Form 5500 Annual Retum/Raport of Employea Benefit Plan oM tos. 1110 - 110
Thia form i required to ba filad for amployee benefi plans under sections 104
St Tasay| and 4085 of the Employee Retimmant Income Sacurity Act of 1974 (ERISA) and
Daparoent of Libor 8057(b) and 6058(a) of tha Intemal Ravenue Cade {tha Cods). 2021
e putay B Complete all antrias In accordance with
[ore TP Y ey ———— the instructionsa to the Form 5500. This Form s Open to
Publlc Inspaction

[Part I'TAnnual Report Identification Information
Far calandar plan yoar 2021 of fiscal plan yoar beginning  10/01/2021 and anding 09/30/2022

A s mtumvreport la for: Eﬂ 8 multtamplayer plan Ll a multiple-amployer plan (Fllars checking this box muat attach a iist of
participating amploysr Information in accordance with tha form inatr.)
8 single-amployer plan aDFE(spacify) ____
B This retum/repart is: H the first mtum/report H the final retum/raport
an amanded retum/freport a short plan year ratlum/report (less than 12 manih
€ Ifihe plan is a collsctivaly bargained pian, chack haro ........... e e e >
D check box It fing undar. VE Form 3558 automalic extenalon D tha DFVC pmgmm
special In (antar ription)
E ifthis s a ratroac tod mitted sscunsm m:uunzm chock hara | »[]
18 Name of ptan tb Thresdigit
NEW ENGLAND TEAMSTERS PENSION FUND ptan numbor (PN} - 001
1¢ EWective date of plan
04/11/1958
2a Phn sponsor's name (employer, it for 2 singte-gmplayer plan) 2b Employer identification Number (EIN)
Malling 2ddress (fnelude room, apt, sulte no. and straet, or P.0. Box) we_wd42430
City o lown, state or provincs, counlry, and 2P or forgign poslal coda (if forelgn, ses instryctions) Plan Sponsor's taisphone number
NEW ENGLAND TRAMSTERS PENSION FUND 731 345-4400
2d Buslness code (see natructions)
484120
1 WALL STREET
BURLINGTON MA 01803-4768
Caution: A panalty for the late or | iplets filing of thig retum/roport will bo d unless ¢ blo cause la estoblishad.
Urtiar paration of porkry 4 ol panaftios aat korth in tha 1 dastara that | hevo 1, Inciuding ) d etadtvents, as well
= the lo weralon of , and (0 (o bast of my knowiadgs and baled, 1 la tua, camest, mm
SEAN OBRIEN (UNION TRUSTEE
= gPalaoa, ‘ )
Bign Dite - Entor name of maividual aigning as plan adminiatralor
CHRISTOPHER LANGAN (EMP TRUSTEE)
sa| // v/ ripovy
8 MWﬂ!gﬁployulpm Date / Enter name of individusl signing as employer or plan spongor
SIGN
HERE| -
] Signature of OFE Date Entar name af individua) signing as DFE
For Paperwork Reduction Act Notlco, ase the fnstructions for Form 5S00. Form 5&002%2
v.

118401 92-30-27




Form 5500 (2021) Page 2

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

3b Administrator's EIN

3¢ Administrator's telephone number

4

If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/repott filed for this plan,

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

C Plan NameNEW ENGLAND TEAMSTERS & TRUCKING

INDUSTRY PENSION FUND

4b EIN
* %k _

**%2430

4d PN

001

S Total number of participants at the beginning of the plan year 5 72,141
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 &d).
a (1) Total number of active participants at the beginning of theplanyear . [6a( 21,608
a(2) Total number of active participants at the end of theplanyear ___ |6a(2 21,757
b Retired or separated participants receiving benefts [ @b 25,775
C Other retired or separated participants entitled to future benefits | B¢ 17,289
d Subtotal. Add lines 6a(2), 6b,and 6c éd 64,821
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefts | 6e 7 ’ 210
f Total Addlines6dand 6e . . .. ... .| 6f 72,031
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this (OM) . . | 69
h Number of participants who terminated employment during the plan year with accrued benefits that were
eSS than 100% VEStEO .uuuiei oo i st soess oo cin oot baes el e e d s et st 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete
his RO, ovovniveicnorsivrrmorimisioy s ves o e A S i A T o S s i e e i o e W ana A S 7 387
8a If the 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 (1) Insurance
2) Code section 412(g)(3) insurance contracts {2 Code section 412(e)(3) insurance contracts
(3) Trust {3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor

10

11

(See instructions)

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

a Pension Schedules b General Schedules
(1) E R  (Retirement Plan Information) (1) H  (Financial Information)
(2) E MB (Multiemployer Defined Benefit Plan and Certain Money (2) |
Purchase Plan Actuarial Information) - signed by the plan (3) ____ A
actuary (@) c
(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial (5) D
Information) - signed by the plan actuary (6) G

8402 12-30-21

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

(Financial Information - Small Plan)



Form 5500 (2021) Page 3

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

11a If the plan provides welfare benefits, was the plan suﬁect to the Form M-1 filing requirements during the plan year? (See instructions and 29

CFR2520.1012) ... ... 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.)... I ] Yes I | No

11¢ Enter the Receipt Confirmation Code for the 2021 Form M-1 annual repont. If the plan was not required to file the 2021 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

118403 12-30-21



SCHEDULE C
(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasur
intsral Revsnue Service. This schedule is required to be filed under section 104 of the 2021
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 2021 or fiscal plan year beginning 10/01/2021 and ending 09/30/2022
A Name of plan B Threedigit
NEW ENGLAND TEAMSTERS PENSION FUND plan number (PN) 001
C  Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS PENSION FUND *x_**%*x2430

[Part 1| 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

ABS ALPHA GLOBAL EQUITIES *hk_%kx*x4028
55 RAILROAD AVE
GREENWICH CT 06830

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

INTERCONTINENTAL US REAL ESTATE FUN **-***£3(
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 **k_**¥*¥2089
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

ABS INVESTMENT MANAGEMENT, LLC *R_*XXH457

537 STEAMBOAT RD

GREENWICH CT 06830

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2021

v. 201209

118451 12-30-21



Schedule C (Form 5500) 2021 Page 2 -|

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

BBH CAPITAL PARTNERS V X XEXLBI7
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 *k_%k%kx0681
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

ENTRUST GLOBAL PARTNERS OFFSHORE LP **-***4478
375 PARK AVENUE, 24TH FLOOR
NEW YORK NY 10152

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

LEVINE LEICHTMAN PTR II *k_%kx*6690
335 NORTH MAPLE DRIVE, SUITE 130
BEVERLY HILLS CA 90210

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

CRESCENT HIGH INCOME FUND *k_dxxTA1]
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 II *k_%%*x5573
222 S. RIVERSIDE PLAZA
CHICAGO IL 60606

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

OAKTREE MEZZANINE FUND IV Fh_*xx4804
333 SOUTH GRAND AVE, 28TH FLOOR
LOS ANGELES CA 90007

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

ALINDA INFRASTRUCTURE FD III *hk_**xx(0428
100 WEST PUTNAM AVENUE, 3RD FLOOR
GREENWICH CT 06830

118452 12-30-21



SCHEDULE C
(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasu
inernal Rsvenus Servcs” This schedule is required to be filed under section 104 of the 2021
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA).
Employse Benefits Security Administration This Form is Open to
Pansion Benefit Guaranty Corporation P> File as an attachment to Form 5500. Public Inspection.
For calendar plan year 2021 or fiscal plan year beginning 10/01/2021 and ending 09/30/2022
A Name of plan B Threedigit
NEW ENGLAND TEAMSTERS PENSION FUND plan number (PN) p» 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS PENSION FUND *h_*k%*%2430

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

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

AFL-CIO BIT *R-%**8901
ONE EAST PRATT STREET 5TH FLOOR EAS
BALTIMORE MD 21202

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

BLACKSTONE REAL ESTATE PARTNER *hkx*g589
345 PARK AVENUE
NEW YORK NY 10154

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
PRINCIPAL ENHANCED *k_k*x87108
711 HIGH STREET
DES MOINES IA 50392

(b) Enter name and EIN or address of persan who provided you disclosures on eligible indirect compensation
*Kk_**XDEQ"]

STRATEGIC PARTNERS REAL ESTATE VII
345 PARK AVENUE
NEW YORK NY 10154

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2021
v. 201209

118451 12-30-21



Schedule C (Form 5500) 2021 Page 2 -| |

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

TERRACAP PARTNERS IV *k_**x*x]1164
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 *R_WNX2302
8403 COLESVILLE RD
SILVER SPRING MD 20910

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

SIGULER GUFF SM BUY OPP IV xR-NERT7311
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

IFM GLOBAL INFRASTRUCTURE *h_*k*0684
114 WEST 74TH STREET, 26 FLOOR
NEW YORK NY 10036

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

PARTNERS GROUP PRIVATE EQUITY II Fr_*k*3428
1114 AVENUE OF THE AMERICAS, 37 FLO
NEW YORK NY 10036

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

SIGULER GUFF SM BUY OPP V **k_*%x*%8157
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

TERRACAP PARTNERS V *k_**x09874
999 VANDERBILT BEACH ROAD 701
NAPLES FL 34108

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

118452 12-30-21



Schedule C (Form 5500) 2021

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).
SEE STATEMENT 1

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

**_***5298

MARQUETTE ASSOCIATES
180 N LASALLE

CHICAGO IL 60601
(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 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-.
27 |NONE

50 1,160,000.[ ves I:I No Yes D Nol] Yes D No|:|

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

STATE STREET GLOBAL ADVISORS rE_EEXFL3I6
BOX 5488
BOSTON MA 02284
(b) (c) (d) (e) Ul o (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | emplayer, 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-.
28 |NONE
51 776,489.] ves NOD Yes E Nol:l 0. Yes |:| Nol:l
18

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

UNION INSURANCE GROUP
303 W ERIE ST STE310

**_***6088

CHICAGO IL 60654
(b) (c) (d) (e) Nyl o (h)

Service Relationship to Enter direct Did service provider Did |ngj|reg:t Enter total |nd|r_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 | ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
23 |NONE

50 594,957.| VYes D No Yes D NoD Yes D NoD

118453 12-30-21



Schedule C (Form 5500) 2021

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

DRIEHAUS CAPITAL MANAGEMENT *R-_kEX4295
PO BOX 10127
CHICAGO IL 60610
(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 | - estimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
28 |NONE
51 544,598.] ves [] No® | ves [] No[] ves [] no[]
68

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

FEINBERG, DUMONT & BRENNAN

177 MILK STREET
BOSTON

MA

02109

**_***8936

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

(e)

Did service provider
receive indirect
compensation?
(sources other

than plan or
plan sponsor)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you
a formula instead

of an amount or

estimated amount?

(b) (@)
Service Relationship to
Code(s) | employer, employee
organization, or
person known to be
a party-in-interest
29 |NONE
50

384,327.

Yes D No

Yes I:l No l:l

Yes D No D

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

BOSTON PARTNERS

60 EAST 42ND STREET, SUITE 1550

*k_*k**QT44

NEW YORK NY 10065
(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 |ngi|rect 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
51 346,571. Yes @ Nol:l Yes NoD 0. Yes D N°|:|
68

118453 12-30-21



Schedule C (Form 5500) 2021

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).
SEE STATEMENT 1

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

GAMCO *k_*k*A52]
ONE CORPORATE CENTER
RYE NY 10580
(b) (©) (d) (€) o) — ")
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
50 279,694.] ves [ no [ ves [] No[] ves [] No[]
() Enter name and EIN or address (see instructions)
CBIZ k_*x*%2098
1845 WALNUT STREET, 14TH FLOOR
PHILADELPHIA PA 19103
(b) (©) (@) (©) M — )
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 | - gtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
11 |NONE
50 211,300.] ves [] No® | ves [] No[] ves [] no []

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

STATE STREET BANK & TRUST

200 NEW PORT AVE

**_***'?445

QUINCY MA 02171
(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 -O-. 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-.
25 |NONE
28 205,000, VYes No[l Yes No|:| 0. Yes @ N°|:|
99

118453 12-30-21



Schedule C (Form 5500) 2021

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

MORGAN, LEWIS & BOCKIUS **_*%*1050
PO BOX 8500
PHILADELPHIA PA 19178
(b) (c) (d) (e) (f) (h)

Service
Code(s)

Relationship to
organization, or

a party-in-interest

employer, employee

person known to be

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

Did service provider
receive indirect
compensation?
(sources other

than plan or
plan sponsor)

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

Enter total indirect
compensation received by
service provider excluding

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

Did the service
provider give you
a formula instead

of an amount or

estimated amount?

29
50

NONE

204,670.

Yes D No @

Yes D No |:|

Yes D No D

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

SIERRA INVESTMENT

PO BOX 5727

**_***0668

VACAVILLE CA 95696
) © (d ©) NG . (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-.
28 |NONE
51 153,574, Yes I:l No@ Yes D Nol:l Yes |:| No[]
99

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

LAKE CONTRACTING

21 SPENCER STREET

STONEHAM

MA

02180

**_***2126

(b) (c)
Service Relationship to
Code(s)

employer, employee

(d)
Enter direct
compensation

(e)
Did service provider
receive indirect

(0
Did indirect
compensation include

)
Enter total indirect
compensation received by

(h)
Did the service
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
50 147,561.] ves |:| No Yes I:l NOD Yes D NOD

118453 12-30-21



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).

Schedule C (Form 5500) 2021

SEE STATEMENT 1

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

DARCANGELO & CO.,LLP kR_*%x*0103
120 LOMOND CT
UTICA NY 13502
(b) (c) (d) (e) 0 o (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 -O-.
10 |NONE
50 135,325.] ves [ No® | ves [] No[] Yes [] No[]

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

ZIEGLER CAPITAL MGMT, LLC **_**x%*3600
70 WEST MADISON, SUITE 2400
CHICAGO IL 60602
(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 | egtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
28 |NONE
50 126,926. ves [] no[H] ves [] No[] Yes [ No[]

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

SB FERNANDES & COMPANY
201 BIRCH KNOLL RD

**_***54’?4

RUTLAND VT 05701
(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 | ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 |NONE
50 123,840.| ves I:I No@ Yes D NoD Yes D No[l

118453 12-3
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Schedule C (Form 5500) 2021 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).

SEE STATEMENT 1

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

INSIGHT NORTH AMERICA LLC *EAENILEBY
200 PARK AVENUE, 7TH FLOOR
NEW YORK NY 10166
(b) (c) (d) (e) Ul . (h)
Service Relationship to Enter direct Did service provider Did Indlref:t Enter tc_)tal |nd|rgct 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? M. If none, enter -0-.
51 |NONE
28 114,360. Yes D NOE Yes |:| No[l Yes D Nol:l
(a) Enter name and EIN or address (see instructions)
PJ GREEN, INC. *R_NRXBLTT
100 WHITESBORO ST
UTICA NY 13504
(b) (c) (d) (e) M o (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 33,701. ves I___l No Yes D Nol:l Yes D Nol:l
(a) Enter name and EIN or address (see instructions)
VINTAGE **k_*%**71065
16 MASON AVE, UNIT 4
NORTH ATTLEBORO MA 02760
(b) (c) (d) (e) N o (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 sefvice 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 29,785, Yes |:| No@ Yes D Nol:l Yes |:| No[l

118453 12-30-21



Schedule C (Form 5500) 2021

Page 3 -I l

2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persans 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).

SEE STATEMENT 1

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

BOSTONIAN ENTERPRISES, INC. ¥k _*%k*BBB4
4 ALEXANDER AVE
MEDFORD MA (02155
(b) (©) (d) ) M — n)
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 spansor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 |NONE
50 22,500.] ves D No@ Yes I:I Nol:l Yes D NoD

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

HANOVER INSURANCE CO.

PO BOX 580045

**_***3626

CHARLOTTE NC 28258
(b) (©) (@ (€) NG 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 e"Q'Ue |nd|rect. 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 21,662.| Yes I:l No Yes D Nol:l Yes |:| NOD
() Enter name and EIN or address (see instructions)
LIBERTY MUTUAL *k_***3470
PO BOX 2839
NEW YORK NY 10116
(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 [ ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
22 |NONE
50 20,885. Yes D No Yes D NOD Yes D NOD

118453 12-30-21



Schedule C (Form 5500) 2021

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

PENSION BENEFIT INFO, LLC wW—Nn* 2737
333 SOUTH 7TH ST. SUITE 2400
MINNEAPOLIS MN 55402
(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 ellglble 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 20,000. ves [J No® | ves [] No[] ves [] No []

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

CLUB VITA US LLC

221 RIVER STREET,SUITE 9045

¥k _*%**()816

HOBOKEN NJ 07030
(©) © (d) (©) NG — (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-.
11 |NONE
50 20,000.] ves D No Yes I:l No|:|

Yes D No |:|

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

RECENT COMMUNICATIONS, INC **k_***5608
3793 MILL ROAD
COLLEGEVILLE PA 19426
(b) (c) (d) (e) Nyl o (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 19,864. Yes D NQE Yes I:] NoD Yes D NOD

118453 12-30-21



Schedule C (Form 5500) 2021

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

NEWMARK KNIGHT FRANK
PO BOX 412501
BOSTON

MA

02241-2501

**_***2520

(b)
Service
Code(s)

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

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

(e)

Did service provider
receive indirect
compensation?
(sources other

than plan or
plan sponsor)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you
a formula instead

of an amount or

estimated amount?

34
50

NONE

18,500.

Yes D No

Yes D No |:|

Yes I:l No D

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

PITNEY BOWES BANK,

INC

215 SOUTH STATE STREET STE 320

**_***6389

SALT LAKE CITY UT 84111
(b) (c) (d) (e) 0 B (h)

Service Relationship to Enter direct Did setvice provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organizaticn, 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 18,000.] ves D No Yes D NoD Yes D NOD

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

IBM CORPORATION *R-_hkNg312
1 NORTH CASTLE DRIVE C/O IBM TAX DE
ARMONK NY 10504
(b) (c) (d) (e) ) g) (h)
Service Relationship to Enter direct | Did service provider Did indirect Enter total indirect Did the setvice
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? (M. If none, enter -0-.
49 |NONE
50 16:292- Yes I:l No Yes D NoD Yes |:| NoD

118453 12-30-21



Schedule C (Form 5500) 2021

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).

SEE STATEMENT 1

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

COLLABORATIVE INSURANCE SOLUTIONS R —EXNTI36
91 PROVIDENCE HIGHWAY
WESTWOOD MA 02090
(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-.
23 |NONE
50 15,300- Yes D No@ Yes D NOD Yes |:| NOD

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

AMERICAN ARBITRATION ASSOC. *k_kekQTL5
120 BROADWAY, FLOOR 21
NEW YORK NY 10271
(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? (). If none, enter -0-.
29 |NONE
50 15,000.] VYes |:| No Yes D Nol:l Yes [:l NOD

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

CONNECTIVITY SYSTEMS, INC. wR—wk] 794
1220 VALLEY FORGE RD STE 18
PHOENIXVILLE PA 19460
(b) (c) (d) (e) Ul 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 14,949. Yes |:| No Yes |:| NOD Yes D NOD

118453 12-30-21



Schedule C (Form 5500) 2021

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).

SEE STATEMENT 1

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

RENA GYFTOPOULOUS AIA, LEED AP E=HR*IETD

185 I ST.

SOUTH BOSTON MA 02127
(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 | - ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? f). If none, enter -0-.
49 NONE
50 14,846. Yes I:l No Yes |:| Nol:l Yes D No|:|
(a) Enter name and EIN or address (see instructions)
AM WINS BROKERAGE e i T I
PO BOX 60343
CHARLOTTE NC 28260
(b) © (@ @) N a9 )
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 [ astimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
22 |NONE
50 12,495, Yes @ NoD Yes NoI:I 0. Yes Nol:l

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

MACKENZIE & COMPANY LLC
1500 DISTRICT AVE

**_***5260

BURLINGTON MA 01803
(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 -O-, 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 11,475. Yes D No@ Yes D NoD Yes D No[l

118453 12-30-21



Schedule C (Form 5500) 2021

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

BRIAN RATINVILLE **_**x*x8348
208 WEST SAINT PAUL AVE
CHICAGO IL 60614
(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-.
16 |NONE
50 10,500.] ves [ No® | vYes [] No[] ves [] No[]

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

NATIONAL COORDINATING
815 16TH STREET

N.w.

WASHINGTON

DC

20006

*hk_*%%11704

(b)

(c)

(d)

(e)

(f)

(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-.
49 NONE

50 9,000.| vYes DNo Yes DNOD Yes DNOD

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

MHC SOFTWARE HOLDINGS
12000 PORTLAND AVE S, SUITE 230

**_***4086

BURNSVILLE MN 55337
(b) (c) (d) (e) ] L (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 | astimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
49 |NONE

50 8,400. Yesl:lNoD YesDNol:l 0. YesDNoD

118453 12-30-21



Schedule C (Form 5500) 2021

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

WINDSTREAM TR EEETTLT
PO BOX 9001013
LOUISVILLE KY 40290-1013
(b) (c) (d) (e) Nl 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

a party-in-interest

person known to be

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

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

a formula instead
of an amount or
estimated amount?

49
50

NONE

paid by the compensation?
plan. If none, (sources other
enter -0-. than plan or
plan sponsor)
7,967. YesDNo

Yes I:l No D

Yes D No D

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

PITNEY BOWES INC *k_*%*5050
PO BOX 371887
PITTSBURGH PA 15250-7887
(b) (c) (d) (e) Ryl o (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-.
49 NONE
50 7,955, Yes I:l No Yes |___| No|:| Yes D Nol:l

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

O'SULLIVAN & ASSOCIATES **k_***x8070
18 LAUREL DRIVE
NORWELL MA 02061
(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 sefvice 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 7,000.] vYes DNOE Yes DNOD Yes |:|No|:|

118453 12-30-21



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).

Schedule C (Form 5500) 2021

SEE STATEMENT 1

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

DE LAGE LANDEN FINANCIAL SVC *r_%**A500
PO BOX 41602
PHILADELPHIA PA 19101

(b) (©) (d (©) o) 9 ()
Service Relationship to Enter direct Did service provider Did lndlreg:t Enter tc_)tal |nd|r§ct 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 -O-, than plan or which the plan compensation for which you | getimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? {f). If none, enter -0-,

49 |NONE

50 5,483, ves I:] No Yes |:| NoD Yes I:l No|:|

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

(b) (©) (@ (@) o) — (R)
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 compensatﬂon f?r whichyou | astimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
Yes D Nol:l Yes [] Nol:l Yes D NoD
(a) Enter name and EIN or address (see instructions)

(b) (c) (d) (e) Ul o (h)
Service Relationship to Enter direct Did service provider Did Int_ilreg:t Enter tc_Jtal |nd|r_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
required disclosures?

answered "Yes" to element
{f). If none, enter -0-.

Yes D No D

Yes I:l No []

Yes |:| No |:|

118453 12-30-21
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[Partl | Service Provider Information (continued)

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

(@) Enter service provider name as it appears on line 2 (b) service Codes (c) Enter amount of
(see instructions) indirect compensation

(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, includin
g

any formula used to determine the service provider's
eligibi!igg for or the amount of the
indirect compensation.

(E) Enter service provider name as it appears on line 2 (b) Service Codes (c) Enter amount of
(see instructions) 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.

(@) Enter service provider name as it appears on line 2 (b) Service Codes () Enter amount of
(see instructions) indirect compensation
(d] Enter name and EIN (address) of source of indirect compensation {8) Describe the indirect compensation, including

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

DFE/Participating Plan Information
(Form 5500)

DI:F"::;:}S;; :efrm: ;’ea:liscue'y This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA).
Department of Labor
Employee Benefits ;sc\?rityaAZministration P> File as an attachment to Form 5500.

OMB No. 1210-0110

2021

This Form is Open to
Public Inspection.

For calendar plan year 2021 ar fiscal plan year beginning 10/01/2021 and ending 09/30/2022

A Name of plan B Three-digit

NEW ENGLAND TEAMSTERS PENSION FUND

plan number (PN) p | 001

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

NEW ENGLAND TEAMSTERS PENSION FUND

D Employer Identification Number (EIN)
*k_kk%QA30

Part 1| 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 10312 IE: ARISTOTLE SMALL-CAP EQUITY FUND
b Name of sponsor of entity listed in (a)) ARISTOTLE CAPITAL BOSTON, LLC
d Entity € Dollar value of interest in MTIA, CCT, PSA,
C EINPN **¥-*%**5707 003| code C or 103-12 IE at end of year (see instructions) 29,746,918.
a  Name of MTIA, CCT, PSA, or 103-12 [E: EMERGING MARKETS SMALL-CAP FUND
b Name of sponsor of entity listed in (a): STATE STREET GLOBAL ADVISOR
d Entity € Dollar value of interest in MTIA, CCT, PSA,
C EINPN**-***09812 001/ code C or 103-12 IE at end of year (see instructions) 46,456,064.
a  Name of MTIA, CCT, PSA, or 103-12 IE: RUSSELL 1000(R) VALUE INDX NL MUTUA
b Name of sponsor of entity listed in (a): STATE STREET GLOBAL ADVISOR
d Entity € Dollar value of interest in MTIA, CCT, PSA,
C EINPN**-***7987 160 code C or 103-12 IE at end of year (see instructions) 480,680,158.
@  Name of MTIA, CCT, PSA, or 103-12 IE: AGGREGATE BOND INDEX NL FUND
b Name of sponsor of entity listed in (a3 STATE STREET GLOBAL ADVISOR
d Entity € Dollar value of interest in MTIA, CCT, PSA,
C ENPN**-***5081 070| code C or 103-12 IE at end of year (see instructions) 82,239,283.
@ Name of MTIA CCT, PSA, or 103-12 IEEMSCI ACWI EX USA NL FUND
b Name of sponsor of entity listed in (a): STATE STREET GLOBAL ADVISOR
d Entity € Dollar value of interest in MTIA, CCT, PSA,
C  EINPN **-***798B7 159 (ode C or 103-12 IE at end of year (see instructions) 137,696,738.
a Name of MTIA, CCT, PSA, or 103-12 |E:;
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
(o] EIN-PN code or 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
d Entity € Dollar value of interest in MTIA, CCT, PSA,
[ EIN-PN code or 103-12 |E at end of year (see instructions)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2021
v. 201209
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Schedule D (Form 5500) 2021

Page 2- | |

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,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code 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,
c EIN-PN code or 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 (E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE;
b Name of sponsor of entity listed in (a);

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):

d Entity Dollar value of interest in MTIA, CCT, PSA,
c EIN-PN code or 103-12 |E at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):

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

118462 12-30-21
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[Partll][ 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 € EIN-PN
plan sponsor

a Plan name

b Name of C EINPN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof C EIN-PN
plan sponsor

a Plan name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Nameof € EINPN
plan sponsor

Plan name

oo

Name of C EINPN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b  Nameof C EIN-PN
plan sponsor

a Plan name

b  Name of C EINPN
plan sponsor

118463 12-30-21



SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Servica

Employee Benefits Security Administration

Department of Labor

Pension Benefit Guaranty Carporation

Financial Information

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

P File as an attachment to Form 5500.

OMB No. 1210-0110

2021

This Form is Open
to Public Inspection

For calendar plan year 2021 or fiscal plan year beginning 10/01/2021

and ending

09/30

/2022

A Name of plan

NEW ENGLAND TEAMSTERS PENSION FUND

B Three-digit

plan number (PN) p»

001

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

NEW ENGLAND TEAMSTERS PENSION FUND

*k_kk%k)

D Employer Identification Number (EIN)

430

[Part ] Asset and Liability Statement

1

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

Assets {a) Beginning of Year (b) End of Year
Total noninterest-bearing cash 1a 64,708,504 62,603,940
Receivables (less allowance for doubtful accounts):
(1) Employer contributions (1) [L,671,067,2901,532,066,769
(2) Participant contributions ... | 1B(2)
@ Other ... SEE STATEMENT 2 " [Ty 4,964,837 2,980,118
General investments:
(1) Interest-bearing cash (incl. money market accounts & certificates of deposit) | 1c{1) 11,234,588 11 ,261,082
(2) U.S. Government securities ... .| 1cf2) 60,118,373 41,551,903
(3) Corporate debt instruments (other than employer securities):
(A) Preferred . 1c(3)(A) 18,761,848 11,566,669
(B) All other |1c(3)B) 31,968,855 18,940,801
(4) Corporate stocks (other than employer securities):
(A) Preferred 1c{4)(A) 335,440
{B) Common 1wctaye)| 138,412,433 103,816,232
(5) Partnership/joint venture interests 1¢(5) 809,671,624 804,738,217
(6) Real estate (other than employer real property) 1c(6) 143,790,000 139,690,000
(7) Loans (other than to participants) 1c{7)
(8) Participantloans ... 1c(8) |
(9) Value of interest in common/collective trusts 1¢c(9) 1,251,940,873 793 7 512 i 448
(10) Value of interest in pooled separate accounts ... 1c{10)
(11) Value of interest in master trust investment accounts .. 1c(11)
(12) Value of interest in 103-12 investment entities . ... . 1c(12)
(13) Value of interest in registered investment companies {e.g., mutual funds) 1c(13)
(14) Value of funds held in insurance co. general account (unallocated contracts) | | 1c(14)
(15) Other ... SEE STATEMENT 3 . .. 1c(15) 1,681,564 2,173,163

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

118501 12-30-21
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Schedule H (Form 5500) 2021 Page 2

1d Employer-related investments: (a) Beginning of Year {b) End of Year
(1) Employer securities ... 1d(1)
(2) Employer real property ... 1d(2)
€ Buildings and other property used in plan operatlon ______________________________ 1e 157,561 255,651
f Total assets (add all amounts in lines 1a through1e) . .. | 1 4,208,813,790 3,525,156,993
Liabilities
9 Benefitclaims payable ... |18
h operatingpayables ... ... |1 2,602,943 2,680,284
i Acquisitionindebtedness ... 1 80,561,078 80,486,578
j Otherliabiliies . SEE STATEMENT 4 | 4 8,871,582 4,301,484
K Total liabilities (add all amounts in lines 1g through1j) ... .. 1k 92,035,603 87,468,346
Net Assets
| Net assets (subtract line 1k fromline 1ty . [ q] 4,116,778,187 [ 3,437,688,647

[Partll| Income and Expense Statement

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

Income (a) Amount (b) Total

@ Contributions:
(1) Received or receivable in cash from: (A) Employers | 2a{1){A) 241,634,757

(B} Participants . ... 2a(1)(B)
(C) Others (including rollovers) ... .. 2a(1)(C)
{2) Noncash contributions 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and I|ne 2a(2) 2a(3) 241 ,63 4 . 157
b Earnings on investments:
{1) Interest:
(A) Interest-bearing cash (including money market
accounts and certificates of deposit) . . 2b(1)(A) 54,749
(B) U.S. Government securities ... 2b(1)(B) 910,873
(C) Corporate debt instruments 2b(1)(C) 1,143,496
(D) Loans (other than to participants) ... 2b(1)}(D)
(E) Participantloans . .. .. 2b{1)(E)

(F) Other . . e |_2B()(F) 29,967,746

(G) Total interest. Add lines 2b(1)(A) through (F) __________________ 2b(1)(G) 62,076,864
(2) Dividends: (A) Preferred stock .. . 2b(2)(A)
(B) Commonstock . .. ... 2b(2)(B) 2,410,188

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

(D) Total dividends. Add lines 2b(2){A), {B), and (C) 2h(2)(D) 2,410,188
(3) Rents e 2b(3) 456,759
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds __ | 2b(4){A) 134,678,237
(B) Aggregate carrying amount (see instructions) e | _2b{4)B) 182,019,507
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result | 2b(4)c) -47,341,270
{5) Unrealized appreciation (depreciation) of assets: (A) Real estate | 2b(5){A) -5,000,000
(B) Other .. oo 2b(5)(B) -50,460,929
(C) Total unrealized apprematlon of assets.
Add lines 2b{5){A)and (B) . 2b(5)(C) -55,460,929

118502 12-30-21



Schedule H (Form 5500) 2021 Page 3

(a) Amount (b) Total
{6) Net investment gain (loss) from common/collective trusts 2b(6) -172,251,07 4
(7) Net investment gain (loss) from pooled separate accounts 2b(7)
(8) Net investment gain (loss) from master trust investment accounts 2hb(8)
(9) Net investment gain (loss) from 103-12 investment entites 2hb(9)
(10) Net investment gain (loss) from registered investment companies
{e.g., mutualfunds) |, 2b{10}
€ Otherincome .. .. . .. SEE STATEMENT 5 . . 2 92,209
d Total income. Add all income amounts in column (b)and entertotal . 2d 31 : 617 ¥ 504
Expenses
€ Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers 2e(1) 691,015,589
(2) To insurance carriers for the provision of benefits . . .. 2e(2)
(B) OO sy civn: 5. commasamsnn s e Sesi. ST EEATERTE v 2e(3)
(4) Total benefit payments. Add lines 2e(1) through(3) ... .. 2e(4) 691,015 ' 589
f  Corrective distributions (see instructions) o 2f
g Certain deemed distributions of participant loans (see instructions) 2g
h Interestexpense . ... | 2n
i Administrative expenses: (1) Professional fees 2i(1) 1,293,392
(2) Contract administratorfees . ... . . ... 2i(2)
(3) Investment advisory and managementfees . ... ... ... 2i(3) 11,532,371
(4) Other . ... SEE _STATEMENT 6 .. 2i(4) 6,865,692
(5) Total administrative expenses. Add lines 2i(1) through(4) . 2i(5) 19,691 ' 455
i Total expenses. Add all expense amounts in column (b) and enter total 2j 710,707 [ 044
Net Income and Reconciliation
K Netincome (loss). Subtract line 2jfromline2d ... .. . 2k -579,089 ,540
| Transfers of assets:
(1) Tothis plan e 2(1)
(2 Fromthisplan. ... 21(2)
[Part il | Accountant’s Opinion
3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500.
Complete line 3d if an opinion is not attached.
a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) Unmodified (2) Qualified (3) ’—I Disclaimer (4) D Adverse
b Checkthe appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the
audit was performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.
(1) D DOL Regulation 2520.103-8 (2) |_| DOL Regulation 2520.103-12(d) (3) m neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).
C Enter the name and EIN of the accountant {or accounting firm) below:
(1) Name: DARCANGELO & CO., LLP 2) BN, ¥ F¥¥0103
d The opinion of an independent qualified public accountant is not attached because:

(1) 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.

|Part IV| Compliance Questions

4

CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 [Es also do not complete lines 4 and 41. MTIAs also do not complete line 41.
During the plan year: Yes | No Amount
Was there a failure to transmit to the plan any participant contributions within the time

period described in 28 CFR 2510.3-102? Continue to answer "Yes" for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) | 4a X

118503 12-30-21
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Page 4 - |

Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard
participant loans secured by participant's account balance. (Attach Schedule G (Form
5500) Part | if "Yes" is checked.)
Were any leases to which the plan was a party in default or classified during the year as
uncoliectible? (Attach Schedule G (Form 5500) Part Il if "Yes" is checked.)
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
checked.)
Was this plan covered by a fidelity bond?

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

was caused by fraud or dishonesty?

Did the plan hold any assets whose current value was nerther readlly determlnable on
an established market nor set by an independent third party appraiser? .

Did the plan receive any noncash contributions whose value was neither readlly
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.)
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.) R

Were all the plan assets either drstrlbuted to partlmpants or beneflclarles transferred
to another plan, or brought under the control of the PBGC?
Has the plan failed to provide any benefit when due under the plan? L
If this is an individual account plan, was there a blackout period? (See rnstruct|ons

and 29 CFR 2520.101-3.)

If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR 2520.101-3 ._..............

Yes | No

Amount

4b X

10,000,000

4i | X

4

4m

X
X
4l X
X
X

4n

5a

Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? . J Yes

If "Yes," enter the amount of any plan assets that reverted to the employer this year

ENO

5b

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

were transferred. (See instructions.)

5b(1) Name of plan(s)

5b(2) EIN(s)

5b(3) PN(s)

5 € Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year?

instructions.)

” Yes

Eee ERISA section 4021 and

No

If "Yes" is checked, enter the My PAA conflrmatron number from the PBGC premium flIlng for th|s plan year 4 64636

Mot determined

118504 12-30-21



SCHEDULE MB Multiemployer Defined Benefit Plan and Certain QM8 No: 12100110

(Form 5500) Money Purchase Plan Actuarial Information 2021
Oepartment of the Treagury
Intemal Revenue Service This schedule is required to be filed under section 104 of the Employee
Depariment of Lab Retirement Income Security Act of 1974 (ERISA) and section 6059 of the . = =
Employee B:::ﬁts ggctojrilyaAZ:ninislral(on intemal Revenue Code ((he C)ode). This Form is oPe" to Public

. - Inspection
Pension Benefil Guaranty Corporation

P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2021 or fiscal plan year beginning 10/01/2021 and ending 09/30/2022
P Round off amounts to nearest dollar.
P Caution: A penally of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
NEW ENGLAND TEAMSTERS PENSION FUND plan number (PN) > 001
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS PENSION FUND 04-6372430
E Type of plan: 1) @ Multiemployer Defined Benefit (2) D Money Purchase (see instructions)
1a Enter the valuation date: Month __ 10 Day__ 01 Year _2021
b Assets
(1) Current value of assets.... i maiinineinm i s o v s st St it Lia sl paiateny g orets 1b(1) 2,472,007,100
(2) Actuarial value of assels for funding standard account ... 1b(2) 2,372,209,168
€ (1) Accrued liability for plan using immediate gain MEthods ............c.ccociimviiiieireier s reeess e 1c(1) 10,182,971,805
(2) Information for plans using spread gain methods:
(8) Unfunded liability for Methods With BASES ... wuoe ceiereimiiieins oeviiseesiscanssasen s e srcas “ 1c(2)(a)
(b) Accrued liability under entry age normal method 1¢(2)(b)
{c) Normal cost under entry age normal method ... coniiieiesiiiiiiie i e iiiiveeeeeeea. | 1(2)(€)
(3) Accrued liability under unit credit cost MEthod ... vee v iceeer e eeereees e, 1¢(3) 10,182,971,805
d infarmation on current liabilities of the plan:
(1) Amount excluded from current liability attributable to pre-participation service (see instructions) ....... | 1d(1)
(2) 'RPA '94” information:
(@) Current HaDIlity...........ccciviieiecmiiiiic i s sani e eneeneeneenneenenne | 1A{2){@) 20,490,871,288
{b) Expected increase in current liability due to benefits accruing during the plan year..................... 1d(2)(b) 488,082,559
(c) Expected release from "RPA '94" current liability for the plan year.............c.ccccevivicvereicienne. | 1d(2){c) 702,078,981
(3) Expected plan disbursements for the PIam YBar. ... et 1d(3) 702,078,981

Statement by Enrolled Actuary
To the best of my knowledge, Ine infarmalion supplied in this schedule and accompanying schedules, stalements and altachments, it any, is complele and accurate, Each prescribed assumption was applied
in accordance wilh applicable law and regulalians. In my opinion. each olher assumplian is reasonable (taking into account the experience of Ihe plan and reasonable expectations) and such other
assumptions, In combinalion, offer my bes\ estimate of anticpated experience under lhe plan.

SIGN
HERE ];WAN M. MCCORMICK M H-7p ~ 202

Signature of actuary Date
BRYAN M. MCCORMICK 2307345
Type or print name of actuary Most recent enrollment number
CBIZ 215-587-0700
Firm name Telephone number (including area code)
1845 WALNUT STREET SUITE 1000
PHILADELPHIA PA 19103-4755
Address of the firm
If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see D
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form §500 or 5500-SF, Schedule MB (Form §500) 2021

v. 201209
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Page 2 -l

2 Operational information as of beginning of this plan year:

a
b

C

Current value of assets (see instructions) .................. S S e R e o e S e e e e s e | 2a 2,472,007,100
"RPA '94" current liability/participant count breakdown: (1) Number of participants (2) Current liability
(1) For retired participants and beneficiaries receiving payment 32,617 8,897,062,832
(2) Forterminated vested participants 18,131 3,872,068,873
(3) For active participants:
(a) Nonvested benefits 311,717,106
(b) Vested benefits 7,410,022,487
(c) Totalactive . . 21,608 7,721,739,593
e o 72,356 20,490,871,298

If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such
percentage

2c

12.0600 o

3 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date {b) Amount paid by {c) Amount paid by (a) Date {b) Amount paid by {c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
04-01-2022] 247,710,149
04-01-2022[ 107,086,339
10-01-2022 23,164,522

Totals B> | 3{h)

377,961,010

3(c)

(d) Total withdrawal liability amounts included in line 3(b) total 3(d) 107,085,872
4 |nformation on plan status:

a Funded percentage for monitoring plan's status (line 1b(2) divided by line 1¢(3)) ... . . 4a 23.30 %
b Enter code to indicate plan's status (see instructions for attachment of supporting evidence of

plan’s status). If entered code is "N," gotolines e | I | D
C s the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? g § Yes |_| No
d if the plan is in critical status or critical and declining status, were any benefits reduced (see instructions)? ................... Yes No
€ Iflinedis "Yes," enter the reduction in liability resuiting from the reduction in benefits (see

instructions), measured as of the valuatondate ... ... |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 ... ......ioioiiiiiiiiiisiiireisisieeeeeseeeeeee e 2030

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

a Attained age normal b Entry age normal C Accrued benefit (unit credit) d } Aggregate
e Frozen initial liability f Individual level premium ] Individual aggregate h Shortfall
i Other (specify):
J 1ibox his checked, enter pertiod of use of shortfal method .. ... . . [ 5j |
kK Hasa change been made in funding method for this plan year? | | Yes ﬁ No
I Ifline kis "Yes," was the change made pursuant to Revenue Procedure 2000-40 or other automatic approval? ... Yes No
m Ifline kis "Yes," and line lis "No," enter the date (MM-DD-YYYY) of the ruling letter (individual or class)

approving the change in funding method

5m
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6 Checkiist of certain actuarial assumptions:

@ Interest rate for "RPA '94" current liability ... | 6a | 2.28 o
Pre-retirement Post-retirement
Rates specified in insurance or annuity contracts I IYes lxl No | | N/A U Yes m No U N/A
C Mortality table code for valuation purposes:
(1) Males 6¢c(1) A A
(2) Females .. .. .. . 6¢c(2) AF AF
d Vvaluation liability interestrate 6d 7.50 o 7.50 %
L 6 5.3 « H /A % K wa
f Salaryscale g 6f % N/A
g Estimated investment return on actuarial value of assets for year ending on the valuation date | 6g 7.6
h Estimated investment return on current value of assets for year ending on the valuation date ... ... 6h 21.2 w

7 New amortization bases established in the current plan year:

(1) Type of base {2} Initial balance

{3) Amortization Charge/Credit

4 1,107,662,604

116,729,335

1 -42,188,014

-4,445,920

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 a schedule ..............

b (2) Isthe plan required to prowde a Schedule of Actlve Part|0|pant Data'7 (See the |nstruct|ons ) If "Yes ! attach

a schedule

C Are any of the plan's amortization bases operating under an extension of time under section 412(e) (as in effect
prior to 2008) or section 431(d) of the Code?

d Ifline cis "Yes," provide the following additional information:

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

Eves [Ino
______________ ves []No
............ [Ives  EKlno
.............. [ [ves [ [No

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

| 8di2) |

(3) Was an extension approved by the Internal Revenue Service under section 412(g) (as in effect
prior to 2008) or 431(d)(2) of the Code? ..............

: HYes |_|No

(4) If line Bd(3) is "Yes," enter number of years by WhICh the amomzatlon perlod was extended (not

including the number of years in line (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 2007?

|_| Yes rl No

€ If box 5h is checked or line 8c 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:

a Prior year funding deficiency, if any 9a

4,870,049,834

............................................................ 9b

162,648,122

b Employer's normal cost for plan year as of valuation date
C Amortization charges as of valuation date: Outstanding balance

(1) All bases except funding waivers and certain bases for which the

amortization period has beenextended . 9c(1) 3,064,440,914 466,655,697
(2) Fundingwaivers | i 9¢c(2)
{(3) Certain bases for which the amortization period has been
extended . . . .. .
d Interest as appllcable onlines Qa 9b andsc . od 412,451,524
e Total charges. Add lines Qathrough 9d ... ... | e |5,911,805,177
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Credits to funding standard account:

f Prior year credit balance, ifany . of

g Employer contributions. Total from column (b) of llne 3 .................................................................. 9g 377,961,010
Outstanding balance

h Amortization credits as of valuaton date gh 123,728,111 18,323,337

i Interest as applicable to end of plan year on lines 9f, 9, andoh I 9i 14,475,037

1 Full funding limitation (FFL) and credits:
(1) ERISAFFL (accrued liability FFL) 9j(1) 8,571,416,566
(2) "RPA'94" override (90% current liability FFL) 9j(2) 16,859,623,029

() PRl it et 9j(3)
k (1) Waived funding deficiency k(1)
() Othercredits et %(2)
| Total credits. Add lines f through 9j, 9i(3), 9k(1),and9k@) | g 410,759,384
M Credit balance: If line Sl is greater than line Qe, enter the difference 9m
N Funding deficiency: If line 9e is greater than line 91, enter the difference 9n 5,501,045,793

90 Current year's accumulated recongiliation account:

(1) Due to waived funding deficiency accumulated prior to the 2021 planyear | 90(1)

(2) Due to amortization bases extended and amortized using the interest rate under
section 6621(b) of the Code:

(a) Reconciliation outstanding balance as of valuationdate ...~ 90(2)(a)
{b) Reconciliation amount (line 9¢(3) balance minus lineSo(2)@) ... 90(2)(b)
(3) Total as of valuation date i 90(3)
10 Contribution necessary to avoid an accumulated funding deficiency. (See mstrucnons } 10 5,501,045,793
11 Has a change been made in the actuarial assumptions for the current plan year? If "Yes‘ see lnstructlons e ﬁYes ] | No
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SCHEDULE R Retirement Plan Information OMB No. 12100110
(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 2021
InternafiRsvenue]Servica Employee Retirement Income Security Act of 1974 (ERISA) and section 6058(a)
Department of Labor of the Internal Revenue Code (the Code).

Employee Benefits Security

Administration This Form is Open to

Pension Benefit Guaranty Corporation ’ FilSIas Snjattactmentito]Gonm S500: Public InsPeCtion'
For calendar plan year 2021 or fiscal plan year beginning 10/01/2021 and ending 09/30/2022
A Name of plan B Three-digit
NEW ENGLAND TEAMSTERS PENSION FUND plan number (PN) p 001
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS PENSION FUND *k_kxk 2430

[Ert 1| 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
NN NS UG ONS et 1 0

2 Enterthe 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

, 3 0
Part ll Funding Informatlon (If the plan is not subject to the minimum fundmg requnrements of section 412 of the Intemal Revenue
Code or ERISA section 302, skip this Part.)

4 |sthe plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)?. ... . . . .. Ll Yes @ No I__] N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month _ Day___ Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enterthe minimum required contribution for this plan year (include any prior year accumulated
funding deficiency Not Waived) | . . . ... 6a
b Enter the amount contributed by the employer to the plan for thisplanyear ... . 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result (enter a minus sign to
theleft of a negative amount) ... 6¢

If you completed line 6¢, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline? . |:| Yes D No D N/A
8 Ifa change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other

authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or

lan administrator agree with the change? T ——— p— |_| Yes |_] No E N/A
| Part il | Amendments

9 Ifthisis a defined benefit pension plan, were any amendments adopted during this plan
year that increased or decreased the value of benefits? If yes, check the appropriate

box. If no, check the "No" box . — rl Increase | |Decrease | |Botl1 @ No

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

10 Were unallocated employer secutities or proceeds from the sale of unallocated securities used to repay any exempt loan?... Yes No
11 a Does the ESOP hold any preferred stock? _ . Llyes |INo
b if the ESOP has an outstanding exempt loan with the employer as lender is such Ioan part of a "back to back“ Ioan'? —
(See instructions for definition of "back-to-back" loan.) . Yes No
12 Does the ESOP hald any stock that is not readily tradable on an established securities marke ? ____________________________ Yes No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2021
v. 210624
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[PartV [ Additional Information for Multiemployer Defined Benefit Pension Plans

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

@ Name of contributing employer UNITED PARCEL SERVICES

b N **-***738] C Dollar amount contributed by employer 187, 134 477,

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreermnent, check box |__|
and see instructions regarding required attachment. Otherwise, enter the applicable date) Month 0O 7 Day 31 Year 2023

€ Contribution rate information (/f more than one rate applies, check this box ]_l and see instructions regarding required attachment.
Otherwise, comnplete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 6.20
{2) Base unit measure: | Hourly D Weekly I_] Unit of production l_l Other (specify):

@ Name of contributing employer

b EIN C Dollar amount contributed by employer

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

€ Contribution rate information (If more than one rate applies, check this box [_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: l_l Hourly I—l Weekly I_| Unit of production I_] Other (specify):

@ Name of contributing employer

b BN 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 I_[ 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: H Hourly I_] Weekly | | Unit of production l_l Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date callective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box I_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 I_] and see instructions regarding required attachment.
Otherwise, complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: I_I Hourly l_l Weekly |_| Unit of production I_l Other (specify):

a 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 I__| 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: [—l Hourly l—l Weekly | | Unit of production D Other (specify):

@ Name of contributing employer

b EIN C Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box I_I
and see instructions regardr'ng 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: |:| Hourly I:l Weekly LI Unit of production [] Other (specify):
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14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:
a@ The current plan year. Check the box to indicate the counting method used to determine the number of

inactive participants: l last contributing employer alternative |:| reasonable approximation

(see instructions for required attachmMent) ... e 14a 22,832
b The plan year immediately preceding the current plan year. |:| Check the box if the number reported is a

change from what was previously reported (see instructions for required attachment) 14b 23,090
€ The second preceding plan year Check the box if the number reported is a change from what was

previously reported (see instructions for required attachment). ... 14c 24,042

15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obligation to
make an employer contribution during the current plan year to:

a The corresponding number for the plan year immediately preceding the current planyear 15a 98.88
b The corresponding number for the second preceding plan year ... .. ... | 15b 96.04
16 Information with respect to any employers who withdrew from the plan durlng the precedlng plan year:
a8 Enter the number of employers who withdrew during the preceding planyear 16a 6
b Ifline 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated
to be assessed against such withdrawn employers ... 16b 26,486,441

17 If assets and liabilities from another plan have been transferred to or merged W|th thls plan durlng the plan year,
check box and see instructions regarding supplemental information to be included as an attachment. .

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

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a Enter the percentage of plan assets held as:
Stock: _ 5.4 % InvestmentGradeDebt: _3+7 % High-YieldDebt: __ «0 % RealEstate: 7.3 % Other 83.6 %
b Provide the average duration of the combined |nvestment -grade and high-yield debt
D 0-3 years ﬁa 6 years |:| 69 years 9-12 years 12-15 years I_—_l 15-18 years D 18-21 years |:| 21 years or more
C What duration measure was used to calculate line 19(b)?
Effectlve duration D Macaulay duration |:| Modified duration D Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.

a Is the amount of unpaid minimum required contributions for alt years from Schedule SB (Form 5500) line 40 greater than zero? D Yes No

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

D Yes.

I:l 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.

D 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 PENSION FUND
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SCHEDULE C

OTHER SERVICE PROVIDER SERVICE CODES

STATEMENT 1

NAME

SERVICE CODES

STATE STREET GLOBAL ADVISORS
STATE STREET GLOBAL ADVISORS
STATE STREET GLOBAL ADVISORS
STATE STREET GLOBAL ADVISORS

CODES TO SCHEDULE C, LINE 2(B)

28
51
18
19

SCHEDULE H OTHER RECEIVABLES STATEMENT 2
DESCRIPTION BEGINNING ENDING

ACCRUED INCOME RECEIVABLE 930,669. 940,954.
RECEIVABLE FOR SECURITY SOLD 1,516,097. 1,901,877.
FOREIGN EXCHANGE RECEIVABLE 2,518,071. 137,287.
TOTAL TO SCHEDULE H, LINE 1B(3) 4,964,837. 2,980,118.

SCHEDULE H OTHER GENERAL INVESTMENTS STATEMENT 3
DESCRIPTION BEGINNING ENDING

RESTON HEIGHTS CURRENT ASSETS 1,681,564. 2,173,163.
TOTAL TO SCHEDULE H, LINE 1C(15) 1,681,564. 2,173,163.

SCHEDULE H OTHER PLAN LIABILITIES STATEMENT 4
DESCRIPTION BEGINNING ENDING

PAYABLE FOR SECURITY PURCHASED 6,353,233, 4,163,816.
FOREIGN EXCHANGE PAYABLE 2,518,349. 137,668.
TOTAL TO SCHEDULE H, LINE 1J 8,871,582, 4,301,484.

STATEMENT(S) 1, 2, 3, 4
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SCHEDULE H OTHER INCOME STATEMENT 5
DESCRIPTION AMOUNT

OTHER INCOME 92,2009.
TOTAL TO SCHEDULE H, LINE 2C 92,2009.
SCHEDULE H OTHER ADMINISTRATIVE EXPENSES STATEMENT 6
DESCRIPTION AMOUNT

ADMINISTRATIVE EXPENSES 6,865,692,
TOTAL TO SCHEDULE H, LINE 2I(4) 6,865,692,

STATEMENT(S) 5, 6



