
 

Form 5500 
Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security 

 Administration 

Pension Benefit Guaranty Corporation 

Annual Return/Report of Employee Benefit Plan 
This form is required to be filed for employee benefit plans under sections 104 

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and 
sections 6047(e), 6057(b), and 6058(a) of the Internal Revenue Code (the Code). 

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

OMB Nos. 1210-0110 
1210-0089 

 

2015 
 

This Form is Open to Public 
Inspection 

Part I  Annual Report Identification Information 
For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  This return/report is for: 
      X  a multiemployer plan;        X  a multiple-employer plan (Filers checking this box must attach a list of 

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

       X  a single-employer plan;        X  a DFE (specify)        _C_ 

B  This return/report is:       X  the first return/report;        X  the final return/report; 

       X  an amended return/report;        X  a short plan year return/report (less than 12 months). 

C  If the plan is a collectively-bargained plan, check here. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . X 

D  Check box if filing under:            X  Form 5558;             X  automatic extension;            X  the DFVC program; 

       X  special extension (enter description) ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Part II  Basic Plan Information—enter all requested information 
1a  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  

1b Three-digit plan 
number (PN)  001

1c Effective date of plan 
YYYY-MM-DD 

2a  Plan sponsor’s name (employer, if for a single-employer plan) 
       Mailing address (include room, apt., suite no. and street, or P.O. Box)  
       City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 

2b Employer Identification 
Number (EIN) 
012345678 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
D/B/A ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901 
UK  

2c Plan Sponsor’s telephone 
number 
0123456789 

2d Business code (see 
instructions) 
012345 

 

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penalties of perjury and other penalties set forth in the instructions, I declare that I have examined this return/report, including accompanying schedules, 
statements and attachments, as well as the electronic version of this return/report, and to the best of my knowledge and belief, it is true, correct, and complete. 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of plan administrator Date Enter name of individual signing as plan administrator 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor 

SIGN 
HERE 

 
 
 YYYY-MM-DD ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

Signature of DFE Date Enter name of individual signing as DFE 
Preparer’s name (including firm name, if applicable) and address (include room or suite number) ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI 

Preparer’s telephone number  

 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Form 5500 (2015) 
v. 150123

12/31/2015

X

503-224-0048

05/03/1960

561110

MICHAEL PARMELEE

001

01/01/2015

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

155 BOVET RD

94-6076144

1220 SW MORRISON ST, SUITE 300
PORTLAND, OR 97205-2222

07/14/2016

HEMMING MORSE CPAS AND CONSULTANTS

X

X

Filed with authorized/valid electronic signature.
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3a Plan administrator’s name and address  XSame as Plan Sponsor  
 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
c/o ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
123456789 ABCDEFGHI ABCDEFGHI ABCDE 
CITYEFGHI ABCDEFGHI AB, ST 012345678901 
UK  

3b  Administrator’s EIN 
012345678 

3c  Administrator’s telephone 
number 
0123456789 

 

4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 
EIN and the plan number from the last return/report: 

4b EIN 
012345678 

a Sponsor’s name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

4c PN 
012 

5 Total number of participants at the beginning of the plan year 5 123456789012
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, 6c, and 6d).  

 
 a(1)  Total number of active participants at the beginning of the plan year ................................................................................... 6a(1)
   
 a(2)  Total number of active participants at the end of  the plan year  .......................................................................................... 6a(2)
  
 b Retired or separated participants receiving benefits ................................................................................................................. 6b 123456789012

 

 c Other retired or separated participants entitled to future benefits............................................................................................. 6c 123456789012
  

 d Subtotal. Add lines 6a(2), 6b, and 6c. ...................................................................................................................................... 6d 123456789012
  

 e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. .................................................. 6e 123456789012
  

 f Total.  Add lines 6d and 6e. ...................................................................................................................................................... 6f 123456789012
  

 g Number of participants with account balances as of the end of the plan year (only defined contribution plans  
        complete this item) .................................................................................................................................................................... 6g 123456789012
  
h Number of participants that terminated employment during the plan year with accrued benefits that were  
      less than 100% vested ............................................................................................................................................................. 6h 123456789012

7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) ......... 7  
8a  If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions: 

 

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

9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply) 
(1)  X  Insurance (1) X Insurance 

(2)  X Code section 412(e)(3) insurance contracts (2) X Code section 412(e)(3) insurance contracts 

(3)  X Trust  (3) X Trust  

(4)  X  General assets of the sponsor (4) X 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)  X  R  (Retirement Plan Information) 
 

(1)  X H  (Financial Information) 

(2)  X  MB  (Multiemployer Defined Benefit Plan and Certain Money 
Purchase Plan Actuarial Information) - signed by the plan 
actuary 

(2) X I   (Financial Information – Small Plan) 

(3) X    ___ A  (Insurance Information) 

(4) X C  (Service Provider Information) 

(3)  X  SB  (Single-Employer Defined Benefit Plan Actuarial          
Information) - signed by the plan actuary 

(5) X D  (DFE/Participating Plan Information) 

(6)  X G  (Financial Transaction Schedules) 

   

X

7592

2936

914

X

7645

X

X

X

1000

49

189

1A

X

218

3742

X

7781

X
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Part III Form M-1 Compliance Information (to be completed by welfare benefit plans) 
11a If the plan provides welfare benefits, was the plan subject to the Form M-1 filing requirements during the plan year? (See instructions and 29 CFR 

2520.101-2.) ........................………..….  X    Yes       X    No 
 
         If “Yes” is checked, complete lines 11b and 11c. 
 

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

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

 
         Receipt Confirmation Code______________________              
                                            

 



 

SCHEDULE MB 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Multiemployer Defined Benefit Plan and Certain 
Money Purchase Plan Actuarial Information 

 

This schedule is required to be filed under section 104 of the Employee 
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the 

Internal Revenue Code (the Code). 

 File as an attachment to Form 5500 or 5500-SF. 

OMB No. 1210-0110 

 

2015 
 

This Form is Open to Public 
Inspection 

For calendar plan year 2015 or fiscal plan year beginning                                                                            and ending                                                      

Round off amounts to nearest dollar. 

Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established. 
A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B Three-digit 

plan number (PN)          001

 
C  Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

D    Employer Identification Number (EIN) 
012345678 

E  Type of plan:                          (1)  X   Multiemployer Defined Benefit         (2)  X   Money Purchase (see instructions)  

1a Enter the valuation date:                     Month _________    Day _________    Year _________  

  b Assets   
 (1) Current value of assets ........................................................................................................................  1b(1)  
 (2) Actuarial value of assets for funding standard account ........................................................................  1b(2)  

  c (1) Accrued liability for plan using immediate gain methods .....................................................................  1c(1)  
 (2) Information for plans using spread gain methods:   

 (a) Unfunded liability for methods with bases ............................................................................................ 1c(2)(a) -123456789012345

 (b) Accrued liability under entry age normal method ................................................................................. 1c(2)(b) -123456789012345

 (c) Normal cost under entry age normal method ....................................................................................... 1c(2)(c) -123456789012345

 (3) Accrued liability under unit credit cost method ........................................................................................... 1c(3) -123456789012345
  d Information on current liabilities of the plan: 

(1) Amount excluded from current liability attributable to pre-participation service (see instructions) ............. 1d(1) -123456789012345

(2) “RPA ‘94” information: 

 (a) Current liability ..................................................................................................................................... 1d(2)(a) -123456789012345

 (b) Expected increase in current liability due to benefits accruing during the plan year ........................... 1d(2)(b) -123456789012345

 (c) Expected release from “RPA ‘94” current liability for the plan year ..................................................... 1d(2)(c) -123456789012345

(3) Expected plan disbursements for the plan year ......................................................................................... 1d(3) -123456789012345
Statement by Enrolled Actuary 
 To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in 

accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in 
combination, offer my best estimate of anticipated experience under the plan. 

SIGN 
HERE 

   

Signature of actuary  Date 

  

Type or print name of actuary  Most recent enrollment number 

  

Firm name  Telephone number (including area code) 

  
Address of the firm   

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see 
instructions 

X 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 or Form 5500-SF. Schedule MB (Form 5500) 2015
 v. 150123

RAEL & LETSON

12/31/2015

01

94-6076144

39045991

537887774

39045991

01/01/2015

206-456-3340

WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

359268671

08/31/2016

001

353925354

537887774

01

2552106

14-05627

2015

X

802164470

PAUL L. GRAF

999 THIRD AVENUE SUITE 1530, SEATTLE, WA 98104



                 Schedule MB (Form 5500) 2015 Page 2- 1 x 
 

 a Current value of assets (see instructions)  ...................................................................................................………… 2a -123456789012345 

 b “RPA ‘94” current liability/participant count breakdown: (1) Number of participants (2) Current liability 

 (1) For retired participants and beneficiaries receiving payment ....................................  12345678 -123456789012345 

 (2) For terminated vested participants ............................................................................  12345678 -123456789012345
 (3) For active participants:   

  (a)  Non-vested benefits ............................................................................................   -123456789012345
  (b)  Vested benefits ...................................................................................................  -123456789012345
  (c)  Total active ..........................................................................................................   -123456789012345
 (4) Total ........................................................................................................................... 12345678 -123456789012345
 c If the percentage resulting from dividing line 2a by line 2b(4), column (2), is less than 70%, enter such 

percentage ................................................................................................................................................................  
2c 123.12%

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

    

   

   

   

   

    

 Totals  ► 3(b)  3(c)  

 a X Attained age normal b X Entry age normal c X Accrued benefit (unit credit) d X Aggregate 

 e X Frozen initial liability f X Individual level premium g X Individual aggregate h X Shortfall 

 i X  Reorganization 
 

j X Other (specify):  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI AB ABCDEFGHI 
ABCDEFGHI ABCDEFGHI C ABCDEFGHI ABCDEFGHI ABCDEFGHI DE

 k If box h is checked, enter period of use of shortfall method ......................................................................................... 5k YYYY-MM-DD 

 l Has a change been made in funding method for this plan year? ...................................................................................................................... X Yes X No 

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

 n If line l is “Yes,” and line m is “No,” enter the date (MM-DD-YYYY) of the ruling letter (individual or class) 
approving the change in funding method .....................................................................................................................

5n YYYY-MM-DD

6 Checklist of certain actuarial assumptions: 
 a  Interest rate for “RPA ‘94” current liability. ............................................................................................................................................ 6a 123.12% 

 Pre-retirement Post-retirement 

 b Rates specified in insurance or annuity contracts ..................................... X Yes X No X N/A X Yes X No X N/A 

 c Mortality table code for valuation purposes:   

2 Operational information as of beginning of this plan year: 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

(a) Date  
(MM-DD-YYYY) 

(b) Amount paid by 
employer(s) 

(c) Amount paid by 
employees 

4 Information on plan status: 

 a  Funded percentage for monitoring plan’s status (line 1b(2) divided by line 1c(3)) ................................................... 4a %

 b  Enter code to indicate plan’s status (see instructions for attachment of supporting evidence of plan’s status). If 
code is “N,” go to line 5 .............................................................................................................................................

4b 123.1

 c Is the plan making the scheduled progress under any applicable funding improvement or rehabilitation plan? ............................................................. X Yes X No 

 d If the plan is in critical status or critical and declining status, were any benefits reduced (see instructions)? .................................................. X Yes X No 

 e If line d is “Yes,” enter the reduction in liability resulting from the reduction in benefits (see instructions), 
measured as of the valuation date  ............................................................................................................................

 
4e -123456789012345

f  If the rehabilitation plan projects emergence from critical status or critical and declining status, enter the plan 
year in which it is projected to emerge.   

    If the rehabilitation plan is based on forestalling possible insolvency, enter the plan year in which insolvency is 
expected and check here ……………………………….......................................................................................   

 

4f 

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

207907650

2036

X

65.8

115308242

X

C

07/01/2015

1000

114007191

11811952

X

11811952

359268671

1

3.51

478948578

X

802164470

3704

X

X

X

1301051

44.79

2957

7661
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 (1)  Males ......................................................................................... 6c(1) 

 (2)  Females .................................................................................... 6c(2) 

 d Valuation liability interest rate .......................................................... 6d 123.12% 123.12%

 e Expense loading .............................................................................. 6e 123.12%   X N/A 123.12%   X N/A

 f Salary scale ..................................................................................... 6f 123.12%  X N/A    

 g Estimated investment return on actuarial value of assets for year ending on the valuation date ......................... 6g -123.1%

 h Estimated investment return on current value of assets for year ending on the valuation date ........................... 6h -123.1%

 
7 New amortization bases established in the current plan year: 

(1) Type of base (2) Initial balance (3) Amortization Charge/Credit

A -123456789012345 -123456789012345
A -123456789012345 -123456789012345
A -123456789012345 -123456789012345

8 Miscellaneous information: 

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

8a 
YYYY-MM-DD

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

X Yes X No

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

X Yes X No

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

X Yes X No

 d If line c is “Yes,” provide the following additional information: 

(1)  Was an extension granted automatic approval under section 431(d)(1) of the Code? ........................................ X Yes X No

 (2)  If line 8d(1) is “Yes,” enter the number of years by which the amortization period was extended ....................... 8d(2) 12
 (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? ........................................................................................................................... X Yes X No

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

8d(4) 12

 (5)  If line 8d(3) is “Yes,” enter the date of the ruling letter approving the extension .................................................. 8d(5) YYYY-MM-DD
 (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? ......................................................................................................  X Yes X No

 e If box 5h is checked or line 8c is “Yes,” enter the difference between the minimum required contribution for the 
year and the minimum that would have been required without using the shortfall method or extending the 
amortization base(s) ...................................................................................................................................................

8e 
-123456789012345

9 Funding standard account statement for this plan year: 

 Charges to funding standard account: 
 a Prior year funding deficiency, if any ............................................................................................................................ 9a -123456789012345

 b Employer’s normal cost for plan year as of valuation date ......................................................................................... 9b -123456789012345

 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) -123456789012345 -123456789012345

(2) Funding waivers ........................................................................................... 9c(2) -123456789012345 -123456789012345
(3) Certain bases for which the amortization period has been extended .......... 9c(3) -123456789012345 -123456789012345

 d Interest as applicable on lines 9a, 9b, and 9c ............................................................................................................ 9d -123456789012345

e Total charges. Add lines 9a through 9d ...................................................................................................................... 9e -123456789012345
 Credits to funding standard account: 

f Prior year credit balance, if any .................................................................................................................................. 9f -123456789012345

   g Employer contributions. Total from column (b) of line 3 ............................................................................................. 9g -123456789012345

 Outstanding balance 

 h Amortization credits as of valuation date ........................................................... 9h -123456789012345 -123456789012345

 i Interest as applicable to end of plan year on lines 9f, 9g, and 9h .............................................................................. 9i -123456789012345

X

6F

6F

-860559

5

68263509

1

1

4.5

-8275002

X

X

316757687

6F

X

9.1

X

39922942

X

35886283

X

5726726

1337905

2698754

64531758

7.25

11811952

8551586

0

6F

X

7.25



Schedule MB (Form 5500) 2015  Page 4  
 

 j Full funding limitation (FFL) and credits: 

 (1) ERISA FFL (accrued liability FFL) ............................................................. 9j(1) -123456789012345 

 (2) “RPA ‘94” override (90% current liability FFL)  .......................................... 9j(2) -123456789012345 

 (3) FFL credit ........................................................................................................................................................... 9j(3) -123456789012345

 k (1) Waived funding deficiency .................................................................................................................................. 9k(1) -123456789012345
 (2) Other credits ....................................................................................................................................................... 9k(2) -123456789012345

 l Total credits. Add lines 9f through 9i, 9j(3), 9k(1), and 9k(2) ...................................................................................... 9l -123456789012345

 m Credit balance: If line 9l is greater than line 9e, enter the difference ......................................................................... 9m -123456789012345

 n Funding deficiency: If line 9e is greater than line 9l, enter the difference ................................................................... 9n -123456789012345

 

9 o Current year’s accumulated reconciliation account:  

 (1) Due to waived funding deficiency accumulated prior to the 2015 plan year  ............................... 9o(1) -123456789012345

 (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 valuation date ......................................................................... 9o(2)(a) -123456789012345

  (b)  Reconciliation amount (line 9c(3) balance minus line 9o(2)(a)) .............................................................. 9o(2)(b) -123456789012345

 (3) Total as of valuation date ............................................................................................................................... 9o(3) -123456789012345

10 Contribution necessary to avoid an accumulated funding deficiency. (See instructions.) ...................................... 10 -123456789012345

11 Has a change been made in the actuarial assumptions for the current plan year? If “Yes,” see instructions. .......................  X Yes X No

50699080

267944909

X

374784258

90622022
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SCHEDULE C 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Service Provider Information 
 

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

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2015 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI  

B  Three-digit 

plan number (PN)          001 

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

D   Employer Identification Number (EIN) 
012345678 

Part I 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).. . . . . . . . . . . . . . .     X Yes   X 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 

 
 
 
 
 
 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule C (Form 5500) 2015
v.150123

94-6076144

12/31/2015

X

01/01/2015

001WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation 

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 
 
 
 

 

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

 

 

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

 

1
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

NONE

NONE

13 50

11 50

28 51 52

429000

211223

209296

93-0446761

A & I BENEFIT PLAN ADMIN

94-1701048

36-3795985

RAEL & LETSON

GROSVENOR

X

X

X

1
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

NONE

NONE

52 51 28

28 51

28 51 52

183888 20728

181231

X

162876 0

X

X

58-1707262

INVESCO

04-1554520

25-6078093

LOOMIS, SAYLES

MELLON CAPITAL MANAGEMENT

X

X

2

X
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

NONE

NONE

29 50

27 50

28 51

154387

146354

122523 6371

XX

JOSEPH L. REINHART, P.C.

94-2854958

ALAN D. BILLER & ASSOCIATES

PANAGORA

X

7355 SW HERMOSO WAY
TIGARD, OR 97223

470 ATLANTIC AVE 9
BOSTON, MA 12210

X

X

3
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

NONE

NONE

28 51

28 40 52

28 51

115723

892210

85116

XX

01-0614895

INTECH

33-0123114

IFM INVESTORS PTY LTD.

AMERICAN REALTY ADVISORS

X

114 WEST 47TH STREET, 26TH FLOOR
NEW YORK, NY 10036

X

X

4
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

NONE

NONE

27 50

10 50

28 51

68333

64224

62124

VERUS

94-3212596

41-0995965

STEVE WHETZEL

CLIFTON GROUP

PO BOX 303
TUALATIN, OR 97062

X

X

X

5
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

NONE

NONE

10 50

22

50 49

35804

192250

0 17322

X

X

X

X

30-0702322

HEMMING MORSE

93-0692196

20-1930384

JH HERRLE & ASSOC

GRESHAM

X

X

X

6
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

NONE

TRUSTEE

TRUSTEE

50 49

20

20

16932

9910

8398

KILMER, VOORHEES & LAURICK

94-6076144

94-6076144

MATTHEW OGLESBY

SUZANNE MODE

732 NW 19TH AVE
PORTLAND, OR 97209

X

X

X

7
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2.  Information on Other Service Providers Receiving Direct or Indirect Compensation.  Except for those persons for whom you 
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation 
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions). 

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

 
 
 
  

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 

 
Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 
 

Yes  X    No  X Yes  X    No  X 

123456789012345 
 Yes  X    No  X 

 

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

 
 
 
 

(b) 
Service 
Code(s) 

(c) 
Relationship to 

employer, employee 
organization, or 

person known to be 
a party-in-interest 

(d) 
Enter direct 

compensation paid 
by the plan.  If none, 

enter -0-. 

(e) 
Did service provider 

receive indirect 
compensation? (sources 
other than plan or plan 

sponsor) 

(f) 
Did indirect compensation 

include eligible indirect 
compensation, for which the 
plan received the required 

disclosures? 

(g) 
Enter total indirect 

compensation received by 
service provider excluding 

eligible indirect 
compensation for which you 
answered “Yes” to element 

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

(h)  
Did the service 

provider give you a 
formula instead of 

an amount or 
estimated amount?

 ABCDEFGHI 
ABCDEFGHI 
ABCD 

123456789012
345 Yes  X    No  X Yes  X    No  X 

 
Yes  X    No  X 

TRUSTEE20 6790

94-6076144

LEA ANNE DOOLITTLE

X

8
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Part I 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. 

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

(c) Enter amount of indirect 
compensation

 
 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
 

 

 

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

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

 

 

 

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

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

  

98-0569684

22 19225

28 40 52

28 40 52

20728

89221

TRAVELERS CASUALTY & SURETY COMMISSION 15% - 20% OF ANNUAL PREMIUM

INVESCO ADVISORS INC INVESTMENT MANAGEMENT FEES

IFM GLOBAL INFRASTRUCTURE INVESTMENT MANAGEMENT FEES

JH HERRLE & ASSOC

INVESCO

1

IFM INVESTORS PTY LTD.

1555 PEACHTREE ST. NE
ATLANTA, GA 30309
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Part I 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. 

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

(c) Enter amount of indirect 
compensation

 
 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 
 

 

 

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

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

 

 

 

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

(c) Enter amount of indirect 
compensation 

 

  

 (d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any 
formula used to determine the service provider’s eligibility 

for or the amount of the indirect compensation. 

  

28 40 52 6371

GRESHAM INVESTMENT MANAGEMENT FEES

GRESHAM

67 IRVING PLACE 12TH FLOOR
NEW YORK, NY 10003

2
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Part II Service Providers Who Fail or Refuse to Provide Information 

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

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

(b) Nature of 
Service  
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 
12 13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

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

(b) Nature of 
Service 
Code(s)

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

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 10 11 12 
13 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDE 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

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

(b) Nature of 
Service 
Code(s)

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

  
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
1234567890 

 

BLACKROCK

CHEVY CHASE TRUST

JP MORGAN INVESTMENT
MANAGEMENT INC

ALLIANCE BERNSTEIN

SERVICE PROVIDER FAILED TO RESPOND TO SCHEDULE C INDIRECT
COMPENSATION QUESTIONNAIRE

SERVICE PROVIDER FAILED TO RESPOND TO SCHEDULE C INDIRECT
COMPENSATION QUESTIONNAIRE

SERVICE PROVIDER FAILED TO RESPOND TO SCHEDULE C INDIRECT
COMPENSATION QUESTIONNAIRE

SERVICE PROVIDER FAILED TO RESPOND TO SCHEDULE C INDIRECT
COMPENSATION QUESTIONNAIRE

94-3112180

13-3200244

28 51

1

28 51

28 51 52

28 51

7501 WISCONSIN AVE 1500
W BETHESDA, MD 20814

227 WEST MONROE STREET SUITE
5000
CHICAGO, IL 60606
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a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:  123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN:   123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

a Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

a Name:  ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD b EIN: 123456789 
c  Position:  ABCDEFGHI ABCDEFGHI ABCD  
d Address: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

e Telephone:  1234567890

 Explanation: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI  ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI  

 
 
 
 
 
 
 

Part III Termination Information on Accountants and Enrolled Actuaries (see instructions)  
(complete as many entries as needed) 

1



 

 

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). 

 File as an attachment to Form 5500.  

 

 

OMB No. 1210-0110 

 

2015 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B    Three-digit 

plan number (PN)          001

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

D    Employer Identification Number (EIN) 
012345678 

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

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or    

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or     

103-12 IE at end of year (see instructions) -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 
 
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule D (Form 5500) 2015 

v. 150123

12/31/2015

84-6391546-001

46-3404148-001

25-6078093-166

66340052

80-0300291-001

24439431

24151809

26-6399613-001

40635472

27-3359978-001

38529318

13-3980309-001

37293673

94-6076144

11127980

C

E

C

C

C

C

01/01/2015

C

WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

001

LOOMIS SAYLES AND CO

INTECH

THE BANK OF NY MELLON

BLACKROCK INSTITUTIONAL TRUST CO

INVESCO NATIONAL TRUST CO

BLACKROCK INSTITUTIONAL TRUST CO

JP MORGAN CHASE BANK, NA

LOOMIS SAYLES CORE PLUS FULL DISCRE

INTECH US MANAGED VOLATILITY FUND

EB DAILY VALUED GLOBAL ALPHA I FUND

EQUITY INDEX NON-LENDABLE FUND

INVESCO BALANCED-RISK ALLOCATION TR

BLACKROCK MSCI ACWI EX-US IMI INDEX

JPMCP SPECIAL SITUATION PROPERTY FU
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a  Name of MTIA, CCT, PSA, or 103-12 IE: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD 

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

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

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

c  EIN-PN 123456789-123 
d  Entity  

code   1 
e  Dollar value of interest in MTIA, CCT, PSA, or  

103-12 IE at end of year (see instructions)  -123456789012345 

 
 

04-3183235-005

PANAGORA ASSET MANAGEMENT

1

14601685E

PANAGORA SMALL CAP CORE GROUP TRUST



Schedule D (Form 5500) 2015 Page 3 -  1 x 

 

6  

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

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 

a Plan name 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

b Name of  
plan sponsor 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI 

c  EIN-PN 
123456789-123 
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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). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2015 
 

This Form is Open to Public 
Inspection  

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B Three-digit 

plan number (PN)          001

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

D    Employer Identification Number (EIN) 
012345678 

Part I  Asset and Liability Statement 
1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report 

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

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

 a  Total noninterest-bearing cash ....................................................................... 1a -123456789012345 -123456789012345

 b  Receivables (less allowance for doubtful accounts):    

(1)  Employer contributions ...........................................................................  1b(1) -123456789012345 -123456789012345

(2)  Participant contributions .........................................................................  1b(2) -123456789012345 -123456789012345

(3)  Other .......................................................................................................  1b(3) -123456789012345 -123456789012345
 c  General investments:   

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

1c(1) -123456789012345 -123456789012345

(2)  U.S. Government securities ....................................................................  1c(2) -123456789012345 -123456789012345

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

(A)  Preferred ..........................................................................................  1c(3)(A) -123456789012345 -123456789012345

(B)  All other ............................................................................................  1c(3)(B) -123456789012345 -123456789012345

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

(A)  Preferred ..........................................................................................  1c(4)(A) -123456789012345 -123456789012345

(B)  Common ..........................................................................................  1c(4)(B) -123456789012345 -123456789012345

(5) Partnership/joint venture interests ..........................................................  1c(5) -123456789012345 -123456789012345

(6) Real estate (other than employer real property) .....................................  1c(6) -123456789012345 -123456789012345

(7) Loans (other than to participants) ...........................................................  1c(7) -123456789012345 -123456789012345

(8) Participant loans .....................................................................................  1c(8) -123456789012345 -123456789012345

(9) Value of interest in common/collective trusts ..........................................  1c(9) -123456789012345 -123456789012345

(10) Value of interest in pooled separate accounts ........................................  1c(10) -123456789012345 -123456789012345

(11) Value of interest in master trust investment accounts ............................  1c(11) -123456789012345 -123456789012345

(12) Value of interest in 103-12 investment entities .......................................  1c(12) -123456789012345 -123456789012345
(13) Value of interest in registered investment companies (e.g., mutual  
        funds) ......................................................................................  

1c(13) -123456789012345 -123456789012345

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

1c(14) -123456789012345 -123456789012345

(15) Other .......................................................................................................  1c(15) -123456789012345 -123456789012345

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500 Schedule H (Form 5500) 2015 
v. 150123

 

  

3379420

27326331

12/31/2015

728012

1493050
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01/01/2015

WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND
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001

980961

3225060

51712602

748204
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218078305
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(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ......................... 2b(5)(A) -123456789012345 

 (B) Other ................................................................................................... 2b(5)(B) -123456789012345 
(C) Total unrealized appreciation of assets.  

Add lines 2b(5)(A) and (B) ..................................................................
2b(5)(C)  -123456789012345

1d Employer-related investments:  (a) Beginning of Year (b) End of Year

(1)  Employer securities .................................................................................... 1d(1) -123456789012345 -123456789012345

(2)  Employer real property ............................................................................... 1d(2) -123456789012345 -123456789012345

1e Buildings and other property used in plan operation ......................................... 1e -123456789012345 -123456789012345

1f Total assets (add all amounts in lines 1a through 1e) ...................................... 1f -123456789012345 -123456789012345

Liabilities    

1g Benefit claims payable ...................................................................................... 1g -123456789012345 -123456789012345

1h Operating payables ........................................................................................... 1h -123456789012345 -123456789012345

1i Acquisition indebtedness .................................................................................. 1i -123456789012345 -123456789012345

1j Other liabilities ................................................................................................... 1j -123456789012345 -123456789012345

1k Total liabilities (add all amounts in lines 1g through1j) ..................................... 1k -123456789012345 -123456789012345

Net Assets    

1l Net assets (subtract line 1k from line 1f) ........................................................... 1l -123456789012345 -123456789012345
 

 Part II Income and Expense Statement 
2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or separately maintained 

fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs, CCTs, PSAs, and 103-12 IEs do not complete 
lines 2a, 2b(1)(E), 2e, 2f, and 2g. 

Income (a) Amount (b) Total

 a Contributions:   

(1) Received or receivable in cash from: (A) Employers .................................. 2a(1)(A) -123456789012345 

(B) Participants ......................................................................................... 2a(1)(B) -123456789012345 

(C) Others (including rollovers) ................................................................. 2a(1)(C) -123456789012345 

(2) Noncash contributions ................................................................................ 2a(2) -123456789012345 

(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) ................. 2a(3)  -123456789012345

 b Earnings on investments: 
  (1) Interest:  

(A) Interest-bearing cash (including money market accounts and 
certificates of deposit) .........................................................................

2b(1)(A) -123456789012345  

(B)  U.S. Government securities ................................................................ 2b(1)(B) -123456789012345  
(C)  Corporate debt instruments ................................................................ 2b(1)(C) -123456789012345 

(D)  Loans (other than to participants) ....................................................... 2b(1)(D) -123456789012345 

(E)  Participant loans ................................................................................. 2b(1)(E) -123456789012345 

(F)  Other ................................................................................................... 2b(1)(F) -123456789012345 

(G)  Total interest. Add lines 2b(1)(A) through (F) ..................................... 2b(1)(G)  -123456789012345

(2) Dividends: (A) Preferred stock .................................................................... 2b(2)(A) -123456789012345 

(B) Common stock .................................................................................... 2b(2)(B) -123456789012345 

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 

 

-123456789012345

(3) Rents ........................................................................................................... 2b(3) -123456789012345

(4) Net gain (loss) on sale of assets:  (A) Aggregate proceeds ....................... 2b(4)(A) -123456789012345 

(B)  Aggregate carrying amount (see instructions) .................................... 2b(4)(B) -123456789012345 

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result .................. 2b(4)(C)  -123456789012345

310286

1022314

310286

334701097

1494167

334210200

1022314

490897

11847576

490897

1494167

11847576

359578957

359268671
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  (a) Amount (b) Total

(6) Net investment gain (loss) from common/collective trusts .........................  2b(6)  -123456789012345

(7) Net investment gain (loss) from pooled separate accounts .......................  2b(7)  -123456789012345

(8)  Net investment gain (loss) from master trust investment accounts ...........  2b(8)  -123456789012345

(9) Net investment gain (loss) from 103-12 investment entities ......................  2b(9)  -123456789012345
(10) Net investment gain (loss) from registered investment  

companies (e.g., mutual funds) ..................................................................  
2b(10)  -123456789012345

  c Other income .................................................................................................... 2c -123456789012345

  d Total income. Add all income amounts in column (b) and enter total ..................... 2d -123456789012345

Expenses    

  e Benefit payment and payments to provide benefits:  

(1) Directly to participants or beneficiaries, including direct rollovers .............. 2e(1) -123456789012345 

(2) To insurance carriers for the provision of benefits .....................................  2e(2) -123456789012345 

(3) Other ..........................................................................................................  2e(3) -123456789012345 

(4) Total benefit payments. Add lines 2e(1) through (3) ..................................  2e(4) 

 

-123456789012345

  f Corrective distributions (see instructions) ........................................................ 2f -123456789012345

  g Certain deemed distributions of participant loans (see instructions) ................ 2g -123456789012345

  h Interest expense ............................................................................................... 2h -123456789012345

  i Administrative expenses:  (1) Professional fees .............................................. 2i(1) -123456789012345 

 

(2) Contract administrator fees ........................................................................  2i(2) -123456789012345 

(3) Investment advisory and management fees ..............................................  2i(3) -123456789012345 

(4) Other ..........................................................................................................  2i(4) -123456789012345 

(5) Total administrative expenses. Add lines 2i(1) through (4) ......................... 2i(5)  -123456789012345

  j Total expenses. Add all expense amounts in column (b) and enter total ........ 2j  -123456789012345

Net Income and Reconciliation    

  k Net income (loss). Subtract line 2j from line 2d ............................................................. 2k  -123456789012345

  l Transfers of assets:    

(1) To this plan ................................................................................................. 2l(1)  -123456789012345

(2) From this plan ............................................................................................  2l(2)  -123456789012345
 

 Part III  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) X  Unqualified         (2) X  Qualified          (3) X  Disclaimer          (4) X  Adverse 

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? X Yes    X No 

c Enter the name and EIN of the accountant (or accounting firm) below:  
 (1) Name: ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCD (2) EIN: 123456789 

d The opinion of an independent qualified public accountant is not  attached because: 
 (1) X  This form is filed for a CCT, PSA, or MTIA.      (2) X  It will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.    

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

103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

 During the plan year:  Yes No N/A Amount 

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

    

4a    -123456789012345
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 I if 
“Yes” is checked.) ........................................................................................................................

 
   

4b    -123456789012345

-25058471

17038185

39045991

32517

2601819

42096656

3050665

X

39045991

HEMMING MORSE CPAS AND CONSULTANTS

1479482

X

X

39792

30-0702322

704754

437429

429000

X



Schedule H  (Form 5500) 2015  Page 4-  X  
  Yes No N/A Amount 

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

    

4c    -123456789012345
d Were there any nonexempt transactions with any party-in-interest? (Do not include 

transactions reported on line 4a. Attach Schedule G (Form 5500) Part III if “Yes” is  
checked.) .....................................................................................................................................

    

4d    -123456789012345

e Was this plan covered by a fidelity bond? ................................................................................... 4e    -123456789012345

f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was 
caused by fraud or dishonesty?  .................................................................................................

    

4f    -123456789012345

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

    

4g    -123456789012345

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

    

4h    -123456789012345

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is 
checked, and see instructions for format requirements.) ............................................................

    

4i    

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

    

4j    

k Were all the plan assets either distributed to participants or beneficiaries, transferred to 
another plan, or brought under the control of the PBGC? ...........................................................

    

4k    

l Has the plan failed to provide any benefit when due under the plan? ........................................ 4l    -123456789012345

m If this is an individual account plan, was there a blackout period? (See instructions and 29 
CFR 2520.101-3.) ........................................................................................................................

    

4m    

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

    

4n    

o Did the plan trust incur unrelated business taxable income? ……………………………………  4o     

 p Were in-service distributions made during the plan year? ……………………………………….. 4p     
5a  Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?  

If “Yes,” enter the amount of any plan assets that reverted to the employer this year...........................   X  Yes   X No       Amount:-123 

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

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

 ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHIABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI 

123456789 123 

5c   If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ..... X  Yes   X No    X  Not determined 

Part V Trust Information  

6a Name of trust ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 

6b Trust’s EIN 

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

 

X

X

X

X

X

X

X

500000

1

X

X

X

X

X

X

X



SCHEDULE R 
(Form 5500) 

Department of the Treasury 
Internal Revenue Service 

Department of Labor 
Employee Benefits Security Administration 

Pension Benefit Guaranty Corporation 

Retirement Plan Information 
 

This schedule is required to be filed under section 104 and 4065 of the 
Employee Retirement Income Security Act of 1974 (ERISA) and section 

6058(a) of the Internal Revenue Code (the Code). 

 File as an attachment to Form 5500. 

OMB No. 1210-0110 

 

2015 
 

This Form is Open to Public 
Inspection. 

For calendar plan year 2015 or fiscal plan year beginning                                                                      and ending                                                        

A  Name of plan 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI 
ABCDEFGHI ABCDEFGHI  

B    Three-digit 
plan number 

(PN)          001
 

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

D    Employer Identification Number (EIN) 
012345678 

Part I   Distributions 

1 Total value of distributions paid in property other than in cash or the forms of property specified in the 
instructions .................................................................................................................................................................

1 
-123456789012345

Part II Funding Information (If the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or 
ERISA section 302, skip this Part) 

 If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule. 

 If you completed line 6c, skip lines 8 and 9. 

7    Will the minimum funding amount reported on line 6c be met by the funding deadline? ............................................   X   Yes    X   No X   N/A 

8 If a change in actuarial cost method was made for this plan year pursuant to a revenue procedure or other 
authority providing automatic approval for the change or a class ruling letter, does the plan sponsor or plan 
administrator agree with the change? ........................................................................................................................

   

X   Yes   X   No X   N/A 

Part III   Amendments 

9 If this is a defined benefit pension plan, were any amendments adopted during this plan 
year that increased or decreased the value of benefits? If yes, check the appropriate 
box. If no, check the “No” box. ..............................................................................................

    

X  Increase X Decrease X  Both X  No 

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? ................ X  Yes X   No 

11 a Does the ESOP hold any preferred stock? ....................................................................................................................................  X  Yes X   No

 b If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan?  
 (See instructions for definition of “back-to-back” loan.) ..................................................................................................................  

X  Yes X   No

12 Does the ESOP hold any stock that is not readily tradable on an established securities market? ........................................................  X  Yes X   No

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule R (Form 5500) 2015 
v. 150123

 
 

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

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

EIN(s):  _______________________________   _______________________________  

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

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

3 
12345678

4    Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? ...........................   X   Yes    X   No X   N/A 

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

5 If a waiver of the minimum funding standard for a prior year is being amortized in this 
plan year, see instructions and enter the date of the ruling letter granting the waiver. Date:    Month _________    Day _________    Year _________ 

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

deficiency not waived) ........................................................................................................................................
6a -123456789012345

      b    Enter the amount contributed by the employer to the plan for this plan year ...................................................... 6b -123456789012345

      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)........................................................................................... 6c -123456789012345

12/31/2015

94-6076144

01/01/2015

WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

X

X

B OF T WESTERN STATES OFFICE AND PROFESSIONAL EMPLOYEES PENSION FUND

001

X

7
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Part V   Additional Information for Multiemployer Defined Benefit Pension Plans 
13 Enter the following information for each employer that contributed more than 5% of total contributions to the plan during the plan year (measured in 

dollars). See instructions. Complete as many entries as needed to report all applicable employers. 
 

a Name of contributing employer  

b EIN   c Dollar amount contributed by employer  

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

e Contribution rate information (If more than one rate applies, check this box X 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         X   Weekly         X   Unit of production         X   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 X      

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

e Contribution rate information (If more than one rate applies, check this box X 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         X   Weekly         X   Unit of production         X   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 X      

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

e Contribution rate information (If more than one rate applies, check this box X 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         X   Weekly         X   Unit of production         X   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 X      

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

e Contribution rate information (If more than one rate applies, check this box X 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         X   Weekly         X   Unit of production         X   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 X      

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

e Contribution rate information (If more than one rate applies, check this box X 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         X   Weekly         X   Unit of production         X   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 X      

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

e Contribution rate information (If more than one rate applies, check this box X 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         X   Weekly         X   Unit of production         X   Other (specify): _______________________________ 

 
 

 
 
 

91-1363171

WPAS

1

31

2.95

X

X

12

633406

2016
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14 Enter the number of participants on whose behalf no contributions were made by an employer as an employer of the 
participant for:  

 a The current year ................................................................................................................................................... 14a 123456789012345

 b The plan year immediately preceding the current plan year ................................................................................. 14b 123456789012345

 c The second preceding plan year .......................................................................................................................... 14c 123456789012345

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

 a The corresponding number for the plan year immediately preceding the current plan year ................................ 15a 123456789012345

 b The corresponding number for the second preceding plan year .......................................................................... 15b 123456789012345

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

 a Enter the number of employers who withdrew during the preceding plan year   ................................................. 16a 123456789012345

 b If line 16a is greater than 0, enter the aggregate amount of withdrawal liability assessed or estimated to be 
assessed against such withdrawn employers ......................................................................................................

16b 123456789012345

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

 

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

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

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

 Stock: _____%   Investment-Grade Debt: _____%    High-Yield Debt: _____%    Real Estate: _____%   Other: _____%  
 b Provide the average duration of the combined investment-grade and high-yield debt:   

      X  0-3 years     X  3-6 years     X  6-9 years     X  9-12 years     X  12-15 years     X  15-18 years     X  18-21 years     X  21 years or more  
 c What duration measure was used to calculate line 19(b)? 

X Effective duration     X Macaulay duration     X Modified duration     X Other (specify):  

Part VII IRS Compliance Questions 

20a Is the plan a 401(k) plan? ........................................................................................................................................... X  Yes X  No 

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

X
Design-based 
safe harbor 
method 

X ADP/ACP test 

20c If the ADP/ACP test is used, did the 401(k) plan perform ADP/ACP testing for the plan year using the "current 
year testing method" for nonhighly compensated employees (Treas. Reg sections 1.401(k)-2(a)(2)(ii) and 
1.401(m)-2(a)(2)(ii))? .................................................................................................................................................

X  Yes X  No 

21a Check the box to indicate the method used by the plan to satisfy the coverage requirements under section 
410(b): ....................................................................................................................................................................... X

Ratio 
percentage 
test 

X 
Average 
benefit test 

21b Does the plan satisfy the coverage and nondiscrimination tests of sections 410(b) and 401(a)(4) by combining 
this plan with any other plans under the permissive aggregation rules? ...................................................................

X  Yes X  No 

22a Has the plan been timely amended for all required tax law changes? ....................................................................... X  Yes X  No X  N/A 

22b Date the last plan amendment/restatement for the required tax law changes was adopted ____/____/____. Enter the applicable code ______ (See 
instructions for tax law changes and codes). 

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

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

23   Is the Plan maintained in a U.S. territory (i.e., Puerto Rico (if no election under ERISA section 1022(i)(2) has 
been made), American Samoa, Guam, the Commonwealth of the Northern Mariana Islands or the U.S. Virgin 
Islands)? .....................................................................................................................................................................

X  Yes X  No 

 

27.0

5

352

18.038.0 4.0

1557

X

1515

X

2235165

13.0

1.19

1.03
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Attachment to:  2015 Schedule MB (Form 5500), Line 6 
Plan Name:  Western States Office & Professional Employees Pension Fund 
Employer ID:  94-6076144 
Plan Number:  001 
 
 

SUMMARY OF PLAN PROVISIONS 

 

The Western States Office and Professional Employees Pension Plan was established on 1959.  It has been amended from time 

to time since that date.  The most recent restatement of the Plan is effective October 15, 2014.  The principal provisions of the 

Plan as of January 1, 2015 are summarized below. 

 

NORMAL RETIREMENT 

Eligibility Age 65 and vested.  Special eligibility if age 65 with 2 years of Vesting Credit (one 
immediately prior to retirement) and $10.00 Total Service Benefit. 

Monthly Benefit Service after 2009: 0.75% of Employer Contributions. 
2004 - 2009: 1.8% of Employer Contributions. 

2003 Service: 2.2% of Employer Contributions up to $6,240, plus 1.8% of excess.  

2001 - 2002 Service: 3.2% of Employer Contributions up to $6,240 each year; plus 1.8% 
of excess. 

1997 - 2000 Service: 3.65% of Employer Contributions up to $6,240 each year, plus 
1.8% of excess. 

Prior to 1997:  3.65% of Employer Contributions. 

Past Service:  $8.20 per year of past service (maximum 15 years). 

EARLY RETIREMENT 

Eligibility Age 55 and vested. 

Monthly Benefit Normal Retirement Benefit actuarially reduced from age 62 for benefits earned before 
January 1, 2010 and from age 65 for benefits earned on or after January 1, 2010. 

POSTPONED RETIREMENT 

Eligibility Working past Normal Retirement Age. 

Monthly Benefit Normal Retirement Benefit increased 6% per year (½% per month) past age 62 for 
benefits earned before January 1, 2010 and past age 65 for benefits earned on or after 
January 1, 2010. 

DISABILITY RETIREMENT (Effective January 1, 2010) 

Eligibility Vested with at least 200 hours in year prior to onset of Total and Permanent Disability. 

Monthly Benefit 50% of Normal Retirement Benefit payable until age 55. 

PRE-RETIREMENT DEATH BENEFIT  

Eligibility Vested at time of death. 

Monthly Benefit Married : 50% Spousal Joint and Survivor Annuity (reduced for Early Retirement and for 
joint lives) 

All Others: Lump sum payment of $500 per year of service (maximum of $5,000 total).  
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SUMMARY OF PLAN PROVISIONS (CONTINUED) 

 

FORMS OF ANNUITY PAYMENTS 

Normal Form For Married Participants: An actuarially reduced benefit payable as a 50% Spousal Joint 
and Survivor Annuity. 

For Unmarried Participants: A life annuity. 

Optional Forms Straight Life Annuity  

50%, 66-2/3% or 100% Spousal Joint and Survivor Annuity 

50%, 66-2/3% or 100% Spousal Joint and Survivor Annuity with Pop-up 

50%, 66-2/3% or 100% Non-Spousal Joint and Survivor Annuity 

Lump Sum if present value of accrued benefit ≤ $5,000 

OTHER 

Vesting Credit A Participant will receive one year of Vesting Credit if 200 or more hours are worked in a 
plan year. 

Break in Service Rules A one-year break in service is incurred if a Participant works less than 200 hours in a plan 
year. 

 

 

CHANGES SINCE PRIOR 

VALUATION 

None.  

 

 

 

 

 

 



Attached Asset

Identity of Financial Institution Fair Value Statement Pg.

Chevy Chase Trust 30,338,966$                1

Blackrock 77,929,145$                2

Intech 24,439,430$                3

Loomis Sayles 66,340,052$                4

Mellon 24,151,809$                5

Invesco 2,155,669$                  6

IFM Investors 8,887,246$                  7

Grosvenor 16,283,417$                8

Invesco 38,529,318$                9

JP Morgan 9,957,177$                  10

Parametric 4,762,789$                  11

JP Morgan 11,127,982$                12

Panagora 14,601,684$                13

JP Morgan 108,020$                     10

Total : 329,612,704$              

Balance Per F/S : 329,612,704$              

Diff : -$                                 

EIN # : 94-6076144

Western States Pension

Assets Held for Investment.

December 31, 2015
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Plan Name:  Western States Office & Professional Employees Pension Fund 

Employer ID:  94-6076144 

Plan Number:  001 

 

 

SCHEDULE OF ACTIVE PARTICIPANT DATA 

 

DISTRIBUTION OF ACTIVE PARTICIPANTS BY AGE AND  (FOR 2015 SCHEDULE MB) 

YEARS OF CREDITED SERVICE 

AGE GROUP < 1 1 - 4 5 - 9 10 - 14 15 - 19 20 - 24 25 - 29 30 - 34 35 - 39 40 + TOTAL 

Under 25 0 12 0 0 0 0 0 0 0 0 12

25 - 29 0 47 14 0 0 0 0 0 0 0 61

30 - 34 0 38 42 7 1 0 0 0 0 0 88

35 - 39 0 21 39 22 13 0 0 0 0 0 95

40 - 44 0 26 18 27 24 5 1 0 0 0 101

45 - 49 0 22 27 27 29 14 9 1 0 0 129

50 - 54 0 19 29 26 37 16 18 8 2 0 155

55 - 59 0 17 37 22 36 21 19 5 4 1 162

60 - 64 0 16 23 26 17 21 18 9 8 1 139

65 - 69 0 1 6 6 9 4 4 6 0 2 38

70 and Over 0 0 1 2 1 0 0 0 0 0 4

Unknown 0 16 0 0 0 0 0 0 0 0 16
                                                                                                                                                                                                                                                                        

Total 0 235 236 165 167 81 69 29 14 4 1,000
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999  THIRD  AVENUE ,  SUITE  1530  ♦♦♦♦  SEATTLE ,  WASHINGTON  98104  

TELEPHONE  (206)  445-1850  ♦♦♦♦  FAX  (206)  445-1840  

WWW .RAEL -LETSON .COM  

 

ACTUARIAL CERTIFICATION REQUIRED UNDER 

INTERNAL REVENUE CODE SECTION 432(b) 

 

Western States Office and Professional Employees Pension Fund 

Plan Year Beginning January 1, 2015 

 
TO:  Secretary of the Treasury 

Board of Trustees of the  
  Western States Office and Professional Employees Pension Fund 
 
FROM: Paul L. Graf, Plan Actuary 
 
DATE: March 31, 2015 
 
RE:  Western States Office and Professional Employees Pension Fund 
  EIN = 94-6076144; PN = 001 
  Plan Sponsor: Board of Trustees Western States Office and Professional Employees 

Pension Fund 
1220 S.W. Morrison St, Suite 300 
Portland, Oregon 97205-2222 
(503) 224-0048 

                                                                                                                                                             
 
The following certifies that, in accordance with Internal Revenue Code Section 432(b), the Western 
States Office and Professional Employees Pension Fund (“the Plan”), as of the beginning of its 2015 
Plan Year: 
 

 is not in critical and declining status 
 is in critical status 

 is not in endangered (or seriously endangered) status 
  
As of January 1, 2015, the projections used for this certification estimate the Plan’s funded 
percentage to be 65.5% and the Funding Standard Account Credit Balance to be depleted by 
December 31, 2018.  Accordingly, the Plan has not emerged (including the Plan’s approved 2009 5-
year charge base amortization extension under Section 431(d)(1)) from critical status and remains in 
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critical status for the 2015 Plan Year based on the criteria outlined in Internal Revenue Code Section 
432(e)(4)(B). 
 
The basis for this certification is as follows: 
 
1. The projected present value of Plan liabilities as of the beginning of the 2015 Plan Year is 

based on the actuarial valuation as of January 1, 2014, and assumes no future liability gains 
or losses.  The data, methodology, Plan provisions and assumptions utilized in the projection 
are those used for the January 1, 2014 actuarial valuation (except where noted otherwise in 
this document) and are outlined in the attached exhibit. 
 

2. An actuarial projection of the Actuarial Value of Assets is based on the preliminary 
unaudited financial statements as of December 31, 2014, as provided by the Administrator, 
and assumes no investment gains or losses on market values after that date.  The January 1, 
2015 Market Value of Assets and 2014 cash flow components provided by the Administrator 
are: 
 
a. Market Value as of December 31, 2014  $359,819,363 
b. 2014 Employer Contributions 10,439,940 
c. 2014 Benefit Payments 38,445,844 
 
The assumptions and methodology utilized in the projection are those used for the January 1, 
2014 actuarial valuation and are outlined in the attached exhibit. 
 

3. For purposes of evaluating critical status emergence, contributions for the current and 
succeeding plan years are projected assuming the terms of the current collective bargaining 
agreements pursuant to which the Plan is maintained continue in effect for succeeding plan 
years. Contributions include the automatic 10% employer surcharge for those contracts 
which have not yet been negotiated with terms consistent with the adopted Rehabilitation 
Plan.  The percent of total contributions attributable to surcharges and supplemental 
contributions is assumed to be the same in each future year as it is in 2014.   
 
For purposes of evaluating “critical and declining” status, as outlined in Internal Revenue 
Code Section 432(e)(6), we have assumed contribution rates increase beyond the current 
CBA(s) in accordance with the adopted rehabilitation plan. 

 
Based on input from the Board of Trustees, our projections assume that total hours worked 
remain constant at 2014 work levels. 
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4. The Plan received approval for a 5-year extension of charge bases effective for the Plan Year 

beginning January 1, 2009, as permitted under Internal Revenue Code Section 431(d): 
 
a) For the purpose of determining the Plan’s critical status, the applicable charge base 

extensions have not been reflected in these projections. 
 

b) For the purpose of testing for emergence, the applicable charge base extensions are 
considered. 

 
5. The Plan was initially certified in critical status as of January 1, 2009.  On October 16, 2009 

the Board of Trustees adopted a Rehabilitation Plan under the guidelines of 432(e), which is 
updated and monitored annually.  The Rehabilitation Plan includes certain adopted 
reductions in adjustable benefits effective January 1, 2010, and the Rehabilitation Period 
began January 1, 2012.  Based on reasonable actuarial assumptions and upon exhaustion of 
all reasonable measures, the Plan cannot emerge from Critical Status, as described in Code 
Section 432(e)(3)(A)(ii).  In 2012, the adopted Rehabilitation Plan was updated by the Plan 
Sponsor to include reasonable measures to forestall possible insolvency.   
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Comments and Certification 

 
 

This certification has been prepared in accordance with our understanding of the requirements of 
Internal Revenue Code Section 432, the Preservation of Access to Care for Medicare Beneficiaries 
and Pension Relief Act of 2010, and the Multiemployer Pension Reform Act of 2014.  To the best of 
our knowledge, the information supplied in this certification is complete and accurate and, in our 
opinion, the individual assumptions used in the projections:  (a) are reasonably related to the 
experience of the Plan and to reasonable expectations; and (b) represent our best estimate of 
anticipated experience under the Plan. 
 
As an actuary for Rael & Letson, I am a member of the American Academy of Actuaries and meet 
the Qualification Standards of the American Academy of Actuaries to render the actuarial opinion 
contained herein. 
 
 
 
March 31, 2015    _____________________________________ 
Date      Paul L. Graf, A.S.A., F.C.A., M.A.A.A. 
      Enrolled Actuary Number 14-05627 
      Rael & Letson 

999 Third Avenue, Suite 1530 
Seattle, Washington 98104-3853 
(206) 456-3340 
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EXHIBIT I 

ACTUARIAL METHODS AND ASSUMPTIONS 

 

METHODS: 

Asset Valuation: Assets are valued according to a method which recognizes 20% of each year’s excess (or deficiency) 
of actual investment return on Market Value of Assets over the expected return on Market Value of 
Assets in the year the excess (or deficiency) occurs.  An additional 20% of the excess (or deficiency) 
is recognized in each of the succeeding four years until it is totally recognized.  In no event will the 
Actuarial Value be less than 80% or more than 120% of the Market Value.   

Actuarial Cost Method: Unit Credit Cost Method  

Under this method, we determine the present value of all benefits earned through the valuation date.  
An individual's normal cost is the present value of the benefit expected to be earned in the valuation 
year. The total accrued liability is the sum of the individual present values for all participants.  The 
Unfunded Accrued Liability is the difference between the accrued liability and the assets of the Trust. 
If the assets exceed the accrued liability, the Plan is in a surplus position. This method requires that 
each year’s contributions be applied first to the normal cost, and the balance of the contributions 
applied to amortize the Unfunded Accrued Liability. The normal cost is adjusted at the close of the 
Plan Year to reflect the actual level of contributions received during that Plan Year 
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ASSUMPTIONS: 

Interest Discount Rate: 7.25% for funding. 

Assumed Rate of Return on 
Investments: 

7.25% compounded annually, net of all expenses. 

Mortality: 1983 GAMF Mortality Table (the table is set forward 17 years for disability retirees until age 62). 

Mortality Improvement: The current mortality assumption, with no mortality improvement reflected, is assumed to be 
reasonable at this time. 

Turnover: Table T-7, The Actuary's Pension Handbook. Non-Vested Participants have been assumed to earn 
one year of vesting credit annually until vested. 

Retirement Rates: Active participants are assumed to retire based on the following rate table: 

 Age Rate of Retirement 

 55 20% 

 56 15% 

 57-59 12% 

 60 15% 

 61 20% 

 62 40% 

 63-70 35% 

         71+ 100% 

 

Inactive Vested participants are assumed to retire at age 62. 

Disability Incidence: 1952 Society of Actuaries Table, Period 2, Benefit 5. 

Form of Payment: All participants are assumed to elect a Straight Life Annuity. 

Marital Status: 80% of participants are assumed to be married.  Spouses are assumed to be the same age as 
participants in the population. 

Active Employment: Worked at least 200 hours in covered employment. 

Future Employment: Based on hours worked during the 2013 Plan Year. 

Missing Data: If not specified, participants are assumed to be female and the same age as the average of participants 
with the same status code. 
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ILLUSTRATION SUPPORTING ACTUARIAL CERTIFICATION OF STATUS
1 

 

 

Calculation of Funded Percentage as of January 1, 2015:2 

 

 Projected Actuarial Value of Assets   $ 354,059,119 

 Projected Present Value of Accumulated Benefits  $ 540,363,127 

 Funded Percentage       65.5% 

 

The Plan was initially certified in critical status for its 2009 Plan Year and over the next 10 years 

commencing January 1, 2015, the Plan is projected to incur an accumulated funding deficiency.  The 

credit balance in the Funding Standard Account is projected to be depleted by December 31, 2018.  

Accordingly, the Plan has not emerged (including the Plan’s approved 2009 5-year charge base 

amortization extension under Section 431(d)(1)) from critical status and remains in critical status for 

the 2015 Plan Year.  The Plan’s Funding Standard Account Credit Balance projection is as follows: 

 

December 31, 2015      49,791,336 

December 31, 2016      34,278,811 

December 31, 2017      18,221,493 

December 31, 2018      1,536,326 

December 31, 2019  (16,402,938) 

December 31, 2020 (35,475,486) 

December 31, 2021    (54,914,578) 

December 31, 2022    (75,498,433) 

December 31, 2023    (96,095,808) 

December 31, 2024    (115,791,350) 

December 31, 2025 (142,280,711) 
 

                                

1  Does not reflect the 5-year extension of charge bases effective January 1, 2009, as required for purposes of determining critical 
status. 

2  Reflects projected assets and liabilities as determined for the January 1, 2015 actuarial certification. 
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ACTUARIAL CERTIFICATION REQUIRED UNDER 

INTERNAL REVENUE CODE SECTION 432(b) 

 

Western States Office and Professional Employees Pension Fund 

Plan Year Beginning January 1, 2015 

 
TO:  Secretary of the Treasury 

Board of Trustees of the  
  Western States Office and Professional Employees Pension Fund 
 
FROM: Paul L. Graf, Plan Actuary 
 
DATE: March 31, 2015 
 
RE:  Western States Office and Professional Employees Pension Fund 
  EIN = 94-6076144; PN = 001 
  Plan Sponsor: Board of Trustees Western States Office and Professional Employees 

Pension Fund 
1220 S.W. Morrison St, Suite 300 
Portland, Oregon 97205-2222 
(503) 224-0048 

                                                                                                                                                             
 
The following certifies that, in accordance with Internal Revenue Code Section 432(b), the Western 
States Office and Professional Employees Pension Fund (“the Plan”), as of the beginning of its 2015 
Plan Year: 
 

 is not in critical and declining status 
 is in critical status 

 is not in endangered (or seriously endangered) status 
  
As of January 1, 2015, the projections used for this certification estimate the Plan’s funded 
percentage to be 65.5% and the Funding Standard Account Credit Balance to be depleted by 
December 31, 2018.  Accordingly, the Plan has not emerged (including the Plan’s approved 2009 5-
year charge base amortization extension under Section 431(d)(1)) from critical status and remains in 
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critical status for the 2015 Plan Year based on the criteria outlined in Internal Revenue Code Section 
432(e)(4)(B). 
 
The basis for this certification is as follows: 
 
1. The projected present value of Plan liabilities as of the beginning of the 2015 Plan Year is 

based on the actuarial valuation as of January 1, 2014, and assumes no future liability gains 
or losses.  The data, methodology, Plan provisions and assumptions utilized in the projection 
are those used for the January 1, 2014 actuarial valuation (except where noted otherwise in 
this document) and are outlined in the attached exhibit. 
 

2. An actuarial projection of the Actuarial Value of Assets is based on the preliminary 
unaudited financial statements as of December 31, 2014, as provided by the Administrator, 
and assumes no investment gains or losses on market values after that date.  The January 1, 
2015 Market Value of Assets and 2014 cash flow components provided by the Administrator 
are: 
 
a. Market Value as of December 31, 2014  $359,819,363 
b. 2014 Employer Contributions 10,439,940 
c. 2014 Benefit Payments 38,445,844 
 
The assumptions and methodology utilized in the projection are those used for the January 1, 
2014 actuarial valuation and are outlined in the attached exhibit. 
 

3. For purposes of evaluating critical status emergence, contributions for the current and 
succeeding plan years are projected assuming the terms of the current collective bargaining 
agreements pursuant to which the Plan is maintained continue in effect for succeeding plan 
years. Contributions include the automatic 10% employer surcharge for those contracts 
which have not yet been negotiated with terms consistent with the adopted Rehabilitation 
Plan.  The percent of total contributions attributable to surcharges and supplemental 
contributions is assumed to be the same in each future year as it is in 2014.   
 
For purposes of evaluating “critical and declining” status, as outlined in Internal Revenue 
Code Section 432(e)(6), we have assumed contribution rates increase beyond the current 
CBA(s) in accordance with the adopted rehabilitation plan. 

 
Based on input from the Board of Trustees, our projections assume that total hours worked 
remain constant at 2014 work levels. 
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4. The Plan received approval for a 5-year extension of charge bases effective for the Plan Year 

beginning January 1, 2009, as permitted under Internal Revenue Code Section 431(d): 
 
a) For the purpose of determining the Plan’s critical status, the applicable charge base 

extensions have not been reflected in these projections. 
 

b) For the purpose of testing for emergence, the applicable charge base extensions are 
considered. 

 
5. The Plan was initially certified in critical status as of January 1, 2009.  On October 16, 2009 

the Board of Trustees adopted a Rehabilitation Plan under the guidelines of 432(e), which is 
updated and monitored annually.  The Rehabilitation Plan includes certain adopted 
reductions in adjustable benefits effective January 1, 2010, and the Rehabilitation Period 
began January 1, 2012.  Based on reasonable actuarial assumptions and upon exhaustion of 
all reasonable measures, the Plan cannot emerge from Critical Status, as described in Code 
Section 432(e)(3)(A)(ii).  In 2012, the adopted Rehabilitation Plan was updated by the Plan 
Sponsor to include reasonable measures to forestall possible insolvency.   
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Comments and Certification 

 
 

This certification has been prepared in accordance with our understanding of the requirements of 
Internal Revenue Code Section 432, the Preservation of Access to Care for Medicare Beneficiaries 
and Pension Relief Act of 2010, and the Multiemployer Pension Reform Act of 2014.  To the best of 
our knowledge, the information supplied in this certification is complete and accurate and, in our 
opinion, the individual assumptions used in the projections:  (a) are reasonably related to the 
experience of the Plan and to reasonable expectations; and (b) represent our best estimate of 
anticipated experience under the Plan. 
 
As an actuary for Rael & Letson, I am a member of the American Academy of Actuaries and meet 
the Qualification Standards of the American Academy of Actuaries to render the actuarial opinion 
contained herein. 
 
 
 
March 31, 2015    _____________________________________ 
Date      Paul L. Graf, A.S.A., F.C.A., M.A.A.A. 
      Enrolled Actuary Number 14-05627 
      Rael & Letson 

999 Third Avenue, Suite 1530 
Seattle, Washington 98104-3853 
(206) 456-3340 
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EXHIBIT I 

ACTUARIAL METHODS AND ASSUMPTIONS 

 

METHODS: 

Asset Valuation: Assets are valued according to a method which recognizes 20% of each year’s excess (or deficiency) 
of actual investment return on Market Value of Assets over the expected return on Market Value of 
Assets in the year the excess (or deficiency) occurs.  An additional 20% of the excess (or deficiency) 
is recognized in each of the succeeding four years until it is totally recognized.  In no event will the 
Actuarial Value be less than 80% or more than 120% of the Market Value.   

Actuarial Cost Method: Unit Credit Cost Method  

Under this method, we determine the present value of all benefits earned through the valuation date.  
An individual's normal cost is the present value of the benefit expected to be earned in the valuation 
year. The total accrued liability is the sum of the individual present values for all participants.  The 
Unfunded Accrued Liability is the difference between the accrued liability and the assets of the Trust. 
If the assets exceed the accrued liability, the Plan is in a surplus position. This method requires that 
each year’s contributions be applied first to the normal cost, and the balance of the contributions 
applied to amortize the Unfunded Accrued Liability. The normal cost is adjusted at the close of the 
Plan Year to reflect the actual level of contributions received during that Plan Year 
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ASSUMPTIONS: 

Interest Discount Rate: 7.25% for funding. 

Assumed Rate of Return on 
Investments: 

7.25% compounded annually, net of all expenses. 

Mortality: 1983 GAMF Mortality Table (the table is set forward 17 years for disability retirees until age 62). 

Mortality Improvement: The current mortality assumption, with no mortality improvement reflected, is assumed to be 
reasonable at this time. 

Turnover: Table T-7, The Actuary's Pension Handbook. Non-Vested Participants have been assumed to earn 
one year of vesting credit annually until vested. 

Retirement Rates: Active participants are assumed to retire based on the following rate table: 

 Age Rate of Retirement 

 55 20% 

 56 15% 

 57-59 12% 

 60 15% 

 61 20% 

 62 40% 

 63-70 35% 

         71+ 100% 

 

Inactive Vested participants are assumed to retire at age 62. 

Disability Incidence: 1952 Society of Actuaries Table, Period 2, Benefit 5. 

Form of Payment: All participants are assumed to elect a Straight Life Annuity. 

Marital Status: 80% of participants are assumed to be married.  Spouses are assumed to be the same age as 
participants in the population. 

Active Employment: Worked at least 200 hours in covered employment. 

Future Employment: Based on hours worked during the 2013 Plan Year. 

Missing Data: If not specified, participants are assumed to be female and the same age as the average of participants 
with the same status code. 
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ILLUSTRATION SUPPORTING ACTUARIAL CERTIFICATION OF STATUS
1 

 

 

Calculation of Funded Percentage as of January 1, 2015:2 

 

 Projected Actuarial Value of Assets   $ 354,059,119 

 Projected Present Value of Accumulated Benefits  $ 540,363,127 

 Funded Percentage       65.5% 

 

The Plan was initially certified in critical status for its 2009 Plan Year and over the next 10 years 

commencing January 1, 2015, the Plan is projected to incur an accumulated funding deficiency.  The 

credit balance in the Funding Standard Account is projected to be depleted by December 31, 2018.  

Accordingly, the Plan has not emerged (including the Plan’s approved 2009 5-year charge base 

amortization extension under Section 431(d)(1)) from critical status and remains in critical status for 

the 2015 Plan Year.  The Plan’s Funding Standard Account Credit Balance projection is as follows: 

 

December 31, 2015      49,791,336 

December 31, 2016      34,278,811 

December 31, 2017      18,221,493 

December 31, 2018      1,536,326 

December 31, 2019  (16,402,938) 

December 31, 2020 (35,475,486) 

December 31, 2021    (54,914,578) 

December 31, 2022    (75,498,433) 

December 31, 2023    (96,095,808) 

December 31, 2024    (115,791,350) 

December 31, 2025 (142,280,711) 
 

                                

1  Does not reflect the 5-year extension of charge bases effective January 1, 2009, as required for purposes of determining critical 
status. 

2  Reflects projected assets and liabilities as determined for the January 1, 2015 actuarial certification. 
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Type of Date Remaining

Base Description Established Balance Period Payment 

Charges 7 Initial Liability 1/1/1976 $  3,299,082 6.00 $  650,335

4 Actuarial Assumption 1/1/1978 488,273 6.00 96,252

3 Plan Amendment 1/1/1980 168,439 10.00 22,619

3 Plan Amendment 1/1/1981 1,680,462 11.00 211,562

3 Plan Amendment 1/1/1983 811,209 3.00 289,534

3 Plan Amendment 1/1/1984 609,055 4.00 168,603

3 Plan Amendment 1/1/1985 681,445 5.00 156,003

3 Plan Amendment 1/1/1986 1,019,318 6.00 200,933

3 Plan Amendment 1/1/1987 1,413,505 7.00 246,686

3 Plan Amendment 1/1/1988 2,748,389 8.00 433,319

3 Plan Amendment 1/1/1989 2,572,955 9.00 372,143

3 Plan Amendment 1/1/1990 910,472 10.00 122,268

3,4 Plan Amendment+Act Assump 1/1/1991 1,932,925 11.00 243,346

3 Plan Amendment 1/1/1992 1,250,752 12.00 148,790

3 Plan Amendment 1/1/1993 4,631,423 13.00 524,040

3,4 Plan Amendment+Act Assump 1/1/1994 3,572,618 14.00 386,626

3 Plan Amendment 1/1/1995 2,563,039 15.00 266,543

4 Actuarial Assumption 1/1/1996 1,586,922 16.00 159,236

3 Plan Amendment 1/1/1996 13,409,252 16.00 1,345,523

3 Plan Amendment 1/1/1997 8,554,251 17.00 831,144

3 Plan Amendment 1/1/1998 9,470,512 18.00 893,747

4 Actuarial Assumption 1/1/1998 4,170,443 18.00 393,572

4 Actuarial Assumption 1/1/1999 382,137 19.00 35,122

3 Plan Amendment 1/1/1999 16,520,078 19.00 1,518,376

3 Plan Amendment 1/1/2000 6,262,620 20.00 561,942

4 Actuarial Assumption 1/1/2000 3,463,286 20.00 310,759

3 Plan Amendment 1/1/2001 10,351,321 21.00 908,708

3 Plan Amendment 1/1/2002 1,890,939 22.00 162,714

3 Plan Amendment 1/1/2003 2,532,028 23.00 213,933

1 Experience Loss 1/1/2003 5,997,116 8.00 945,524

1 Experience Loss 1/1/2004 12,867,341 9.00 1,861,090

1 Experience Loss 1/1/2005 7,657,581 10.00 1,028,346

3 Plan Amendment 1/1/2005 891,448 25.00 72,938

4 Actuarial Assumption 1/1/2005 947,219 25.00 77,502

1 Experience Loss 1/1/2006 4,375,589 11.00 550,865

3 Plan Amendment 1/1/2006 1,323,980 26.00 106,809

3 Plan Amendment 1/1/2007 1,361,633 27.00 108,429

3 Plan Amendment 1/1/2008 1,079,750 13.00 122,173

1 Experience Loss 1/1/2009 102,072,128 14.00 11,046,176

1 Experience Loss 1/1/2011 4,625,911 11.00 582,379

1 Experience Loss 1/1/2012 34,250,347 12.00 4,074,425

1 Experience Loss 1/1/2013 30,360,494 13.00 3,435,249

$  316,757,687 $  35,886,283

Type of Date Remaining

Base Description Established Balance Period Payment 

Credits 1 Experience Gain 1/1/2010 $  (21,176,635) 10.00 $  (2,843,835)

3 Plan Amendment 1/1/2010 (24,815,938) 10.00 (3,332,562)

1 Experience Gain 1/1/2014 (13,995,934) 14.00 (1,514,630)

1 Experience Gain 1/1/2015 (8,275,002) 15.00 (860,559)

$  (68,263,509) $  (8,551,586)

SCHEDULE OF FUNDING STANDARD ACCOUNT BASES 

Beginning Of Year

Beginning Of Year
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JUSTIFICATION FOR CHANGE IN ACTUARIAL ASSUMPTIONS 

 

 

The current liability interest rate was changed from 3.64% to 3.51% to be within the permissible 

corridor under IRC Section 431 (c)(6)(E). Additionally, the current liability mortality table was 

updated in accordance with IRS Regulations 1.431(c)(6)-1 and 1.430(h)(3)-1. 
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STATEMENT OF ACTUARIAL ASSUMPTIONS / METHODS 

 

 

METHODOLOGY:  

Asset Valuation Assets are valued according to a method which recognizes 20% of each year’s 

excess (or deficiency) of actual investment return on the Market Value of Assets 

over the expected return on the Market Value of Assets in the year the excess (or 

deficiency) occurs.  An additional 20% of the excess (or deficiency) is recognized 

in each of the succeeding four years until it is totally recognized.  In no event will 

the Actuarial Value of Assets be less than 80% or more than 120% of the Market 

Value of Assets.    

Actuarial Cost Method Unit Credit Cost Method  

Under this method, we determine the present value of all benefits earned through 

the valuation date.  An individual's normal cost is the present value of the benefit 

expected to be earned in the valuation year. The total accrued liability is the sum 

of the individual present values for all participants.  The Unfunded Accrued 

Liability is the difference between the accrued liability and the assets of the Trust. 

If the assets exceed the accrued liability, the Plan is in a surplus position. This 

method requires that each year’s contributions be applied first to the normal cost, 

and the balance of the contributions applied to amortize the Unfunded Accrued 

Liability. The normal cost is adjusted at the close of the Plan Year to reflect the 

actual level of Contributions received during that Plan Year. 

Withdrawal Liability Basis The present value of accrued vested benefits for withdrawal liability determination 

uses an interest rate of 7.25% along with all other valuation assumptions.  Assets 

for this purpose are based on the Market Value of Assets.  Adjustable benefits are 

recognized using the Simplified Method pursuant to PBGC Technical Update 10-

3.   
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STATEMENT OF ACTUARIAL ASSUMPTIONS / METHODS 

(CONTINUED) 

 

 

 

 

ASSUMPTIONS:  

Interest Discount Rate 7.25% for funding, FASB ASC 960, and withdrawal liability, and 3.51% for current 

liability. 

Assumed Rate of Return on 

Investments 

7.25% compounded annually, net of all expenses.   

Derivation of Net Investment 

Return and Discount Rate for 

FASB ASC 960 Accounting 

The expected return assumptions are established based on a long run outlook and are 

based on past experience, future expectations and professional judgement.  We have 

modeled the assumptions based on average long-term future expected returns and their 

respective capital market assumptions as provided by several investment professionals.  

Based on the inputs of the Plan’s specific target asset allocation, we have established the 

reasonability of the Plan’s assumption. 

Operating Expenses Assumed covered by investment earnings. 

Mortality Healthy Lives: 1983 GAMF Mortality Table 

Disabled Lives: 1983 GAMF Mortality Table with ages set forward 17 years until age 62  

Current Liability: RP-2000 Mortality Tables (static, separate for annuitants and non-

annuitants), projected forward to the valuation year plus 7 years for annuitants and 15 

years for non-annuitants, as prescribed by IRS regulations. 

Mortality Improvement The current mortality assumption, with no mortality improvement, is assumed to be 

reasonable at this time.  

Turnover Table T-7, The Actuary's Pension Handbook. Non-vested participants are assumed to earn 

one year of vesting credit annually until vested.  

Retirement Rates Active participants are assumed to retire based on the following rate table: 

 Age Rate of Retirement 

 55 20% 

 56 15% 

 57-59 12% 

 60 15% 

 61 20% 

 62 40% 

 63-70 35% 

         71+ 100% 

Inactive vested participants are assumed to retire at age 62. 

Disablement 1952 Society of Actuaries Table, Period 2, Benefit 5.  

Form of Benefit For those not yet in pay status, all participants are assumed to elect a Life Annuity. 
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STATEMENT OF ACTUARIAL ASSUMPTIONS / METHODS 

(CONTINUED) 

 

 

 

Marital Status 80% of non-retired participants are assumed to be married.  Spouses are assumed to be 

the same age as participants in the population. 

Active Participant Worked at least 200 hours in covered employment. 

Future Employment Each active participant is assumed to work the same amount of hours worked in the prior 

plan year. 

Missing Data If not specified, participants are assumed to be female and the same age as the average of 

participants with the same status code. 

 

CHANGES SINCE PRIOR 

VALUATION 

The current liability interest rate was changed from 3.64% to 3.51% due to a change in 

the allowable interest rate range, and the current liability mortality table was updated as 

required. 
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DOCUMENTATION REGARDING PROGRESS UNDER REHABILITATION PLAN 

 

 

On October 16, 2009, the Trustees adopted a rehabilitation plan under the guidelines of 432(e), 

which is updated and monitored annually.  The Plan’s rehabilitation period began January 1, 2012.  

In 2012, the adopted rehabilitation plan was updated by the Plan Sponsor to include reasonable 

measures to forestall possible insolvency.  Based on reasonable actuarial assumptions and upon 

exhaustion of all reasonable measures, the Plan cannot emerge from Critical Status as described in 

Code section 432(e)(3)(A)(ii). 
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To: Participants, Participating Employers and Local Unions

From: Board of Trustees Labor Trustees Management Trustees
Judith Zenk, Co-Chair Michael Parmelee, Co-Chair
Suzanne Mode Matt Oglesby
Mike Richards Lee Ann Doolittle
Patricia Sanchez Pati Piro-Bosley

Subject: Notice of Revised Rehabilitation Plan

Date: February 5, 2013

This notice advises you of changes made to the Rehabilitation Plan for the Western States Office
and Professional Employees Pension Fund (“Plan”), effective January 1, 2013. The Board of
Trustees has revised the Rehabilitation Plan to cap supplemental employer contributions at 80%.

A. Background and Review.

You were previously advised that in 2008 the events of the stock market and general economy
resulted in the Plan having investment losses which caused the Plan to be in the “Red Zone”
under the Pension Protection Act of 2006 (“PPA”).1 The Board of Trustees (“Board”) was
required by PPA to adopt a “Rehabilitation Plan” in order to address the Plan’s critical status.
PPA also requires the Board to review the Rehabilitation Plan annually and to make changes to
reflect the Plan’s experience. Over the past several years the Board has taken the following
actions after considering reasonable alternatives and based on reasonably anticipated investment
and market factors and reasonable actuarial assumptions.:

November 25, 2009 The effective date of the Board’s initial Rehabilitation Plan (“2009 Rehab
Plan”). The 2009 Rehab Plan: (a) reduced Participant benefits and (b)
required employers to make supplemental employer contributions, both as
provided under PPA. The 2009 Rehab Plan was designed to allow the
Plan to emerge from critical status after a 13 year rehabilitation period.

January 1, 2010 The effective date of an updated Rehabilitation Plan (“2010 Rehab Plan”),
adopted by the Board in response to investment returns and market
conditions. The 2010 Rehab Plan was designed to allow the Plan to
emerge from critical status after a 25 year rehabilitation period (often
called a “reasonable measures” plan).

Note: Copies of all Rehabilitation Plans, including contribution schedules, the default
schedule and associated notices, are available at the Plan’s website:
http://www.wsp.aibpa.com

1 “Red Zone” status is based on a certification prepared by the Fund’s actuary as required under PPA.

http://www.wsp.aibpa.com/
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B. Changes Effective January 1, 2013.

The Board has now capped supplemental employer contributions under the Rehabilitation Plan
(“2013 Rehab Plan”) at 80%, effective January 1, 2013. The Board determined that
supplemental employer contributions under the 2010 Rehab Plan were too high to allow
employers to continue to participate in the Plan. For example, before the 2013 change
supplemental employer contributions increase 15% a year and top-out at 220% in 2024. The
Board determined that there is a substantial risk of employer withdrawals, employers going out
of business and possible mass withdrawal if supplemental employer contributions are not
capped.

In making this decision, the Board reviewed multiple alternatives and factors, including:
investment changes and possible returns; economic conditions; restructuring the Plan and
possible mergers; and possible legislative and/or regulatory changes. In addition, the Board was
briefed by the Plan’s actuary, investment consultant and legal counsel. The Board determined
that keeping the current supplemental employer contribution schedule would result in the likely
withdrawal of most, if not all, participating employers, possible employer bankruptcy filings and
business failures. Thus, the Board determined that if the Board did not act, the 2010 Rehab Plan
would likely increase the risk that the Plan would become insolvent in the near term.

Capping supplemental employer contributions is authorized under PPA, which allows the Board
to base the rehabilitation plan on “forestalling insolvency” rather than emerging from critical
status. After capping supplemental employer contributions at 80% under the 2013 Rehab Plan,
the Plan’s actuary estimates that the Plan will have sufficient assets to pay benefits until
approximately 2040. This estimate is based on all employers adopting the 80% supplemental
contribution schedule with their next bargaining agreement and that all actuarial assumptions are
met, including the Plan investments earning the assumed 7.25% investment return in 2013 and
all future years. The Board will continue to review the rehabilitation plan each year and make
adjustments and changes, as needed. If the economy rebounds and investment returns exceed the
7.25% assumed rate, the Board can go back to a reasonable measures rehabilitation plan where
the Plan emerges from critical status.

Note: The Board did not change the default schedule under the 2013 Rehab Plan.
The default schedule has 20% annual increments and tops-out at 275%.

Note: No employer is currently making supplemental employer contributions in
excess of 80% and no employer is expected to exceed an 80% contribution
percentage until early this coming summer. The Board decided to
implement the 80% cap before any employer started paying more than the
80% cap.

C. What Happens if the Plan Becomes Insolvent?

Plan benefits are insured or guaranteed by the Pension Benefit Guarantee Corporation
(“PBGC”). The PBGC is a federal corporation established by Congress to insure pension
benefits. The Board has been paying insurance premiums to the PBGC for all participants in
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order to provide participants benefit protections under this federal program. Should the
circumstance of insolvency arise, the Plan will stay in place, employers will continue to make
contributions and supplemental contributions and the Plan will start paying PBGC guaranteed
benefits. The PBGC will provide additional funds to the Plan to help fund those benefits.

The level of PBGC guaranteed benefits are set by law and are based on participants’ vested
benefits. The PBGC guarantees a monthly benefit payment equal to 100 percent of the first $11
of the Plan’s monthly benefit accrual rate, plus 75 percent of the next $33 of the accrual rate,
times each year of credited service. This means that the PBGC’s maximum guarantee is $35.75
per month times a participant’s years of credited service. Examples of how the PBGC
guaranteed benefits are determined are provided as Exhibit 1 to this notice.

The PBGC guarantees pension benefits payable at normal retirement age and some early
retirement benefits are available. In calculating a person’s monthly payment, the PBGC will
disregard any benefit increases that were made under the Plan within 60 months before the
earlier of the Plan’s termination or insolvency (or benefits that were in effect for less than 60
months at the time of termination or insolvency). Similarly, the PBGC does not guarantee (1)
pre-retirement death benefits to a spouse or beneficiary (e.g., a qualified pre-retirement survivor
annuity) if the participant dies after the Plan terminates; (2) benefits above the normal retirement
benefit; or (3) disability benefits not in pay status.

D. Employer Supplemental Contributions under the Revised Rehabilitation Plan.

Employers that have already adopted the 2012 Rehab Plan will stay on the schedule they started
with, but contributions will be automatically capped at 80%. A table showing the new 80% cap
on supplemental contributions is attached as Exhibit 2.

Example 1: Employer adopted the 2012 Rehab Plan effective January 1, 2012. The employer
stays on the rehabilitation plan schedule the employer started with, until the cap applies (see
attached exhibit):

2012 48%
2013 63%
2014 78%
2015 80% - the cap applies for all subsequent years.

Example 2: Employer adopts the 2013 Rehab Plan effective July 1, 2013. At that point
forward the 80% cap applies so the employer’s supplemental contributions start at 80% and stay
at 80%.

Attached as Exhibit 3 are Questions and Answers which help explain the current situation.

For more information about this notice, you may contact:

A & I Benefit Plan Administrators, Inc.
1220 SW Morrison St., Suite 300

Portland, OR 97205-2222
Toll Free: (800) 413-4928; Local: (503) 222-7694
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EXHIBIT 1: PBGC BENEFIT GUARANTEE EXAMPLES

Example 1.

Assume a participant has 10 years of credited service and a vested accrued monthly benefit of
$500. The PBGC guaranteed benefit is determined as follows:

a. Determine the maximum PBGC accrual rate by dividing the vested accrued monthly
benefit by years of credited service:

Accrued benefit $500 = $50 maximum
Credited service 10

b. Determine the PBGC guaranteed amount for a $50 accrual rate.

(1) 100% of the first $11 of benefit: = $11.00

(2) 75% of the next $33 of benefit: = $24.75 (.75 x $33)

Guaranteed amount: $35.75 of the $50 accrual rate

c. Determine the PBGC guaranteed monthly benefit: $35.75 x 10 = $375.50

Conclusion: The Participant has an accrued benefit of $500 a month. The portion of
that benefit guaranteed by the PBGC is $375.00. This means that the
Participant’s benefit is reduced to $375.00/month. This is 75.1% of the
Participant’s original benefit.

Example 2.

Assume a participant has 10 years of credited service and a vested accrued monthly benefit of
$200. The PBGC guaranteed benefit is determined as follows:

a. Determine the maximum PBGC accrual rate by dividing the vested accrued monthly
benefit by years of credited service:

Accrued benefit $200 = $20 maximum
Credited service 10

b. Determine the PBGC guaranteed amount for a $20 accrual rate.

(1) 100% of the first $11 of benefit: = $11.00

(2) 75% of the next $9 of benefit ($20-$11): = $ 6.75 (.75 x $9)

Guaranteed amount: $17.75 of the $20 accrual rate

c. Determine the PBGC guaranteed monthly benefit: $17.75 x 10 = $177.50

Conclusion: The Participant has an accrued benefit of $200 a month. The portion of
that benefit guaranteed by the PBGC is $177.50. This means that the
Participant’s benefit is reduced to $177.50/month. This is 88.75% of the
Participant’s original benefit.
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EXHIBIT 2: SUPPLEMENTAL EMPLOYER CONTRIBUTION SCHEDULE

2013 Revised Rehabilitation Plan (2013 Rehab Plan)
Supplemental Employer Contribution Schedule

The following Supplemental Employer Contribution percentages apply to collective bargaining
agreements effective on or after November 25, 2009. PPA makes it unlawful for the bargaining
parties to reduce employer pension contribution rates below the level of the pension contribution
rates in effect as of March 31, 2009.

All employers are subject to a 10% surcharge contribution effective January 1, 2010. The
surcharge continues until the Rehabilitation Plan is adopted.

CBA Effective
Date

1st year 2nd year 3rd year 4th & later
1/1/2012 48% 63% 78% 80%
2/1/2012 50% 65% 80% 80%
3/1/2012 52% 67% 80% 80%
4/1/2012 53% 68% 80% 80%
5/1/2012 55% 70% 80% 80%
6/1/2012 56% 71% 80% 80%
7/1/2012 58% 73% 80% 80%
8/1/2012 60% 75% 80% 80%
9/1/2012 62% 77% 80% 80%

10/1/2012 63% 78% 80% 80%
11/1/2012 65% 80% 80% 80%
12/1/2012 67% 80% 80% 80%
1/1/2013 69% 80% 80% 80%
2/1/2013 70% 80% 80% 80%
3/1/2013 72% 80% 80% 80%
4/1/2013 74% 80% 80% 80%
5/1/2013 76% 80% 80% 80%
6/1/2013 78% 80% 80% 80%
7/1/2013 80% 80% 80% 80%

Note: For any CBA effective date on and after 7/1/2013, the Supplemental Employer
Contribution Percentage that applies is the ultimate maximum rate of 80%.
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EXHIBIT 3: QUESTIONS AND ANSWERS

Employer/Bargaining Unit Questions

1. An employer and a local entered into a new collective bargaining agreement effective
January 1, 2011. The CBA states that the employer will make supplemental
contributions pursuant the then current Rehabilitation Schedule, which will eventually
exceed 80%. Do the bargaining parties have to amend the CBA to adopt the new
Rehabilitation Schedule capped at 80%?

Answer: Yes, the parties need to adopt a side-letter agreement adopting the new
schedule.

2. Assume the bargaining parties are currently bargaining a new CBA. What do they need
to do to adopt the new schedule?

Answer: The parties need to adopt the new schedule in their CBA or in a side-letter.

3. Does the revised Rehabilitation Plan change the rules regarding when the default
schedule applies?

Answer: No. The current rules regarding imposition of the default schedule
continue to apply. The Board has previously issued a Rehabilitation Plan
Contribution Policy dated December 1, 2011, which sets forth the rules on
when the default schedule applies. A copy of the policy is available on the
Plan’s website: http://www.wsp.aibpa.com or from the plan administrator.

Participant Questions

1. Is the Plan terminating?

Answer: No. The Plan is continuing to operate and will continue to operate in the
event the Plan becomes insolvent. In that case, the PBGC will provide
financial assistance to the Plan. The PBGC will not take-over the Plan
administration. The Plan will continue as before, collecting contributions
and paying guaranteed benefits.

2. Can the Plan still emerge from the red zone?

Answer: Yes. The Plan could emerge from the red zone or “critical status” depending
upon a number of factors, including: a strong economic recovery; increased
investment returns; the addition of new employers; action by Congress and/or
regulatory agencies; etc. The Board will continue to review the Rehabilitation
Plan each year and make appropriate changes.

http://www.wsp.aibpa.com/
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3. If the Plan becomes insolvent in the future, what happens to retiree benefits?

Answer: If the Plan becomes insolvent the law requires the Plan to reduce all
benefits to the PBGC maximum guaranteed amount. Examples of how the
maximum guaranteed benefits are determined are provided in the Notice.
The reduction applies to current and future retirees. However, the
reduction will not take place until the Plan is actually insolvent, which
absent the improvements noted above are currently projected to be
approximately 2040.












