3555656.
FOREIGN EXCHANGE RECEIVABLE 963783. 1201741.
TOTAL TO SCHEDULE H, LINE 1B(3) 4901513. 5657191.
SCHEDULE H OTHER PLAN LIABILITIES STATEMENT 3
DESCRIPTION BEGINNING ENDING

PAYABLE FOR SECURITY PURCHASED 1037802. 6375863.
FOREIGN EXCHANGE PAYABLE 963658. 1202451.
TOTAL TO SCHEDULE H, LINE 1J 2001460. 7578314.
SCHEDULE H OTHER INCOME STATEMENT 4
DESCRIPTION AMOUNT

OTHER INCOME 53256.
TOTAL TO SCHEDULE H, LINE 2C 53256.

STATEMENT(S) 1, 2, 3, 4



NEW ENGLAND TEAMSTERS & TRUCKING INDUSTR 04-6372430

SCHEDULE H OTHER ADMINISTRATIVE EXPENSES STATEMENT 5

DESCRIPTION AMOUNT

ADMINISTRATIVE EXPENSES 6618248.
6618248.

TOTAL TO SCHEDULE H, LINE 2I(4)

STATEMENT(S) 5



