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Form 5500 (2022) Page 2

3a Plan administrator's name and address[ﬂ 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/report filed for this plan, | 4b EIN
enter the plan sponsor’s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
§  Total number of participants at the beginning of the plan year 5 72,031
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines
6a(1), 6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the planyear _________ Ba(1) 21,757
a(2) Total number of active participants at the end of the planyear . |6a(2) 21,786
b Retired or separated participants receiving benefits__ o comeene s 6b 26,177
C Other retired or separated participants entitled to future benefits . | B¢ 16,768
d Subtotal. Add lines 6a(2), 6b,and 6C . 6d 64,731
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits 6e 7,1 90
f Total. Addlines6dand 6e ... . . ... | 6f 71,921
9 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIBTE this MOM) ;s sewsiisssisssnsonirss isesaasings . . 50 0oeoiS S asSeEss A it LS s G enesviravio | OB
h Number of participants who terminated employment during the plan year with accrued benefits that were
[BSENAN 100% VOSSO . oo i i o v et e s s St dossna s e e s s P 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete
this item) 7 383

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

1B

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

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

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

(See instructions)

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

218402 12-08-22
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Form 5500 (2022) Page 3

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

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

CFR2520.101-2) . . N D Yes No
If "Yes" is checked, complete lines 11b and 11c.
11b s the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2)) . . | | Yes |_| No

11c Enter the Receipt Confirmation Code for the 2022 Form M-1 annual report. If the plan was not required to file the 2022 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

218403 12-08-22



SCHEDULE C
(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the 2022
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 2022 or fiscal plan year beginning 10/01/2022 and ending 09/30/2023
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 *k_x%x%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 D No

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

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

ABS ALPHA GLOBAL EQUITIES *rk_*%k%4028
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 **_***6306
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 **_**%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 *k_*kk5457

537 STEAMBOAT RD

GREENWICH CT 06830

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022

v. 220413

218451 12-08-22



Schedule C (Form 5500) 2022 Page 2 -

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

BBH CAPITAL PARTNERS V kk_%kkx4837
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 VI *H_***0681
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

CRESCENT HIGH INCOME FUND *h_kk*T411
11100 SANTA MONICA BLVD, SUITE 2000
LOS ANGELES CA 90025

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

RREEF AMERICAN REIT IT **k_*%k*¥5573
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 *rk_kk* 4894
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 kk_kk*(0428
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

GREAT GRAY TRUST COMPANY, LLC *r_kk%x]1236
6725 VIA AUSTI PARKWAY, SUITE 260
LAS VEGAS NV 89119

218452 12-08-22



SCHEDULE C
(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the 2022
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA).
Employee Bensfits Security Administration This Form is Open to
Pension Benefit Guaranty Carporation P> File as an attachment to Form 5500. Public Inspection.
For calendar plan year 2022 or fiscal plan year beginning 10/01/2022 and ending 09/30/2023
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 **_**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) B Yes D No

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

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

BLACKSTONE REAL ESTATE VIII **k_**k* 8589
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_***8108
711 HIGH STREET
DES MOINES IA 50392

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
STRATEGIC PARTNERS REAL ESTATE VII *k_*x*x2597
345 PARK AVENUE
NEW YORK NY 10154

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

TERRACAP PARTNERS 1V **k_*t*x]164

23421 WALDEN CENTER DR., SUITE 300

ESTERO FL 34134

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2022

v. 220413

218451 12-08-22



Schedule C (Form 5500) 2022 Page 2 -| ]

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

ULLICO *r_*k*2302
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 Kakk StakEE T Syl
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 *k_***9684
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 *r_**kk3428
1114 AVENUE OF THE AMERICAS, 37 FLO
NEW YORK NY 10036

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

SIGULER GUFF SM BUY OPP V ¥k _kx*k8157
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_*k*k*G874
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

ABS CROSSOVER ¥k _***5457
537 STEAMBOAT RD
GREENWICH CT 06830

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

AB MIDDLE MARKET DIRECT LENDING FUN **-**%*2325
501 COMMERCE STREET
NASHVILLE TN 37203

218452 12-08-22



SCHEDULE C
(Form 5500) Service Provider Information OMB No. 12100110
Department of the Treasury
Internal Revenue Service This schedule is required to be filed under section 104 of the 2022
Department of Labor Employee Retirement Income Security Act of 1974 (ERISA).
Employee Benefits Security Administration This Form is Open to
Pension Benefit Guaranty Corporation »> File as an attachment to Form 5500. Public Inspection.
For calendar plan year 2022 or fiscal plan year beginning 10/01/2022 and ending 09/30/2023
A Name of plan B Threedigit
NEW ENGLAND TEAMSTERS PENSION FUND plan number (PN) b 001
C Pian sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
NEW ENGLAND TEAMSTERS PENSION FUND **x_*%%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 eise of monetary value) in connection with services rendered to the plan or
the person’s position with the plan during the plan year. If a person received only eligible indirect compensation for which the plan received the
required disclosures, you are required to answer line 1 but are not required to include that person when completing the remainder of this Part.

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

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

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

BLACKSTONE REAL ESTATE PARTNER X ¥k _**k*3294
345 PARK AVENUE
NEW YORK NY 10154

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
PENNANTPARK CREDIT OPPORTUNITIES FU **-***(Q(23
1691 MICHIGAN AVENUE SUITE 500
MIAMI BEACH FL 33139

{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
BBH CAPITAL PARTNER IV *x_*k%x*1837
140 BROADWAY
NEW YORK NY 10005

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

BLACKSTONE REAL ESTATE PARTNER IX **_***8589

345 PARK AVENUE

NEW YORK NY 10154

For Paperwork Reduction Act Notice, see the instructions for Form 5500. Schedule C (Form 5500) 2022

v. 220413

218451 12-08-22
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{b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

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

218452 12-08-22
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Page 3 -

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

MARQUETTE ASSOCIATES
180 N LASALLE

**_***5298

CHICAGO IL 60601
(b) (c) (d) (e) ) . (h)

Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead

person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or

a party-in-interest enter -0-. than plan or which the plan compensation for which you | - ggtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
27 |NONE

50 1,157,870.] VYes D No Yes D Nol] Yes D No|:|

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

MORGAN, LEWIS & BOCKIUS **_**x*71050
PO BOX 8500
PHILADELPHIA PA 19178
(b) (c) (d) (e) ) 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 exctuding 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? M. If none, enter -0-.
29 NONE
50 698,963. Yes D No Yes D Nol:] Yes D NOD

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

UNION INSURANCE GROUP **_**x*6088
303 W ERIE ST STE310
CHICAGO IL 60654
(b) (c) (d) (e) M o (h)
Service Relationship to Enter direct Did service provider Did indirect Enter tqtal |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 -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
50 693,552, Yes D No Yes D NOD Yes D NOD

218453 12-08-22



Schedule C (Form 5500) 2022

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

STATE STREET GLOBAL ADVISORS *k_*x%8136
BOX 5488
BOSTON MA 02284
(b) (c) (d) (e) Ul D (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 exciuding 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
51 635,125.| VYes D No Yes I:l N0|:| Yes D Nol]
18

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

DRIEHAUS CAPITAL MANAGEMENT
PO BOX 10127

**_***4295

CHICAGO IL 60610
(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 | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
28 |NONE
51 450,682, Yes D No Yes D NO[I Yes D NOD
68
(a) Enter name and EIN or address (see instructions)
CBIZ *k_%%%2098
1845 WALNUT STREET, 14TH FLOOR
PHILADELPHIA PA 19103
(b) () (d) (e) 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
person known to be
a party-in-interest

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

compensation?
(sources other
than plan or
plan sponsor)

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?

11
50

NONE

414,053.

Yes D No

Yes D No D

Yes D No D

218453 12-08-22
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom
you answered "Yes" to line 1a 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

BOSTON PARTNERS
60 EAST 42ND STREET, SUITE 1550

**_***2744

NEW YORK NY 10065
(b) (c) (d) (e) ) . (h)
Service Relationship to Enter direct Did service provider Did indirect Enter tqtal mdnrgct 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-.
28 NONE
51 332,905.| VYes D No Yes D NOD Yes D NoD
68
(@) Enter name and EIN or address (see instructions)
GAMCO *k_*xkkA52]
ONE CORPORATE CENTER
RYE NY 10580
(b) (©) () (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-.
28 |NONE
50 193,513, vYes D No Yes D Nol] Yes D NOD
(a) Enter name and EIN or address (see instructions)
FEINBERG, DUMONT & BRENNAN *x_**k*8936
177 MILK STREET
BOSTON MA 02109
(b) (©) (d) (e) ) — (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, {sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | gqtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
29 |INONE
50 267,136.] VYes D No Yes D NoD Yes D No[l

218453 12-08-22
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Schedule C (Form 5500) 2022

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

DARCANGELO & CO.,LLP **k_*%%0103
120 LOMOND CT
UTICA NY 13502
(b) (c) (d) (e) M . (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. {f 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-.
10 |NONE
50 166,325, ves D No Yes D NoD Yes D NOD

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

STATE STREET BANK & TRUST

200 NEW PORT AVE

**_***7445

QUINCY MA (02171
(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-.
25 |NONE
28 142,500. Yes NOD Yes NoD 0. Yes NoD
99

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

SB FERNANDES & COMPANY
201 BIRCH KNOLL RD

**_***5474

RUTLAND vT 05701
(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 | - astimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 |NONE

50 142,383, VYes D No Yes D NOD Yes D NoD

218453 12-08-22



Schedule C (Form 5500) 2022 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

ZIEGLER CAPITAL MGMT, LLC
70 WEST MADISON, SUITE 2400

*k_**%3600

CHICAGO IL 60602
(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 -0-.
28 NONE

50 80,623.| ves [] No[® ves [] No[] ves [ | No[]

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

INSIGHT NORTH AMERICA LLC **_***3489
200 PARK AVENUE, 7TH FLOOR
NEW YORK NY 10166
(b) (c) (d) (e) ) o (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total |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 -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-.
51 |NONE
28 87,504.] ves [] no[X Yes || Nol] ves [ ] Nol]

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

NOVAK FRANCELLA LLC

**_***6956

40 MONUMENT ROAD, 6TH FLOOR
BALA CYNWYD PA 19004
(b) (c) (d) (e) U] 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 comp_ensat_ion'include compensation recelved.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-.
10 |NONE
50 82,670.] Yes [ | No[X Yes | ] NoD ves || Nol:l

218453 12-08-22



Schedule C (Form 5500) 2022 Page 3 -| l
2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom

you answered "Yes" to line 1a on page 1, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more

in total compensation (i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during
the plan year. (See instructions).

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

SEE STATEMENT 1

PJ GREEN, INC. *k_**k*k8K77
100 WHITESBORO ST
UTICA NY 13504
(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 | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 NONE
50 38,291.[ Yes D No Yes D No[] Yes D No|:|
(@) Enter name and EIN or address (see instructions)
VINTAGE ¥k _**%7065

16 MASON AVE, UNIT 4

NORTH ATTLEBORO MA 02760
(b) (c) (d) (e) Ny} 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-.
49 NONE

50 37,348.] ves [] No X ves || Nol] Yes [ ] No[]

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

CONNECTIVITY SYSTEMS,

INC.

1220 VALLEY FORGE RD STE 18

**_***1794

PHOENIXVILLE PA 19460
(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 -O-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? M. If none, enter -0-.
49 NONE
50 34,035.] ves [] No Yes D No [ ] Yes | | No[l

218453 12-08-22
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Schedule C (Form 5500) 2022

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)

PITNEY BOWES BANK,

INC

215 SOUTH STATE STREET STE 320

**_***6389

SALT LAKE CITY UuT 84111
(b) (c) (d) (e) U} 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 21,000. VYes D No Yes D No[l Yes I:I NOD

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

PENSION BENEFIT INFO, LLC
333 SOUTH 7TH ST. SUITE 2400

**_***2737

MINNEAPOLIS MN 55402
(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 rece|ved.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-.
49 |NONE

50 20,000.] Yes D No Yes D NoD Yes D NOD

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

CLUB VITA US LLC

221 RIVER STREET,SUITE 9045

**_***0816

HOBOKEN NJ 07030
(b) (c) (d) (e) N . (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-.
11 |NONE

50 20,000.] VYes D No Yes D NoD Yes D NoD

218453 12-08-22
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Schedule C (Form 5500) 2022

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)

RECENT COMMUNICATIONS, INC **_***5608
3793 MILL ROAD
COLLEGEVILLE PA 19426
(b) (c) (d) (e) N . (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 19,869. Yes D No Yes D NOD Yes D No[]

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

STERRA INVESTMENT
PO BOX 5727

**_***0668

VACAVILLE CA 95696
(b) (c) (d) (e) ~mn o (h)
Service Relationship to Enter direct Did service provider Did |n§hre_ct Enter tqtal |nd|r_ect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include compensation recelved.by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-,
28 |NONE
51 19,652. Yes D No Yes D NoD Yes D NOD
99

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

NEWMARK KNIGHT FRANK
PO BOX 412501

**_***2520

BOSTON MA 02241-2501
(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, empioyee | compensation receive indirect compensation include compensation recelved‘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) recel\(ed the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
34 |NONE

50 18,500. Yes D No Yes D NOD Yes D NoI:l

218453 12-08-22



Schedule C (Form 5500) 2022

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

COLLABORATIVE INSURANCE SOLUTIONS *k_*x%x*7336
91 PROVIDENCE HIGHWAY
WESTWOOD MA 02090
(b) (c) (d) (e) o) Q) (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 | gtimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
23 NONE
50 17,851. \Yes D No Yes D NoD Yes D NO|:|
(@) Enter name and EIN or address (see instructions)
BOSTONIAN ENTERPRISES, INC. *k_*%%x3884
4 ALEXANDER AVE
MEDFORD MA 02155
(0) (©) (d) (e) ) — (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -O-. than plan or which the plan compensation for which you | - astimated amount?
plan sponsar) yecelved the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
49 |NONE
50 17,100.[ VYes D No Yes [l NoD Yes D No[]

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

IBM CORPORATION *k_*kxx5312
1 NORTH CASTLE DRIVE C/0 IBM TAX DE
ARMONK NY 10504
(b) (c) (d) (e) ) o (h)
Service Relationship to Enter direct Did service provider Did indirect Enter tqtal 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 16,292, Yes |:| No@ Yes D Nol:] Yes D N0|:|

218453 12-08-22



Schedule C (Form 5500) 2022

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

LANSA *k_*k%x*x7691
10801 N. MOPAC EXPRESSWAY, BLG 1
AUSTIN TX 78759
(b) (c) (d) (e) U} 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
person known to be
a party-in-interest

paid by the
plan. if none,
enter -0-.

compensation?
(sources other
than plan or
plan sponsor)

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

16,038.

Yes D No

Yes D No D

Yes D No D

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

RENA GYFTOPOULOUS AIA, LEED AP **_*%**3679
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 indiract 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 15,015. ves [] No Yes D No | ] Yes D Nol___]

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

AM WINS BROKERAGE

PO BOX 60343

**_***7313

CHARLOTTE NC 28260
(b) (c) (d) (e) U} 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-.
22 [NONE
50 12,495, Yes NOD Yes NoD 0. Yes NOD

218453 12-08-22



Schedule C (Form 5500) 2022

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

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

LTIBERTY MUTUAL *Ek_**x*x3470
PO BOX 2839
NEW YORK NY 10116
(b) (c) (d) (e) ) o (h)
Service Relationship to Enter direct Did service provider Did indirect Enter tqtal |nd|r§ct Did the service
Code(s) | employer, employee | compensation receive indirect compensation include compensation recelved‘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-.
22 NONE
50 11,135, \Yes D No Yes D No|:| Yes D NoD

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

MHC SOFTWARE HOLDINGS
12000 PORTLAND AVE S, SUITE 230

**_***4086

BURNSVILLE MN 55337
(b) (©) (d) () ) B (h)
Service Relationship to Enter direct Did service provider Did indirect Enter tqtal 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) _recelv_ed the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 |NONE
50 11,115. \es D No Yes D NOD Yes D NoD
(@) Enter name and EIN or address (see instructions)
CBRE, INC *k_*xx3774
33 ARCH STREET
BOSTON MA 02110
(b) (c) (d) (e) M o (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total |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 -0-. than plan or which the plan compensation for which you | gstimated amount?
plan sponsor) yecelved the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 |NONE
50 11,000. Yes l:l No Yes D NOD Yes D NOD

218453 12-08-22



Schedule C {(Form 5500) 2022

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

NATIONAL COORDINATING *k_*x%x*x1704
815 16TH STREET
N.W. WASHINGTON DC 20006
(b) (c) (d) (e) U] o (h)
Service Reiationship 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 | pian. 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 | - getimated amount?
plan sponsor) _recel\{ed the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
49 |NONE
50 9,000. Yes DNO Yes D NoD Yes D NOD

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

AMERICAN ARBITRATION ASSOC.
120 BROADWAY, FLOOR 21

**_***9745

NEW YORK NY 10271
(b) (©) (d) (e) M — (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect comp_ensat_lon'lnclude compensation recelved.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? (). If none, enter -0-.
29 NONE
50 6,258.| Yes D No@ Yes I:I Nol:l Yes D NOD
(a) Enter name and EIN or address (see instructions)
GEORGE BELANGER *k_*xx*%2430
1 WALL STREET
BURLINGTON MA 01803
(b) (©) (d) (e) ) — (h)
Service Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) | employer, employee | compensation receive indirect compensation include | compensation received by provider give you
organization, or paid by the compensation? eligible indirect service provider excluding a formula instead
person known to be | plan. If none, (sources other compensation, for eligible indirect of an amount or
a party-in-interest enter -0-. than plan or which the plan compensation for which you | - gstimated amount?
plan sponsor) received the answered "Yes" to element
required disclosures? (f). If none, enter -0-.
20 |NONE
50 6,241. VYes D No Yes D NOD Yes D NoD

218453 12-08-22



Schedule C (Form 5500) 2022

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

CHRISTOPHER LANGAN

1 WALL STREET

**_***2430

BURLINGTON MA 01803
(b) () () (e) G D (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 pian compensation for which you | - ggtimated amount?
plan sponsor) recel\(ed the answered "Yes" to element
required disclosures? {f). If none, enter -0-.
20 |NONE
50 5,973, Yes D No Yes D NoD Yes D NOD
(a) Enter name and EIN or address (see instructions)
PITNEY BOWES INC **_*%%5050
PO BOX 371887
PITTSBURGH PA 15250-7887
(b) () (d) (e) 0 9 (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 5,945.| Yes D No Yes D NoD Yes D NOD

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

DE LAGE LANDEN FINANCIAL SVC *¥*_***4500
PO BOX 41602
PHILADELPHIA PA 19101
(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 eligibte 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 5,461. \Yes D No Yes D No[l Yes D NOD

218453 12-08-22



Page 3 -| |

Schedule C (Form 5500) 2022

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

HANOVER INSURANCE CO.
PO BOX 580045

**_***3626

CHARLOTTE NC 28258
(b) (c) (d) (e) U} 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 | astimated amount?
plan sponsor) !'ecel\{ed the answered "Yes" to element
required disclosures? (f). if none, enter -0-.
49 |NONE

50 5,352, VYes D No Yes D NOD Yes D NO|:|

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

CORPORATE RISK ADVISORS ¥k _*k%2724
6 CITY SQUARE
BOSTON MA 02124

(b) (©) (d) (e) M — (h)
Service Relationship to Enter direct Did service provider Did lndlrept Enter tqtal |nd|r_ect Did the service
Code(s) | employer, employee | compensation receive indirect comp_ensat_ion_lnclude 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) recelved the answered "Yes" to element
required disclosures? (f). If none, enter -0-.

23 INONE

50 5,185. YesDNoD YesDNoD 0. YesDNoD

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

(b) (c) (d) (e) N . (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
required disclosures?

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

Yes D No D

Yes D No D

Yes D No D

218453 12-08-22
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|Part] | Service Provider Information (continued)

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

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

(a) 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.

(a) 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
eligibility for or the amount of the
indirect compensation.

218454 12-08-22



SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

DFE/Participating Plan Information

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

P File as an attachment to Form 5500.

OMB No. 1210-0110

2022

This Form is Open to
Public Inspection.

For calendar plan year 2022 or fiscal plan year beginning

10/01/2022

and ending

09/30/2023

A

NEW ENGLAND TEAMSTERS PENSION FUND

Name of plan

B Three-digit
plan number (PN) B | 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*243(0

Part |

Information on interests in MTIAs, CCTs, PSAs, and 103-12 |Es (to be completed by plans and DFEs)

(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 ** -*%*57Q7 (03| code C or 103-12 |E at end of year (see instructions) 32,112,389.
@  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 **-*%*%%*9812 (01| code C or 103-12 |E at end of year (see instructions) 56,362,149.
a  Name of MTIA, CCT, PSA, or 103-12 |IE: AGGREGATE BOND INDEX 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**_**¥*50871 (070 code C or 103-12 |E at end of year (see instructions) 7,939,455.
@ Name of MTIA, CCT, PSA, or 103-12 IE: MSCT 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 EINNPN ¥** —**%70987 15Q| .ode C or 103-12 |E at end of year (see instructions) 79,522,292.
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)
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2022
v. 220413
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Schedule D (Form 5500) 2022

Page 2-

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a);

d Entity
EIN-PN code

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

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

Name of sponsaor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

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

Name of sponsor of entity listed in (a):

d Entity
EIN-PN code

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

218462 12-08-22
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lT’art ] Information on Participating Plans (to be completed by DFEs)

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

Plan name

a
b  Nameof C EIN-PN
plan sponsor

a Plan name

b  Name of C EIN-PN
plan sponsor

a Plan name

b  Name of C EIN-PN
pian sponsor

a Plan name

b  Name of € EIN-PN
plan sponsor

a Pian name

b  Nameof C EINPN
plan sponsor

a Plan name

b  Name of C EIN-PN
plan sponsor

Plan name

T|o

Name of C EIN-PN
plan sponsor

a Plan name

b  Nameof C EIN-PN
plan sponsor

a Plan name

b Nameof C EIN-PN
plan sponsor

a Plan name

b  Nameof C EIN-PN
plan sponsor

a Plan name

b  Nameof C EIN-PN
plan sponsor

a Plan name

b  Nameof C EIN-PN
plan sponsor

218463 12-08-22



SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Financial Information

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

P> File as an attachment to Form 5500.

OMB No. 1210-0110

2022

This Form is Open
to Public Inspection

For calendar plan year 2022 or fiscal plan year beginning 10/01/2022 and ending 09/30/2023
A Name of plan B Three-digit
plan number (PN) p» 001

NEW ENGLAND TEAMSTERS PENSION FUND

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

NEW ENGLAND TEAMSTERS PENSION FUND

D Employer Identification Number (EIN)

*k_kxk*DA3()

|Part || Asset and Liability Statement

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

Assets

(a) Beginning of Year (b) End of Year

a Total noninterest-bearing cash
b Receivables (less allowance for doubtful accounts)
(1) Employer contributions ...
(2) Participant contributions
(38) Other
C General investments:

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

(2) U.S.Government securities
(3) Corporate debt instruments (other than employer secuntles)

(A) Preferred. i, qam miisoinicass o i Sis Gt . ST - AR

(B) All other :
(4) Corporate stocks (other than employer securities):

(A) Preferred

(B) Common .
(5) Partnership/joint venture mterests
(6) Real estate (other than employer real property)
(7) Loans (other than to participants)
(8) Participantloans .. . e
(9) Value of interest in common/collectlve trusts

(10) Value of interest in pooled separate accounts . . ...~~~

(11) Value of interest in master trust investment accounts

(12) Value of interest in 103-12 investment entites . .
(13) Value of interest in registered investment companies (e.g., mutual funds) 5
(14) Value of funds held in insurance co. general account (unallocated contracts)

(15) Other

1a 62,603,940 67,205,180
1 [1,532,066,769(1,501,149,544
1b(2)
1b(3) 2,980,118 3,506,416
1c(1) 11,261,082 3,642,085
1¢(2) 41,551,903 51,033,215
1c(3)(A) 11,566,669 18,174,378
1c(3)(B) 18,940,801 24,535,021
. [1etaa) 491,500
11t 103,816,232 512,609,884
1¢(5) 804,738,217 777,438,870
1¢(6) 139,690,000 191,200,000
1c(7)
1c(8)
1c(9) 793,512,448 194,657,118
1c(10)
1¢(11)
1c(12)
1¢(13)
1c(14)
1¢(15) 2,173,163 451,956

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

218501 12-08-22
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Schedule H (Form 5500) 2022 Page 2

1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities | ... 1d(1)
(2) Employer real property ... .. e | 10(2)
€ Buildings and other property used in plan operatlon i 1e 255,651 173,225
f Total assets (add all amounts in lines tathroughte) | 1f 3,525,156,993 3,346,268,392
Liabilities
g9 Benefitclaims payable . ... |1G
h Operatingpayables . . . . R I | 2,680,284 1,598,341
i Acquisition indebtedness 1i 80,486,578
J Otherliabilties . SEE STATEMENT 4 1j 4,301,484 7,286,425
k Total liabilities (add all amounts in lines 1gthrough 1)) | 1k 87,468,346 8,884,766
Net Assets
| Net assets (subtract line 1k from linetty .. | 11 ] 3,437,688,647 [ 3,337,383,626

Part Il | Income and Expense Statement

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

Income (a) Amount (b) Total
a Contributions:

(1) Received or receivable in cash from: (A) Employers | 2a(1}{A) 435,652,621

(B) Participants e e o |2a(1)MB)

(C) Others (including roIIovers) _____________________________________________ 2a(1)(C)
(2) Noncash contributions 2a(2)
(3) Total contributions. Add lines 2a(1)(A}, (B}, (C), and line 2a(2) 2a(3) 435,652,621

b Earnings on investments:

(1) Interest:

(A) Interest-bearing cash (inciuding money market

accounts and certificates of deposit) .| 2b{(1)}{A) 493 2 514

(B) U.S. Government securites | 2b{1)}(B) 1,290,074

(C) Corporate debt instruments 2b(1)(C) 1,190,329

(D) Loans (other than to participants) ... | 2b(1}D)

(E) Participantloans . . . ... 2b(1)(E)

(F) Other . e | 2D(1)(F) 10,758,571

(G) Total interest. Add Imes 2b(1)(A) through (F) e, L 2D(1I)G) 13,732,488
(2) Dividends: (A) Preferredstock . . ... .. | 2b(2){(A) 19,459

(B) Commonstock .. 2h(2)(B) 5,446,219

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) ... .. | 2b(2)(D) 5,465,678
3 Rents ... e |__2D(3) 184,437
(4) Net gain (loss) on sale of assets (A) Aggregate proceeds | 2b{4)(A) 265 P 104 P 514

(B) Aggregate carrying amount (see instructions) . .. | _2b(4)}B) 258,044,212

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result - |_2b{4)(C) 7, 060 L 302
(5) Unrealized appreciation (depreciation) of assets: (A) Realestate | 2b(5)(A) 35,503,488

(B) Other . . . e rereeeireerneeeres | 20(E)(B) 14,136,785

(C) Total unrealized apprematlon of assets

Add lines 2b(5)(A)and (B) ... ... ... .. | 2b@&)C) 49,640,273

218502 12-08-22



Schedule H (Form 5500) 2022 Page 3

(a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts .. 2b(6) 128 ‘ 513 z 290

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

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

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

(10) Net investment gain {loss) from registered investment companies
(e.g.,mutualfunds) . | 2D(10)
C Otherincome .. ... ... SEE _STATEMENT 5 .. . .. . . 2c 87,894
d Total income. Add all income amounts in column (b) and entertotal 2d 640 7 336 ‘ 983
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers 2¢(1) 720 . 750 r 923

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

(B) Other o oo i o R e N S S o e s 2¢(3)

(4) Total benefit payments. Add lines 2e(1) through(3) .. ... . . . . 2e(4) 720,750,923
f Corrective distributions (seeinstructions) . 2f
g Centain deemed distributions of participant loans (see instructions) . . 2gq
h Interestexpense 2h
i  Administrative expenses: (1) Professionalfees | 9jq) 1,888,700

(2) Contract administrator fees .. ... |_ 22

(3) Investment advisory and managementfees . ... . 2i(3) 10 n 990 : 070

M) Other o s SEE STATEMENT 6 . ... . . . 2i(4) 7,012,311

(5) Total administrative expenses. Add lines 2i(1) through(4) . . . 2i(5) 19 L 891 ,081
J  Total expenses. Add all expense amounts in column (b) and enter total 2 740,642, 004

Net Income and Reconciliation

k Net income (loss). Subtract line 2j from fine2d ... . 2k —100,305,021
| Transfers of assets:

(1) Tothis Plan acmmn. . i s s B ol £ Vacah VSN T A 21(1)

(2) Fromthisplan ... . 21(2)

[Partlli] 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) l_l Disclaimer 4) 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) DOL Regulation 2520.103-8 (2) ’—‘ DOL Regulation 2520.103-12(d) (3) &l 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) EIN: **-_*%%(01703
d The opinion of an independent qualified public accountant is not attached because:
(1) H This form is filed for a CCT, PSA, or MTIA. (2) [—I It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
[PartIV | Compliance Questions
4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 41. MTIAs also do not complete line 41.
During the plan year: Yes | No Amount
a8 Was there a failure to transmit to the plan any participant contributions within the time

period described in 29 CFR 2510.3-1027 Continue to answer "Yes" for any prior year failures
until fully corrected. (See instructions and DOL's Voluntary Fiduciary Correction Program.) . | 4a X

218503 12-08-22
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Yes | No Amount
b were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard
participant loans secured by participant’s account balance. (Attach Schedule G (Form
5500) Part 1if "Yes" is checked.) . 4b X
C Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if "Yes" is checked.) .. . 4c X
d  Wwere 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.) 4d X
€ Was this plan covered by a fldelaty bond” . 4e | X 10,000,000
f  Did the plan have a loss, whether or not relmbursed by the plan s fldellty bond that
was caused by fraud or dishonesty? af X
g Did the plan hold any assets whose current value was neither readily determinable on
an established market nor set by an independent third party appraiser? BB e 4q X
h 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? . L 4h X
i Didthe plan have assets held for mvestment” (Attach schedule(s) of assets |f "Yes“ is
checked, and see instructions for format requirements.) 4i X
j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes" is checked, and see
instructions for format requirements.) e " 4 X
K were all the plan assets either d|str|buted to partrmpants or beneflcnarles transferred
to another plan, or brought under the control of the PBGC? R 4k X
|  Hasthe plan failed to provide any benefit when due under the plan? . 4i X
M If this is an individual account plan, was there a blackout period? (See mstruc’nons
and 29 CFR 2520.101-3) s, sessecmurmaos ciscsonaimatiots s o aBSiiss Gus. 6 ToENaEieas. i am X
N If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or
one of the exceptions to providing the notice applied under 29 CFR2520.101-3 .............. | 4n X
5a Has aresolution to terminate the plan been adopted during the plan year or any prior plan year? _] Yes @ No
If "Yes," enter the amount of any plan assets that reverted to the employer this year .
5b I, 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.)

A Yes

No

Not determined

ﬁee ERISA section 4021 and

If "Yes" is checked, enter the My PAA conflrmat|on number from the PBGC premium filing for this ptan year 505107 .

218504 12-08-22



SCHEDULE MB Multiemployer Defined Benefit Plan and Certain M SlpiosN 210,010

(Form 5500) Money Purchase Plan Actuarial Information 2022
Depantment of the Treasury
insmaliRavenusiService This schedule is required to be filed under section 104 of the Employee
Department of Labar Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This F is Open to Publi
Employee Benefits Security Adminislration Internal Revenue Code (the Code). s Orﬂ;;ecpﬁe:n o Public

Penston Benefit Guaranty Gorporation

» File as an attachment to Form 5500 or §500-SF.
For calendar plan year 2022 or fiscal plan year beginning 10/01/2022 and ending 09/30,/2023

» Round off amounts to nearest dohar.

» Cautlon: A penalty of $1,000 will be assessed for late filing of this report uniess 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 Beneht (2) D Money Purchase (see instructions)
1a Enter the valuation date: Month 10 Day 01 Year_ 2022 . am o
b Assets
{1) Current value of @SSelS ...t e i b e ST K . W — 1b(1) 1,928,786,400
{2) Actuarial value of assets for funding standard ACCOUNL. .. . ..o ittt sb s aer s sine bt daiaeas 1b(2) 2,138,442,719
C (1) Accrued liability for plan using immediate gain methods ... i 1c(1) 10,369,395, 4_§E_>
(2) Information for plans using spread gain methods:
(a) Unfunded liability for MEthods WIth DASES .......o.iiiii i iisiecaessies oo sste e s ssesrssassesssstsises ass 1c(2)a)
(b) Accrued liability under entry age normal method . o v s | 16(2)(D)
(c) Normal cost under entry age normal MEthod ... .iw v oo et s se e os e 1c(2)(c)
(3) Accrued liability under unit credit cost method .. 1c(3) 10,369,395,43 5
d Information on cument liabilities of the plan:
(1) Amount excluded from current liability attibutable to pre-participation service (see instructions)........ I 1d(1)
(2) "RPA '94" information:
Ly T 1a 111 O ROO U RO B [ (73 (- 20,366,213 ,457
{b) Expected increase in current liability due lo benefits accruing during the plan year ... 1d(2)(b) 484,518,597
(c) Expected release from “RPA '94” current liability for the pIan Year .............ccvcvnrverecrrcnmsmacans | 10(2){(C) 733,560,115
(3) Expectad plan disbursemants for the plan Year. ... ... i 1d(3) 733,560,115

Statement by Enrolled Actuary
To the best of my knowledge, the Informalion supplied In this schecule and accompanying schedules, statemeonts and atlachmenls, il any, is complete and accuraie. Each prescribed assumplion was applied
in accardance with applicable law and regulations In my opinian each olher assumption is reasonabie (taking into account the experience of the plan and reasonable expectatiens) and such alher
assumptions, in combination, affer my best estimale of anticipated experience under the plan

SIGN 7 A
HERE [BRYAN M. MCCORMICK <77 Y/ 3/ ey
Signature of actuary ! Date
BRYAN M. MCCORMICK 2307345
Type or print name of actuary Most recent enrollment number
CBIZ 215-587-070¢C
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 promuigated under the statute in completing this schedule, check the box and see I_]
instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF. Schedule MB (Form 5500) 2022

v. 220413
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2 Operational information as of beginning of this plan year:

a Current value of assets (€6 INSTIUCHIONS) ........ooioiooio e | 2a 1,928,786,400
b "RPA’94" current liability/participant count breakdown: (1) ‘Number of pammpants (2) Current liability
(1) For retired participants and beneficiaries receiving payment 32 & 985 9,200,888,271
(2) Forterminated vested participants 17,289 3,619,221,711
(3) For active participants:
(a) Non-vested benefits 324,720,625
{b) Vested benefits 7,221,382,850
{c) Total active 21,757 7,546,103,475
(4) Total 72,031 20,366,213 ,457
C If the percentage resultlng from d|V|d|ng Ime 2a by Ilne 2b(4) column (2) is Iess than 70%, enter such
percentage 2¢ 9.4700 %

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

(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
04-01-2023] 342,786,900
04-01-2023] 100,618,424
10-01-2023 28,979,898
Totals D> | 3(b) 472,385,222 3(c)
(d) Total withdrawal liability amounts included in line 3(b) total 3(d) 100,618,424
4 |nformation on plan status:
@ Funded percentage for monitoring plan’s status (line 1b(2) divided by line 1¢(3)) 4a 20.60 %
b Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of
plan’s status). If entered code is "N," gotoline 5 4b D
C Is the plan making the scheduled progress under any appllcable fundlng |mprovement or rehabllltatlon plan? .. & Yes E No
d Ifthe 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 resulting from the reduction in benefits (see
instructions), measured as of the valuationdate 4e
f Ifthe plan is in critical status or critical and declining status, and is:
® Projected to emerge from critical status within 30 years, enter the plan year in which it is projected to
emerge; 4f
® Projected to become insolvent within 30 years, enter the plan year in which insolvency is expected
and CheCk here e 12
® Neither projected to emerge from critical status nor become insolvent within 30 years, enter "9999." 2028
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 E Accrued benefit (unit credit) d H Aggregate
e Frozen initial liability f Individual level premium g . Individual aggregate h Shortfall
i Other (specify):
J Ifboxhis checked, enter period of use of shortfall method BN B NN EE— | 5j ]
k Hasa change been made in funding method for this plan year’7 ____________________________________________________________________________ | | Yes No
| Iflinekis "Yes," was the change made pursuant to Revenue Procedure 2000 40 or other automatic approval? ... Yes l No
m Ifline kis "Yes," and line | is "No," enter the date (MM-DD-YYYY) of the ruling letter (individual or class)

approving the change in funding method

5m

218522 12-08-22
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6 Checklist of certain actuarial assumptions:

a Interest rate for "RPA '94" current liability ... ... |ea]| 2.38 %
Pre-retirement Post-retirement
b Rates specified in insurance or annuity contracts | ‘ Yes M No [_I N/A U Yes I}d No I l N/A
C Mortality table code for valuation purposes:
(1) Males 6¢(1) A A
(2) Females . .. . e, 6c(2) AF AF

d valuation liability mterest rate i ad 7.50 % 7.50 %
€ Salaryscale . ... R — 6e %| X nv/A
f withdrawal liability mterest rate

(1) Typeofinterestrest .| 6f(1) IXj Single rate | I ERISA 4044 I_l Other |_l N/A

(2) If "Single rate" is checked in (1) enter appllcable srngle rate ) | 6f(2) 7.50 %
g Estimated investment return on actuarial value of assets for year ending on the valuatron date R - | 4.0 %
h  Estimated investment return on current value of assets for year ending on the valuationdate | 6h -9.6 %
i Expense load included in normal cost reported inline9b . L6 Ll N/A

(1) If expense load is described as a percentage of normal cost, enter the assumed percentage 6i(1) %

(2) If expense load is a dollar amount that varies from year to year, enter the dollar amount included

in line 9b R S LSS S s s s || OI2) 9,000,000
(3) If neither (1) nor (2) describes the expense load, checkthe box ...................................... |6i(3) | I
7 New amortization bases established in the current plan year:
(1) Type of base (2) Initial balance (3) Amortization Charge/Credit
1 50,597,946 5,332,187

8 Miscellaneous information:

b

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

Demographic, benefit, and contribution information

(1) Isthe plan required to provide a projection of expected benefit payments? (See instructions) If "Yes," see
instructions for required attachment

(2) Isthe plan required to provide a Schedule of Actlve Par‘t|C|pant Data’? (See |nstruct|ons )

. ﬁ Yes
[,_.': Yes

(3) Is the plan required to provide a projection of employer contributions and withdrawal liability payments? (See

instructions) If "Yes," attach a schedule.

3 Yes

Are any of the plan’s amortization bases operating under an extensron of tlme under sectlon 412(e) (as in effect

prior to 2008) or section 431(d) of the Code?

I_l Yes

Hre
[]No
Xl No

If line c is "Yes," provide the following additional |nformat|on l

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

| |Yes

||No

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

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

. |_|Yes

|—]No

(4) If line 8d(3) is "Yes," enter number of years by whrch the amortization penod 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 extenS|on

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? ... ...

D Yes

|_|No

If box 5h is checked or line B¢ 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) ... ... . ... .. 8e

9 Funding standard account statement for this plan year:
Charges to funding standard account:

a Prior year funding deficiency, if any
b Employer’s normal cost for plan year as of valuat|on date

218523 12-08-22

9a

5,501,045,793

9b

164,939,229
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C Amortization charges as of valuation date: Outstanding balance
(1) All bases except funding waivers and certain bases for which the
amortization period has been extended ... . 9c¢(1) 2,843, 217, 055 469, 312,346
{2) Funding waivers IS Dsmi mie wiw o amenemoo o 9c¢(2)
(3) Certain bases for which the amomzatlon period has been
extended . . |92(3)
d Interestasappllcableon I|ne39a 9b and 9c B od 460,147,303
€ Total charges. Add lines 9a through9d 9e 6,595,444 ,671
Credits to funding standard account:
f Prior year credit balance, ifany of
g Employer contributions. Total from column (b) of I|ne3 9g 4'72jr 385, 222
Outstanding balance
h Amortization credits as of valuationdate [ on 113,310,132 13,990,890
i Interest as applicable to end of plan year on lines 9, 9g,andoh | g 17,421,965
Jj Full funding limitation (FFL) and credits:
(1) ERISA FFL (accrued liability FFL) 9j(1) 9,250,964,383
(2) "RPA 94" override (90% current I|ab|||ty FFL) ......................... 9j(2) 17,016,138,693
(3) FFL credit 9i(3)
k (1) Waived funding def|0|ency Ok(1)
(2) Othercredits 9k(2)
| Total credits. Add lines 9f through 9i, 91(3) 9k(1) and 9k(2) s gl 503,798,077
m Credit balance: If line 9l is greater than line 9e, enter the dlfference 9m
N Funding deficiency: If line 9e is greater than line 9I, enter the difference 9n 6,091 646 594
O Current year's accumulated reconciliation account:
(1) Due to waived funding deficiency accumulated prior to the 2022 plan year R [ 90(1)
{2) Due to amortization bases extended and amortized using the interest rate under
section 6621(b) of the Code:
(a) Reconciliation outstanding balance as of valuationdate . ... ...~~~ 90(2)(a)
{b) Reconciliation amount (line 9¢(3) balance minus line 9o(2)@) . ... . .. 90(2)(b)
(3) Total as of valuationdate ... ... 90(3)
10 Contribution necessary to avoid an accumulated fundlng deflmency (see mstructlons) 10 6,081 646 594

11 Has a change been made in the actuarial assumptions for the current plan year? If "Yes," see :nstrucuons

_______________ [Xi Yes ] No

218524 12-08-22



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 2022
internalifieventelSanvice 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 Corparation » fallSlas an ssachimsnt {0 formISS00. Public InsDeCtion'
For calendar plan year 2022 or fiscal plan year beginning 10/01/2022 and ending 09/30/2023
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)

FM_%E@WSTERS PENSION FUND **_**%2430
Part | 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

inthei
2 Entert

he 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-
3 Number of participants (living or deceased) whose benefits were distributed in a single sum, during

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

3 0
Part li Funding Information (if the plan is not subject to the minimum funding requirements of section 412 of the Internal 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)? .. .. . I_I Yes E No U N/A

If the plan is a defined benefit plan, go to line 8.

5 Ifawa

iver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day  Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.

6 a Enter the minimum required contribution for this plan year (include any prior year accumulated
funding deficiency not waived) J R I - |
b Enter the amount contributed by the employer to the plan for thls plan year ... ... | 6b

C Subtract the amount in line 6b from the amount in line 6a. Enter the result (enter a minus sign to
the left of a negative amount) i LBC

If you completed line 6c, skip lines 8 and 9.
7 Wil the minimum funding amount reported on line 6¢ be met by the funding deadline? D 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

authori

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

lan administrator agree with the change? ﬂ Yes |_| No [ﬂ N/A
| Partlll | Amendments

9  fthisi

s 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

no, check the "No" box ﬂ Increase H Decrease | Both @ No

box. If
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 securities 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? [ | | Yes | | No
b If the ESOP has an outstanding exempt loan with the employer as Iender is such Ioan part of a “back to back" loan? —
(See instructions for definition of "back-to-back" lean.) ... Yes No
12 Does the ESOP hold any stock that is not readily tradable on an establlshed securlties rnarket? Yes No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2022
v. 220413
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| Part V | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2)
was one of the top-ten highest contributors (measured in dollars). See instr. Complete as many entries as needed to report all applicable employers.

a Name of contributing employer TILCON CONNECTICUT INC

b EN **-**¥*5087 € Dollar amount contributed by employer 3,653,126.

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box Ll_
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 03 Day 31 Year 2025

€@ 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) 19.97
(2) Base unit measure: E Hourly _‘ Weekly I [ Unit of production I_I Other (specify):

a Name of contributing employer AGGREGATE INDUSTRIES

beEN **-*%%09307] € Dollar amount contributed by employer 3,301,023.

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 (/f more than one rate applies, check this box Iggl 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: |X] Hourly H Weekly | ’ Unit of production D Other (specify):

a Name of contributing employer MARTIGNETTI

bEN **-***%¥375( € Dollar amount contributed by employer 3,188,1089.

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box U
and see instructions regarding required attachment. Otherwise, enter the applicable date) Month 04 Day 30 Year 2024

€@ Contribution rate information (If more than one rate applies, check this box Bj 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 Weekly U Unit of production I_I Other (specify):

@ Name of contributing employer DHL:. EXPRESS (USA, INC)

b EIN **_***()425 € Dollar amount contributed by employer 3,035,999,

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

€ Contribution rate information (Iif more than one rate applies, check this box B’ 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 D Weekly I_| Unit of production H Other (specify):

a Name of contributing employer

b EIN C Dollar amount contributed by employer

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

© Contribution rate information (If more than one rate applies, check this box I_J 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 |_| Weekly I ] Unit of production |—I Other (specify):

a8 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 (Iif 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 D Weekly l_l Unit of production D Other (specify):

218532 12-08-22
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[ Part V| Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2)
was one of the top-ten highest contributors (measured in dollars). See instr. Complete as many entries as needed to report all applicable employers.

a Name of contributing emplover UNITED PARCEL SERVICES

b EIN **_***x7387 € Doliar amount contributed by employer 274,818,379.
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 07 Day 31 Year 2028

€ Contribution rate information (If more than one rate applies, check this box |_| and see instructions regarding required attachment.
Otherwise, complete lines 13e(1) and 13¢(2).)
(1) Contribution rate (in dollars and cents) 11.15
(2) Base unit measure: [X] Hourly -I Weekly i | Unit of production l] Other (specify):

@ Name of contributing employer MANFI LEASING CORP

b EN **_***(}459 € Dollar amount contributed by employer 6,146,332,
d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box U
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month 03 Day 29 year 2025

€ Contribution rate information (/f more than one rate applies, check this box U and see instructions regarding required attachment.
Otherwise, complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents) 8.00
(2) Base unit measure: ﬁ Hourly |_| Weekly |_| Unit of production ﬂ Other (specify):

a Name of contributing employer BFI /ALLIED WASTE IND INC

b EN **_***4452 € Dollar amount contributed by employer 5,557,484.
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 06 pay 30 Year 2025

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

(1) Contribution rate (in dollars and cents) 6.85
(2) Base unit measure: z"j Hourly Weekly | ‘ Unit of production |_| Other (specify):

@ Name of contributing employer WOODS HOLE MARTHA'S VINEYARD

beEn **_***%3227 € Dollar amount contributed by employer 5,058,623.

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

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

Otherwise, complete lines 13e(1) and 13e(2).)
(1) Contribution rate (in dollars and cents)
(2) Base unit measure: X| Hourly D Weekly I | Unit of production |—] Other (specify):

@ Name of contributing employer O & G INDUSTRIES INC

b EN **_*%¥%908] C Dollar amount contributed by employer 5,024,616.
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 @ 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 |—| Weekly | | Unit of production D Other (specify):

@ Name of contributing employer STOP & SHOP SUPERMARKET CO.

beEN **_***]1447 € Dollar amount contributed by employer 4,473,081.

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 03 Day 29 Year 2025

€ 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: E Hourly D Weekly U Unit of production D Other (specify):

218532 12-08-22
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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:
@ The current plan year. Check the box to indicate the counting method used to determine the number of

inactive participants:  |X] last contributing employer alternative D reasonable approximation
(see instructions for required attachment) ... 14a 23,879
b The plan year immediately preceding the current plan year. D Check the box |f the number reported isa
change from what was previously reported (see instructions for required attachment) . 14b 22 g’ 832
€ The secand preceding plan year [r Check the box if the number reported is a change from what was
previously reported (see instructions for required attachment). ... 14c 23,090
15 Enter the ratio of the number of participants under the plan on whose behalf no employer had an obllgatlon 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 104.59
b The corresponding number for the second preceding plan year ... ... ; oo | 15b 98.88
16 Information with respect to any employers who withdrew from the plan during the precedmg plan year:
a@ Enter the number of employers who withdrew during the preceding plan year 16a 8
b Ifline 16ais greater than 0, enter the aggregate amount of withdrawal liability assessed or estnmated
to be assessed against such withdrawn employers ... 16b 509,739,839
17 it assets and liabilities from another plan have been transferred to or merged W|th thns plan durlng the plan year,

check box and see instructions regarding supplemental information to be included as an attachment. i s []
] Part VI ] Additional ln?ormatlLon ior gmgle-Employer and Multl'employer Defined Benefit Pension Plans

18

If any fiabilities 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 ... .. H

19

If the total number of participants is 1,000 or more, complete lines (a) through (c)
& Enter the percentage of plan assets held as:

Stock: 28.9 %  InvestmentGrade Debt: 5.3 %  High-Yield Debt: .0 % RealEstate: 10.8 % Other: 55.0 %
b Provide the average duration of the combined investment- -grade and high-yield debt:
0-3 years @ga 6 years D 6-9 years 9-12 years 12-15 years D 15-18 years D 18-21 years D 21 years or more

C What duration measure was used to calculate line 19(b)?
I | Effective duration D Macaulay duration D 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 s the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No

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

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

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

No. Other. Provide explanation

218533 12-08-22



NEW ENGLAND TEAMSTERS PENSION FUND

**_***2430

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

STATE STREET GLOBAL ADVISORS 28

STATE STREET GLOBAL ADVISORS 51

STATE STREET GLOBAL ADVISORS 18

STATE STREET GLOBAL ADVISORS 19

CODES TO SCHEDULE C, LINE 2(B)

SCHEDULE H OTHER RECEIVABLES STATEMENT 2
DESCRIPTION BEGINNING ENDING

ACCRUED INCOME RECEIVABLE 940,954. 1,749,900.
RECEIVABLE FOR SECURITY SOLD 1,901,877. 967,254.
FOREIGN EXCHANGE RECEIVABLE 137,287. 789,262.
TOTAL TO SCHEDULE H, LINE 1B(3) 2,980,118. 3,506,416.
SCHEDULE H OTHER GENERAL INVESTMENTS STATEMENT 3
DESCRIPTION BEGINNING ENDING

RESTON HEIGHTS CURRENT ASSETS 2,173,163. 451,956.
TOTAL TO SCHEDULE H, LINE 1C(15) 2,173,163. 451,956.
SCHEDULE H OTHER PLAN LIABILITIES STATEMENT 4
DESCRIPTION BEGINNING ENDING

PAYABLE FOR SECURITY PURCHASED 4,163,816. 6,448,881.
FOREIGN EXCHANGE PAYABLE 137,668. 837,544.
TOTAL TO SCHEDULE H, LINE 1J 4,301,484. 7,286,425,

STATEMENT(S) 1, 2, 3, 4



NEW ENGLAND TEAMSTERS PENSION FUND ¥k _*%k%x2430

SCHEDULE H OTHER INCOME STATEMENT 5
DESCRIPTION AMOUNT

OTHER INCOME 87,894.
TOTAL TO SCHEDULE H, LINE 2C 87,894.
SCHEDULE H OTHER ADMINISTRATIVE EXPENSES STATEMENT 6
DESCRIPTION AMOUNT

ADMINISTRATIVE EXPENSES 7,012,311.
TOTAL TO SCHEDULE H, LINE 2I(4) 7,012,311.

STATEMENT(S) 5, 6



