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Deparmer of me Tressary This schedule is required to be filed under section 104 of the Employes 2010

Remal Revere Seice Retirement Income Security Act of 1574 (ERISA).

Deparment of Labor : N
Emaiyes Sanetis Secuy Adminiszation File as an attachment to Form 5500, T?Shﬁméﬂ’&"nt"

Pension Benefl Guarary Corporation

For calendar plan year 2010 or fiscal plan year beginning and ending

A Mame of plan B Three-digit plan number (PN}

C Plan sponsors name as shown on line 2a of Form 5500 D Emgployer Identification
Number (EIN)

Part | Service Provider Information [see instructions)

You must complete this Part, in accordance with the instrections, to report the information required for  each person
who received, directhy or indirecthy, 55,000 or more in total compensation (i.e., money or anything else of monetany value)
in connection with services rendered to the plan or the person’s position with the plan during the plan year. |f 3 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 inclede that person when completing the remainder of this Part.

1 Information on Persons Receiving Only Eligible Indirect Compensation

a Check ™es” or "Mo” to indicate whether you are excluding 3 person from the remainder of this Part because they received onhy
eligible indirect compensation for which the plan received the required disclosures (see instructions for definitions and
conditions). []Yes []MNe

b If you answered line 13 ™Yes,” enter the name and EIM or address of esch person providing the reguired discloswres for the
sarvice providers who received onhy eligible indirect compensation. Complete a5 many entries as nesded (see instructions).

Name ﬂ J
EIN & Us (") Foreign

Address Line 1

Address Line 2

City

Zip Code



Wailld walues: for Tils datatype Include sTIN0S UD 10 35 characters, Including leTers, numerals, single space, comma, fyohen, period, skash, peroent, and ampersand.
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2 Information on Other Service Providers Receiving Direct or Indirect Compensation

Except fior those persons for whom you answered "yes” to line 13, complete 35 many entries as needed to list each person
receiving, directly or indirectly, 35,000 or more in total compensation {i.e., money or amything else of value) in connection with
sarvices 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) + =
Mame Total Providers
1
EIN us 4 -
= ¢~y Foreign et
Address Line 1 1 1
Address Line 2
. L ==
City
State v
Zip Code

(b} Sarvice code(s)
HE
(c) Relationship to employer, employes onganization, or person known to be a
party-in-interest
(d) Enter direct compensation paid by the plan. |f none, enter -
(e} Did service provider receive indirect compensation? (sources other than plan or plan sponsor) OYes [JMo

(f) Dad indirect compensation include eligible indirect compensation, for which the plan received the [OYes [ONe
required disclosures?

{g) Enter total indirect compensation received by service provider excheding eligible indirect
compansation for which you answered ™es" to element (f). |f none, enter 0-.

(h} Did the service provider give you a formula instead of an amount or estimated amownt? [OYes [JMNe




n Wil wsboes dor Shis danasype Imcluds STINgS Up %0 35 charsciers, Inchuding leters, numerals, singls space, oomma, Ryphen, pariod, siesh, parcers, and smpersand.
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Part| Service Provider Information (continued)

3 If you reported on line 2 receipt of indirect compensation, other than eligible indirect compensation, by 3 service provider, and the
service provider is 3 fiduciany or provides contract administrator, consulting, custodisl, investment advisony, investment
management, broker, or recordkesping services, answer the following guestions for (3} each source from whom the service provider
received §1,000 or mare in indirect compensation and {b) each sowrce 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 neseded to report the required information for each source.

(a) Enter service provider name as it appears on line 2 | j J
(b} Service Codefs) (s== instructions)
B =
{c) Enter amount of indirect compensation
(d}) Enter name and EIN {address) of source of indirect compensation
Name
EIN & US (O Foreign
Address Line 1
Address Line 2
City
State
Zip Code

<

(e} Describe the indirect compensation, inclueding any formula used to determine the service
prowider's eligibility for or the amount of the indirect compensation.




Wil vibues Sor this dataype Inchude STINGS up 0 35 charsciers, inchuding leters, mumerals, singhs spsos, cormma, Fyphen, pericd, shesh, paross, and ampersand.
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Part Il Service Providers Who Fail or Refuse to Provide Information

4 Provide, to the extent possible, the following information for each service provider who failed or refused to provide the information

necessarny to complete this Scheduls.

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

Mame |
EIN
& Us
Address Line 1
Address Line 2
City
State
Zip Code

"y Foreign

B =

'Skake' drop-down list,

Yalid walue For this datatype includes a selection From the

(b} Mature of Service Code(s)
[ ] |

(e} Drescribe the information that the service provider failed or refused to provide.




Wailld values for Tils datatype Inchude 5TiNgs Up 20 35 chansciers, Including leSers. numerals, single space, comma, fryphen, period, siash, percent, and ampersand.
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Fart Il Termination Information on Accountants and Enrolled Actuaries [see instructions)
(complete a5 many entries a5 needed)

a Name: | o =

b EIN: ¢ Position:
d Address: e Telephons:

@ Us (7 Foreign
Address Line 1
Address Line 2
City

||

Zip Code

Explanation:




