
Annual Return/Report of Employee Benefit PlanForm 5500
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 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

OMB Nos. 1210-0110
1210-0089

Department of the Treasury
Internal Revenue Service

2018Department of Labor

Employee Benefits Security
Administration I Complete all entries in accordance with

the instructions to the Form 5500.
This Form is Open to Public

Inspection
Pension Benefit Guaranty Corporation

Part I Annual Report Identification Information
For calendar plan year 2018 or fiscal plan year beginning and ending

A

B

C
D

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

participating employer information in accordance with the form instructions.)

a single-employer plan a DFE (specify)

This return/report is: the first return/report

an amended return/report

the final return/report

a short plan year return/report (less than 12 months)

IIf the plan is a collectively-bargained plan, check here

Check box if filing under:

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
Form 5558

special extension (enter description)

automatic extension the DFVC program

Part II Basic Plan Information - enter all requested information

1a Name of plan 1b Three-digit plan
number (PN) I

1c

2b

2c

2d

Effective date of plan

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)

Employer Identification
Number (EIN)

Plan Sponsor's telephone
number

Business code (see
instructions)

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

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

SIGN

HERE

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

SIGN

HERE

Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2018)
v. 171027

8A6704 1.000

X

X
X

NORTHERN CALIFORNIA ELECTRICAL WORKERS PENSION 001
TRUST

12/12/1961

94-6062674BOARD OF TRUSTEES,
NORTHERN CALIFORNIA ELECTRICAL
WORKERS PENSION TRUST
720 MARKET ST STE 700
SAN FRANCISCO CA 94102

415-263-3670

238210
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Form 5500 (2018) Page 2

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

3c

Administrator's EIN

Administrator's telephone

number

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

4b

4d

 EIN

 PNa Sponsor's name

c Plan Name

5
6

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

6a(1)

6a(2)

6b

6c

6d

6e

6f

6g

6h

7

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)

a(2) 

b

c

d

e

f

g

h

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

      

m m m m m m m m m m m m m m m m m m m m m
Total number of active participants at the end of the plan year m m m m m m m m m m m m m m m m m m m m m m m m

Retired or separated participants receiving benefits

Other retired or separated participants entitled to future benefits

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

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

Total.  Add lines 6d and 6e .

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

complete this item)

Number of participants that terminated employment during the plan year with accrued benefits that were

less than 100% vested

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) m m m m m m
8a

b

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

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

9

10

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

(1)

(2)

(3)

(4)

Insurance

Code section 412(e)(3) insurance contracts

Trust

General assets of the sponsor

(1)

(2)

(3)

(4)

Insurance

Code section 412(e)(3) insurance contracts

Trust

General assets of the sponsor

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)

(2)

(3)

R  (Retirement Plan Information) (1)

(2)

(3)

(4)

(5)

(6)

H (Financial Information)

MB  (Multiemployer Defined Benefit Plan and Certain Money

Purchase Plan Actuarial Information) - signed by the plan

actuary

I (Financial Information - Small Plan)

A (Insurance Information)

C (Service Provider Information)

SB  (Single-Employer Defined Benefit Plan Actuarial

Information) - signed by the plan actuary

D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)

8A6705 1.000

X
94-6062674

415-263-3670

3264

1706

1782

1058

202

3042

170

3212

0.

0.
129

1B

X X

X X
X

X
X
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Form 5500 (2018) Page 3

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.) Yes Nom m m m m m m m m m m m m m
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.) Yes Nom m m m m m
11c Enter the Receipt Confirmation Code for the 2018 Form M-1 annual report.  If the plan was not required to file the 2018 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

8A6706 1.000



Service Provider Information OMB No. 1210-0110SCHEDULE C
(Form 5500)

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

Department of the Treasury
Internal Revenue Service

2018

This Form is Open to Public
Inspection.

Department of Labor
Employee Benefits Security Administration I File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

For calendar plan year 2018 or fiscal plan year beginning and ending

A Name of plan B Three-digit

plan number (PN) I

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

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
a

Information on Persons Receiving Only Eligible Indirect Compensation
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). m m m m m m Yes No

b If you answered line 1a "Yes," enter the name and EIN or address of each person providing the required disclosures for the service providers who

received only eligible indirect compensation.  Complete as many entries as needed (see instructions).

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

(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

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule C (Form 5500) 2018
v.180523

8A6720 1.000

NORTHERN CALIFORNIA ELECTRICAL WORKERS PENSION 001
TRUST

BD. OF TRUSTEES,(OF THE ABOVE PLAN) 94-6062674

X

CHEVY CHASE TRUST CO. 52-2037618

DIMENSIONAL FUND ADVISORS LP 30-0447847

WHITE OAK GLOBAL ADVISORS, LLC 26-0340395

SCHRODER INVESTMENT MGMT 13-4064414

21363G F173 V 18-6.4F 25-7943 Page 5



Schedule C (Form 5500) 2018 Page 2-

(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

8A6721 1.000

AUDAX MANAGEMENT COMPANY(NY)LLC 04-3525044

21363G F173 V 18-6.4F 25-7943 Page 6



Page 3 -Schedule C (Form 5500) 2018

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)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(b)
Service
Code(s)

(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?

Yes Yes YesNo No No

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

(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?

(b)
Service
Code(s)

Yes Yes YesNo No No

(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?

Yes No Yes YesNo No

8A6722 1.000

IFM INVESTORS PTY LTD
114 W 47TH ST FL 26
NEW YORK NY 10036

XNONE 0 X 1265518 X28
40

52

JP MORGAN INVESTMENT MANAGEMENT 13-3200244

XNONE 596268 027
28

50
51

INTECH INVESTMENT MANAGEMENT LLC 01-0614895

XNONE 377219 028
51

21363G F173 V 18-6.4F 25-7943 Page 7



Page 3 -Schedule C (Form 5500) 2018

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)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(b)
Service
Code(s)

(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?

Yes Yes YesNo No No

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

(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?

(b)
Service
Code(s)

Yes Yes YesNo No No

(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?

Yes No Yes YesNo No

8A6722 1.000

DODGE & COX 94-1441976

XXNONE 316169 0 X28

ALAN BILLER & ASSOCIATES INC 94-2854958

XNONE 82500 027

MILLER KAPLAN ARASE LLP 95-2036255

XNONE 28400 010
50

21363G F173 V 18-6.4F 25-7943 Page 8



Page 3 -Schedule C (Form 5500) 2018

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)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(b)
Service
Code(s)

(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?

Yes Yes YesNo No No

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

(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?

(b)
Service
Code(s)

Yes Yes YesNo No No

(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?

Yes No Yes YesNo No

8A6722 1.000

DAVID CRUTCHER 20-3194050

XNONE 25089 029

LEONARD CARDER, LLP 94-2819269

XNONE 10640 029

BLACKROCK INSTITUTIONAL TRUST CO 94-3112180

X
21
24
28

50
51 NONE 335149 0

21363G F173 V 18-6.4F 25-7943 Page 9



Page 3 -Schedule C (Form 5500) 2018

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)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(b)
Service
Code(s)

(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?

Yes Yes YesNo No No

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

(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?

(b)
Service
Code(s)

Yes Yes YesNo No No

(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?

Yes No Yes YesNo No

8A6722 1.000

BOLTON PARTNERS NORTHEAST, INC. 27-3666661

XNONE 52250 011

NATIONAL REAL ESTATE ADVISORS, LLC 26-2237421

XNONE 341169 028
51

COMERICA BANK 94-6062674

XX
18
19
72

49
59
62

NONE 61853 0 X

21363G F173 V 18-6.4F 25-7943 Page 10



Page 3 -Schedule C (Form 5500) 2018

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)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(b)
Service
Code(s)

(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?

Yes Yes YesNo No No

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

(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?

(b)
Service
Code(s)

Yes Yes YesNo No No

(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?

Yes No Yes YesNo No

8A6722 1.000

E.I.S.B., INC. 94-1541240

XNONE 485643 014

STEPHEN HORN INSURANCE SERVICES 94-3249244

XNONE 0 X 27406 X53
22

SEGAL MARCO ADVISORS 13-2646110

XNONE 5000 070

21363G F173 V 18-6.4F 25-7943 Page 11



Page 3 -Schedule C (Form 5500) 2018

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)

(c)
Relationship to

employer, employee
organization, or

person known to be
a party-in-interest

(b)
Service
Code(s)

(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?

Yes Yes YesNo No No

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

(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?

(b)
Service
Code(s)

Yes Yes YesNo No No

(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?

Yes No Yes YesNo No

8A6722 1.000

NEYHART ANDERSON FLYNN & GROSBOLL 94-2576729

XNONE 5691 029

21363G F173 V 18-6.4F 25-7943 Page 12



Schedule C (Form 5500) 2018 Page 4 -

Part I     Service Provider Information (continued)

If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by a service provider, and the service provider is a fiduciary3.
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.

(b) Service Codes
(see instructions)

(c) Enter amount of indirect

compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect

compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

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

(b) Service Codes
(see instructions)

(c) Enter amount of indirect

compensation

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

(e) Describe the indirect compensation, including any
formula used to determine the service provider's eligibility

for or the amount of the indirect compensation.

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

8A6772 1.000

IFM INVESTORS PTY LTD 126551828 40 52

IFM GLBL INFRASTRUCTURE FUND 98-0569684 MANAGEMENT FEES

21363G F173 V 18-6.4F 25-7943 Page 13



Schedule C (Form 5500) 2018 Page 5 -

Service Providers Who Fail or Refuse to Provide InformationPart II

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.

(b)Nature of

Service

Code(s)

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

instructions)

(c) Describe the information that the service provider

failed or refused to provide

(b) Nature of
Service
Code(s)

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

(c) Describe the information that the service provider

failed or refused to provide

(b) Nature of
Service
Code(s)

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

(c) Describe the information that the service provider

failed or refused to provide

(b) Nature of
Service
Code(s)

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

(c) Describe the information that the service provider

failed or refused to provide

(b) Nature of
Service
Code(s)

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

(c) Describe the information that the service provider

failed or refused to provide

(b) Nature of
Service
Code(s)

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

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

8A6773 1.000
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SCHEDULE D
(Form 5500)

DFE/Participating Plan Information OMB No. 1210-0110

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

Retirement Income Security Act of 1974 (ERISA). 2018Department of the Treasury
Internal Revenue Service

File as an attachment to Form 5500.
Department of Labor

Employee Benefits Security Administration
I

This Form is Open to Public

Inspection.

For calendar plan year 2018 or fiscal plan year beginning                                                         and ending                                 

A Name of plan B Three-digit

plan number (PN) I
C Plan or DFE sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

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:

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

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

d Entity
 code 

e
c EIN-PN 

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

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

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

d Entity
 code 

e
c EIN-PN 

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

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

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

d Entity
 code 

e
c EIN-PN 

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

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

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

d Entity
 code 

e
c EIN-PN 

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

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

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

d Entity
 code 

e
c EIN-PN 

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

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

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

d Entity
 code 

e
c EIN-PN 

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

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

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

d Entity
 code 

e
c EIN-PN 

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule D (Form 5500) 2018
v.1710278A6724 1.000

NORTHERN CALIFORNIA ELECTRICAL WORKERS PENSION 001
TRUST

BD. OF TRUSTEES,(OF THE ABOVE PLAN) 94-6062674

IBEW-NECA EQUITY INDEX FUND

CHEVY CHASE TRUST COMPANY
31-1772714 - 003 C 25934954

JPMCB STRATEGIC PROPERTY FUND

JP MORGAN CHASE BANK, NA
13-6038770 - 001 C 60388345

BLACKROCK GLBL ALLOCAT COLLECTVE FD

BLACKROCK INSTITUTIONAL TRUST COMPANY, N.A
46-0563260 - 001 C 45383579

21363G F173 V 18-6.4F 25-7943 Page 15



Schedule D (Form 5500) 2018 Page 2 -

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

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

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

d Entity
  code 

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

c EIN-PN 

8A6725 1.000

21363G F173 V 18-6.4F 25-7943 Page 16



Schedule D (Form 5500) 2018 Page 3 -

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

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

a Plan name

b Name of
plan sponsor

c EIN-PN

8A6726 1.00021363G F173 V 18-6.4F 25-7943 Page 17



SCHEDULE H Financial Information OMB No. 1210-0110

(Form 5500)
Department of the Treasury

Internal Revenue Service

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).

2018

Department of Labor

Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

This Form is Open to Public
InspectionI File as an attachment to Form 5500.

For calendar plan year 2018 or fiscal plan year beginning and ending

A Name of plan B Three-digit

plan number (PN) I

C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)

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

1a

1b(1)

1b(2)

1b(3)

1c(1)

1c(2)

1c(3)(A)

1c(3)(B)

1c(4)(A)

1c(4)(B)

1c(5)

1c(6)

1c(7)

1c(8)

1c(9)

1c(10)

1c(11)

1c(12)

1c(13)

1c(14)

1c(15)

a
b

c

Total noninterest-bearing cash

Receivables (less allowance for doubtful accounts):

m m m m m m m m m m m m m m m m m m m m
(1)

(2)

(3)

Employer contributions

Participant contributions

Other

m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
General investments:

(1)

(2)

(3)

(4)

(5)

(6)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

(14)

(15)

Interest-bearing cash (include money market accounts & certificates

  of deposit) m m m m m m m m m m m m m m m m m m m m m m m m m m m
U.S. Government securities

Corporate debt instruments (other than employer securities):

(A)  Preferred

(B)  All other

Corporate stocks (other than employer securities):

(A)  Preferred

(B)  Common

Partnership/joint venture interests

Real estate (other than employer real property)

Loans (other than to participants)

Participant loans

Value of interest in common/collective trusts

Value of interest in pooled separate accounts

Value of interest in master trust investment accounts

Value of interest in 103-12 investment entities

m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m
m m m m m m m m m m

m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m
m m m m m m m m m m m

m m m m m m m
m m m m m m m m m m

Value of interest in registered investment companies (e.g., mutual

funds) m m m m m m m m m m m m m m m m m m m m m m m m m m m m
Value of funds held in insurance company general account

(unallocated contracts)m m m m m m m m m m m m m m m m m m m m m m
Other m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2018
v.171027

8A6739 1.000

NORTHERN CALIFORNIA ELECTRICAL WORKERS PENSION 001
TRUST

BD. OF TRUSTEES,(OF THE ABOVE PLAN) 94-6062674

3877479 4248520

3402635 3793925

3028067 757589

6956671 8165877
46077753 37043228

8053623 30651033
30063487 10522445

147177515 129208982
62568267 55224378

170599192 162019072

87671938 79832486

2289769 15327788
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Schedule H (Form 5500) 2018 Page 2

(a) Beginning of Year (b) End of Year1d

e

f

g

h

i

j

k

l

Employer-related investments:

Buildings and other property used in plan operation

Total assets (add all amounts in lines 1a through 1e)

1d(1)

1d(2)

1e

1f

1g

1h

1i

1j

1k

1l

(1)

(2)

Employer securities

Employer real property

m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m
m m m m m m m m m m

Liabilities

Benefit claims payable

Operating payables

Acquisition indebtedness

Other liabilities

Total liabilities (add all amounts in lines 1g through 1j)

m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m
Net Assets

Net assets (subtract line 1k from line 1f) m m m m m m m m m m m m m m m m
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.

(a) Amount (b) TotalIncome

a

b

Contributions:
2a(1)(A)

2a(1)(B)

2a(1)(C)

2a(2)

2a(3)

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2b(1)(F)

2b(1)(G)

2b(2)(A)

2b(2)(B)

2b(2)(C)

2b(2)(D)

2b(3)

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)

m m m m m m m m(1)

(2)

(3) 

Received or receivable in cash from:  (A) Employers

(B) 

(C)

m m m m m m m m m m m m m m m m m m m m m m m m mParticipants

Others (including rollovers) m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m mNoncash contributions

Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2) m m m
Earnings on investments:

(1)

(2)

(3)

(4)

(5)

Interest:

(A) 

(B)

(C)

(D)

(E)

(F)

(G)

Interest-bearing cash (including money market accounts and

certificates of deposit)

U.S. Government securities

Corporate debt instruments

Loans (other than to participants)

Participant loans

Other

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

m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m

m m m m m m m m m m m m m m m m m mDividends: (A) Preferred stock

m m m m m m m m m m m m m m m m m m m m m m m(B) 

(C)

(D)

Common stock

Registered investment company shares (e.g. mutual funds)

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

m m
m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m mRents

Net gain (loss) on sale of assets:  (A)  Aggregate proceeds

Unrealized appreciation (depreciation) of assets: (A) Real estate

m m m m m
m m m m m m m m m(B) 

(C)

(B)

(C)

Aggregate carrying amount (see instructions)

Subtract line 2b(4)(B) from line 2b(4)(A) and enter result

Other

Total unrealized appreciation of assets.

Add lines 2b(5)(A) and (B)

m m m
m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m

8A6740 1.000

99306 140851
571865702 536936174

2091375 2273115

91829
2091375 2364944

569774327 534571230

26131360

26131360

141252
1617144
1885198

13594
3657188

4593863
2784604

7378467

153526972
152136013

1390959

-5714145

-5714145
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(a) Amount (b) Total

m m m m m
m m m m m

m
m m m m

m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m m m

m m

2b(6)

2b(7)

2b(8)

2b(9)

(6)

(7)

(8)

(9)

(10)

(1)

(2)

(3)

(4)

(2)

(3)

(4)

(5)

(1)

(2)

Net investment gain (loss) from common/collective trusts

Net investment gain (loss) from pooled separate accounts

Net investment gain (loss) from master trust investment accounts

Net investment gain (loss) from 103-12 investment entities

Net investment gain (loss) from registered investment

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

c
d

e

f
g
h
i

j

k
l

2c

2d

2e(1)

2e(2)

2e(3)

2e(4)

2f

2g

2h

2i(1)

2i(2)

2i(3)

2i(4)

2i(5)

2j

2k

2l(1)

2l(2)

Other income

Total income. Add all income amounts in column (b) and enter total

Expenses

Benefit payment and payments to provide benefits:

Directly to participants or beneficiaries, including direct rollovers

To insurance carriers for the provision of benefits

Other

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

m m
m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m

m m m m m m m m m m m m m m m
m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

Corrective distributions (see instructions)

Certain deemed distributions of participant loans (see instructions)

Interest expense

Administrative expenses:  (1) Professional fees

Contract administrator fees

Investment advisory and management fees

Other

Total administrative expenses. Add lines 2i(1) through (4) m m m m m
Total expenses. Add all expense amounts in column (b) and enter total

Net Income and Reconciliation
m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m
Net income (loss). Subtract line 2j from line 2d

Transfers of assets:

To this plan

From this plan m m m m m m m m m m m m m m m m m m m m m m m m m m
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

b
c

d

The attached opinion of an independent qualified public accountant for this plan is (see instructions):

(1) Unqualified (2) Qualified (3) Disclaimer (4) Adverse

Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?

Enter the name and EIN of the accountant (or accounting firm) below:

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

Yes No

(1) Name: (2) EIN:

(1) This form is filed for a CCT, PSA, or MTIA.     (2) 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 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

4b

m m
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.) m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

8A6741 1.000

-1271935

-18822056

12749838

46701935

46701935

200742

2061065
729193

2991000
49692935

-36943097

1740000

X
X

MILLER KAPLAN ARASE LLP 95-2036255

X

X
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Yes No Amount

c

d

e
f

g

h

i

j

k

l
m

n

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.)

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.)

Was this plan covered by a fidelity bond?

Did the plan have a loss, whether or not reimbursed by the plan's fidelity bond, that

was caused by fraud or dishonesty?

Did the plan hold any assets whose current value was neither readily determinable

on an established market nor set by an independent third party appraiser?

Did the plan receive any noncash contributions whose value was neither readily

determinable on an established market nor set by an independent third party appraiser?

Did the plan have assets held for investment? (Attach schedule(s) of assets if "Yes" is

checked, and see instructions for format requirements.)

Were any plan transactions or series of transactions in excess of 5% of the current

value of plan assets? (Attach schedule of transactions if "Yes" is checked, and

see instructions for format requirements.)

Were all the plan assets either distributed to participants or beneficiaries, transferred

to another plan, or brought under the control of the PBGC?

Has the plan failed to provide any benefit when due under the plan?

If this is an individual account plan, was there a blackout period? (See instructions

and 29 CFR 2520.101-3.)

If 4m was answered "Yes," check the "Yes" box if you either provided the required notice or

one of the exceptions to providing the notice applied under 29 CFR 2520.101-3.

4c

4d

4e

4f

4g

4h

4i

4j

4k

4l

4m

4n

m m m m

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m

m m m m
m m m m m m m m m m m m m m

m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m

m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m m m m m m m m

m m m m m m m
5a  Has a resolution to terminate the plan been adopted during the plan year or any prior plan year? m m Yes No

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

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

were transferred. (See instructions.)

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

5c If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)?

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

m m Yes No Not determined

. (See instructions.)

8A6742 1.000

X

X
X 1700000

X

X 55224378

X

X

X

X
X

X

X
4165426
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SCHEDULE R
(Form 5500)

OMB No. 1210-0110Retirement Plan Information

This schedule is required to be filed under sections 104 and 4065 of the

Employee Retirement Income Security Act of 1974 (ERISA) and section 
6058(a) of the Internal Revenue Code (the Code).

Department of the Treasury

Internal Revenue Service

2018

Department of Labor

Employee Benefits Security Administration This Form is Open to Public 

Inspection.I File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

For calendar plan year 2018 or fiscal plan year beginning and ending

Name of plan Three-digit
plan number
(PN)

A B

I
D Employer Identification Number (EIN)Plan sponsor's name as shown on line 2a of Form 5500C

Part I

1

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

2

Total value of distributions paid in property other than in cash or the forms of property specified in the
instructions 1m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
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 m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m 3

Part II Funding Information (If the plan is not subject to the minimum funding requirements of section 412 of the Internal Revenue Code or

ERISA section 302, skip this Part.)

4

5

6

Is the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)??

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

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.

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

Yes No N/Am m m m m m

Month Day YearDate:

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

deficiency not waived)

a

6am m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
Enter the amount contributed by the employer to the plan for this plan year b 6b

6c

m m m m m m m m m m m m m m m
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) 

c

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

Yes No N/AWill the minimum funding amount reported on line 6c be met by the funding deadline?7 m m m m m m m m m m m m
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?

8

Yes No N/Am m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
Part III Amendments

IIf 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.

9

Increase Decrease Both Nom m m m m m m m m m m m m m m m m m m m m m m m m m m m
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.

Yes No

a

Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?10

b

m m
Yes NoDoes the ESOP hold any preferred stock?11 m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a "back-to-back" loan?

Yes No(See instructions for definition of "back-to-back" loan.) m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
Yes No12 Does the ESOP hold any stock that is not readily tradable on an established securities market? m m m m m m m m m m m m m m

Schedule R (Form 5500) 2018For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 171027

8A6749 1.000

NORTHERN CALIFORNIA ELECTRICAL WORKERS PENSION 001
TRUST

BD. OF TRUSTEES,(OF THE ABOVE PLAN) 94-6062674

0

4

X

0

X

X
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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

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 and see instructions regarding required attachment.  Otherwise,

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

8A6776 1.000

CUPERTINO ELECTRIC, INC.
94-1403967 3361101

05 31 2022

10.02
X

ROSENDIN ELECTRIC
94-1242813 8010864

05 31 2022

10.02
X

DECKER ELECTRIC CO.
94-0423210 2478888

05 31 2022

10.02
X

CBF, INC.
94-2379973 3383726

05 31 2022

10.02
X

MCMILLAN ELECTRIC
94-1729373 2859080

05 31 2022

10.02
X

FISK ELECTRIC CO
74-0626360 2913465

05 31 2022

10.02
X
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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

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 and see instructions regarding required attachment.  Otherwise,

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

a Name of contributing employer

b EIN c Dollar amount contributed by employer

d Date collective bargaining agreement expires (If employer contributes under more than one collective bargaining agreement, check box

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

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

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

(1)

(2)

(1)

(2)

Contribution rate (in dollars and cents)

Base unit measure: HourlyHourly WeeklyWeekly Unit of productionUnit of production Other (specify):

8A6776 1.000

PAGANINI ELECTRIC CORP
94-2277299 2632536

05 31 2022

10.02
X
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Enter the number of participants on whose behalf no contributions were made by an employer as an employer

of the participant for:

14

14a
14b
14c

a
b
c

The current year

The plan year immediately preceding the current plan year

The second preceding plan year

m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
m m m m m m m m m m m m m m m m m m m m m mm m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m

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:

15a
15b

a
b

The corresponding number for the plan year immediately preceding the current plan year

The corresponding number for the second preceding plan year

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

16aa Enter the number of employers who withdrew during the preceding plan year m m m m m m m m m m m m m
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 16bm m m m m m m m m m m m m m m m m m m m m m m m m m
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. m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
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 m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m m
19 If the total number of participants is 1,000 or more, complete lines (a) through (c)

a

b

Enter the percentage of plan assets held as:

Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %

Provide the average duration of the combined investment-grade and high-yield debt:

0-3 years 3-6 years 6-9 years 9-12 years 12-15 years 15-18 years 18-21 years 21 years or more

c What duration measure was used to calculate line 19(b)?

Effective duration Macaulay duration Modified duration Other (specify):

8A6777 1.000

25.0 15.0 17.0 43.0

X

X
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Schedule MB (Form 5500) 2018 Page 2 - 1- x
2 Operational information as of beginning of this plan year: 

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: 
(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
  

 
 
  

  

Totals  ► 3(b)  3(c) 

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 

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): 

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 Other (specify):_ 
____________________________________________________________________________

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

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

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

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

5m YYYY-MM-DD 

X

X

X

N

90.5

026,131,360

02,311,61501/31/2019
023,819,74506/30/2018

49.53

1,150,247,6893,095
515,255,6581,706
426,893,845
88,361,813

36,057,778200
598,934,2531,189

569,774,327
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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:   

 (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 39,734,414

2,772,168

00

00

25,343,206149,397,636

11,619,040

X

X

X

15,691,842115,788,3275
971,6899,220,5094

1,850,49417,559,6191

14.1

6.0

X

X7.7

7.507.50

AA
AA

XX

2.98
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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 
 

 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 2018 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 

 
X

0

0

0

0

0

81,639,848

121,374,262

0

0

0

508,901,201

159,444,437

7,475,775

8,710,13712,696,269

26,131,360

79,056,990
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Assumptions 
 

Mortality and Improvement: 
 
Fully generational (with 25% of scale AA) Sex Distinct RP-2000 Combined Healthy Blue Collar 
Mortality Table for non-disabled lives. 
 
1983 GAM Male and Female is for disabled lives as described in Rev. Rul. 96-7 as "for 
disabilities occurring in plan years beginning after December 31, 1994." 
 
The mortality assumption was last revised in 2015 to better reflect experience under the plan. 
We will continue to monitor actual deaths versus expected deaths with each valuation. 
 
Funding Interest Rate: 
 
7.50% based on expected earnings from portfolio analysis (2.98% for current liability). 
 
Rates of Termination: 
 
Rates vary by age as follows: 

 
Age Rate

20 8.74%
30 3.94%
40 2.52%
50 1.23%  

 
The termination decrement was determined using professional judgement. 
 
Disability: 
 
Rates vary by age as follows: 

 
Disability

Age Probability
30 0.06%
40 0.06%
50 0.26%
55 0.60%
60 1.03%  

 
The disability decrement was determined using professional judgement. 



 
NORTHERN CALIFORNIA ELECTRICAL WORKERS PENSION PLAN 

EIN:  94-6062674;  Plan Number:  001 
 

Schedule MB, Line 6 – Statement of Actuarial Assumptions/Methods 
 

 

 
Assumptions (cont’d) 

 
Retirement: 
 
Rates for active participants vary by age as follows: 

Age 

Age
  < = 54 0%
55 - 59 10%
60 - 61 15%
62 - 65 33%
66 - 69 50%

  > = 70 100%

Retirement
Probability

ement 
Probability 
Terminated Vested participants are assumed to retire at age 65. 
 
Assumed retirement rates are based on plan provisions and experience under the plan, 
supplemented with professional judgement. 
 
Hours Worked: 
 
Plan requires 1,500 hours for one year’s future service credit, with fractional credit for greater or 
fewer hours.  Normal cost for a plan year is equal to the normal cost determined at the beginning of 
the year expressed in cents per hour, multiplied by the actual number of hours worked during the 
plan year, including assumed expenses. 
 
Expenses: 
 
$830,000 annually. 
 
Spouses: 
 
Assumed to be 3 years younger than member and 85% of members are assumed to be married at 
termination of service. 
 
Pop-up Benefits: 
 
Valued explicitly from plan data. 
 
Default: 
 
Any members with no record of date of birth are assumed to be age 34. 
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Asset Valuation Method 
 
The actuarial value of assets is determined using the smoothed market value in accordance with 
Revenue Procedure 2000-40 and described as follows: 
 

(A) An expected asset value is determined.  This value is equal to the market value 
of assets on the preceding valuation date multiplied by the valuation rate of 
interest plus the excess of contributions over disbursements during the 
preceding plan year with interest at the valuation rate from the middle to the 
end of the year. 

 
(B) If there is an excess of market value over expected value, the difference is a 

gain.  If the expected value is greater than the market value, a loss is 
determined. 

 
(C) The preliminary actuarial value of assets is equal to the market value of assets, 

with gains subtracted or losses added as follows: 
 

(i) 4/5 of the prior year’s gain or loss 
 

(ii) 3/5 of the second preceding year’s gain or loss 
 

(iii) 2/5 of the third preceding year’s gain or loss 
 

(iv) 1/5 of the fourth preceding year’s gain or loss 
 

(D) If the preliminary actuarial value of assets is more than 20% above the market value, 
it is adjusted downward to the value 20% above market value; if more than 20% 
below market value, it is adjusted upward to the value 20% below market value. 

 
There was no change in Asset Valuation Method from the prior year. 
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Actuarial Funding Method 
 
We have used the unit credit cost method in establishing the normal cost and actuarial accrued 
liability for the participants. 
 
Normal Cost 
 
Under the unit credit method, an active participant’s cost for pension benefits as well as auxiliary 
benefits earned during the year are calculated. 
 
Actuarial Accrued Liability 
 
One of the calculations made in the course of the actuarial valuation is the estimate of the plan’s 
actuarial accrued liability on the valuation date.  In general, this term means the present worth, 
expressed in a single sum, of the benefits yet to be paid, for each of the three major classes of 
plan participants: 
 

1. those already receiving pension benefits; 
 

2. those who have separated from active service, are vested in their accrued benefits, are still 
living, and are not yet receiving pension benefits; and 

 
3. those who are in active service in employment covered by the plan. 

 
For pensioners, the calculation reflects their actual payment and form of annuity.  For separated 
vesteds, the calculation reflects the benefits accrued at termination.  For actives, we reflect the 
benefit accrued at the valuation date. 
 
Effective January 1, 2018, we have changed the funding method from attained age normal cost 
method to the unit credit cost method. 
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Eligibility for Benefits: 

Benefit Eligibility Monthly Amount 

Normal Retirement Pension 
 

Age 65 and 5 years of Credited 
Service or Pension Credit.  

Past Service** 
  $2.50 x years of PS to 

maximum of $37.50 

Future Service   

   Inside Wiremen (from 6/1/61)  $180.00*** x years of FS 

   Motor Shop (from 6/1/62)  $55.00*** x years of FS 

   Neon Sign (from 6/1/66)  $90.00*** x years of FS 
Early Retirement Pension 
 
 

Age 55 and 10 years of 
Pension Credit. 
 

Normal Retirement Pension 
reduced by .5% for each month 
prior to age 65**** 

Disability Retirement 
 
 
 
 

Permanently and totally 
disabled with 10 years of 
Pension Credit and 300 hours 
in last three years. 
 

Normal Retirement Pension 
accrued during disability (at 
$6.50) or Accrued Normal 
Retirement Pension paid 
following six months disability. 

 
* Reflects plan changes adopted during 2014 and effective January 1, 2014. 
 
** Past Service is as follows: 

Inside Wiremen: June 1, 1940-May 31, 1961 
Motor Shop: June 1, 1941-May 31, 1962 
Neon: June 1, 1945-May 31, 1966 

 
*** Subject to service requirements and separation of employment rules described in Frozen 

Benefit Schedule.  Description is provided by plan administrator. 
 
**** For Inside Wiremen unreduced benefits after (i) age 62, or (ii) after age 60 with 25 years of 

pension credit, or (iii) after age 55 if sum of age and service equals 85 or more. 
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Table 1. (Cont’d) 
Plan Provisions 

 
Eligibility for Benefits (Cont’d): 

Benefit Eligibility Monthly Amount 

Deferred Vested Pension 
 

10* years of Pension Credit. 
 

Normal Retirement Pension 
accrued, paid at age 65. 

Pension Death Benefit 
  (before retirement) 
 
 
 
 

Active participant dies, has 
eligible spouse, age 55 and 10 
years eligible to retire.  
Deferred benefit at age 55 for 
Participants who die prior to 55 
while vested. 

Actuarially reduced pension 
(30% to 45% of the 
participant’s retirement pension 
at date of death). 
 
 

Death Benefit (after retirement) 
 
 
 

Retired participant dies, has 
eligible spouse, and did not 
reject coverage.  Lifetime pop-
up option available. 

Actuarially reduced Retirement 
Pension 
 
 

Lump Sum Death Benefit 
 

4000 hours of service. 
 

Refund of employer contri-
bution less payments received. 

Special Payments 
 

Retirees and beneficiaries in 
pay status on:  

 

12/31/88: 
 

12/31/89: 
 

12/31/90: 
12/31/90: 
12/31/91: 
12/31/92: 
12/31/95: 
12/31/96: 
12/31/97: 
12/31/00: 
12/31/06: 

$2,000 lump sum on January 
1, 1989. 
$1,000 lump sum in 1990 and 
5% increase in benefits. 
$1,000 lump sum 1/91. 
$500 lump sum 12/91. 
$500 lump sum in 1992. 
$500 lump sum in 1993. 
$2,500 lump sum in 1996. 
$4,000 lump sum in 1997. 
$4,000 lump sum in 1998. 
$3,000 lump sum in 2000. 
$2,000 lump sum in 2007. 

Minimum monthly benefits for 
members in pay status in 
December 2003: 
 
 
 
 

 
 
Primary annuitants 
Surviving Spouses 
QDROs 
The minimum does not apply to 
vested terminated participants. 

$700 
$350 
$300 

 
* 5 years for members with one or more hours of service after January 1, 1998.
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Attained Age Under 1  1 - 4  5 - 9  10 - 14  15 - 19 20 - 24  25 - 29 30 - 34 35 - 39 40 & Up
Under 25 1 25 0 0 0 0 0 0 0 0 26
25 - 29 17 134 14 1 0 0 0 0 0 0 166
30 - 34 9 113 59 50 1 0 0 0 0 0 232
35 - 39 10 80 59 92 27 6 0 0 0 0 274
40 - 44 17 52 27 69 60 36 6 0 0 0 267
45 - 49 10 27 27 54 51 44 15 14 3 0 245
50 - 54 10 11 18 41 38 26 29 38 24 8 243
55 - 59 6 5 15 21 24 19 17 12 19 29 167
60 - 64 1 9 11 13 15 4 5 3 5 5 71
65 - 69 0 0 1 2 2 2 0 2 0 1 10

70 & Over 0 1 1 1 1 0 0 0 1 0 5
Total 81 457 232 344 219 137 72 69 52 43 1,706

Total

Years of Pension Service at 1/1/18
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Plan Year Expected Annual 
Benefit Payments

2018 $47,219,071

2019 $48,045,380

2020 $48,784,865

2021 $49,469,599

2022 $50,138,431

2023 $50,602,715

2024 $50,958,866

2025 $51,230,659

2026 $51,260,899

2027 $51,219,306
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Funding Interest Rate: 
 
We have lowered the investment return assumption from 7.75% to 7.50% to align with the 
investment consultant’s expectation of future returns and updated the retirement decrement 
rates to more accurately reflect plan experience. 
 
Expenses: 
 
We have increased the administration expense assumption from $650,000 to $830,000 to 
better reflect actual plan expenses. 
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