Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

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

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

This form is required to be filed for employee benefit plans under sections 104

OMB Nos. 1210-0110
1210-0089

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).

2023

This Form is Open to Public

Inspection

Partl | Annual Report Identification Information

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023

and ending

12/31/2023

A This return/report is for: a multiemployer plan

D a multiple-employer plan (Filers checking this box must provide participating

employer information in accordance with the form instructions.)

[ ] a DFE (specify)
D the final return/report

D a single-employer plan

B This returnireport is: D the first return/report

D an amended return/report

C Ifthe plan is a collectively-bargained plan, check here. . . ........... .ot

Form 5558

D special extension (enter description)

D Check box if filing under: D automatic extension

E If this is a retroactively adopted plan permitted by SECURE Act section 201, check here. . ................

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

Part Il | Basic Plan Information—enter all requested information

1a Name of plan
BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND

1b

Three-digit plan

number (PN) » 002

1c

Effective date of plan
06/01/1982

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)

CitE)or town, state or province, country, and ZIP or foreign postal code F:I{f foreiﬁn, see instructions)
BOARD OF TRUSTEES BAC LOCAL 3 NV INDIVIDUAL ACCOUNT RETIREMENT FUND

33 SAGINAW DRIVE
ROCHESTER, NY 14623-3131

33 SAGINAW DRIVE
ROCHESTER, NY 14623-3131

2b

Employer Identification
Number (EIN)
16-1184581

2c

Plan Sponsor’s telephone
number
585-385-1160

2d

Business code (see
instructions)
238100

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, | declare that | 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 |Filed with authorized/valid electronic signature. 10/08/2024 RICHARD WILLIAMSON
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN |Filed with authorized/valid electronic signature. 10/10/2024 KIMBERLY GAYLORD
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 (2023)
v. 230707




Form 5500 (2023) Page 2

3a Plan administrator's name and address [X| Same as Plan Sponsor 3b Administrator's EIN
3¢ Administrator’s telephone
number
4 |f the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's name 4d PN
C Plan Name
5 Total number of participants at the beginning of the plan year 5 ‘ 2549
6  Number of participants as of the end of the plan year unless otherwise stated (welfare plans complete only lines 6a(1),
6a(2), 6b, 6¢, and 6d).
a(1) Total number of active participants at the beginning of the plan year ... 6a(1) 2186
a(2) Total number of active participants at the end of the plan year ... 6a(2) 2162
Retired or separated participants receiving DENEFitS ...........uii i e 6b 40
(o] Other retired or separated participants entitled to future benefits.............coooiiiiiiiii 6¢c 308
d Subtotal. Add lines 6a(2), 6b, and BC. ............c.ociiiiiiii 6d 2510
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ..........c.cccoriiiiniiiiiinn. 6e 43
f Total. Add lINES B NG BO. .......cuiuieiiiiieieteteieee ettt ettt ettt s et e e e e s s s e b s e b et ese e e s es b e s e b et esere e s se st es et eseaesenens 6f 2553
Number of participants with account balances as of the beginning of the plan year (only defined contribution plans
g(1) (oo o]0 =] (I (g e (=Y o) SR PP TR PR PR 6g9(1) 2058
(2) Number of participants with account balances as of the end of the plan year (only defined contribution plans
9 COMPIELE thiS IEBIM) .......eeceiececeeeeee ettt ettt ettt e ettt aese s e et e e et et e s eseseas s s es et et et eseseansnan s enesesssesesesnssansnasennn 16g(2) 2036
h Number of participants who terminated employment during the plan year with accrued benefits that were
1€5S thaN 100% VESEA .......eviieieieieetee ittt ettt sttt ettt s st et se st es st sss et ee b s s s ees b s b s s b st bt et b ettt s bt et nsceas 6h
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7 114
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristics Codes in the instructions:
2E 2F 2G 2T
b If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristics Codes in the instructions:
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
1) Insurance (1) Insurance
(2) Code section 412(e)(3) insurance contracts (2) I Code section 412(e)(3) insurance contracts
3) Trust (3) Trust
(4) General assets of the sponsor (4) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)

a Pension Schedules

b General Schedules
(1) R (Retirement Plan Information) (1)

(2) D MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan (3)
actuary )

3) D SB (Single-Employer Defined Benefit Plan Actuarial

H (Financial Information)
(2) D I (Financial Information — Small Plan)

A (Insurance Information) — Number Attached __ '
C (Service Provider Information)

Information) - signed by the plan actuary

(4) D DCG (Individual Plan Information) — Number Attached
(5) D MEP (Multiple-Employer Retirement Plan Information)

(5) D (DFE/Participating Plan Information)

(6)

D G (Financial Transaction Schedules)
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Part IlI | 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.) woonverneeereerinenenes e [] Yes [] No

If “Yes” is checked, complete lines 11b and 11c.

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

11¢ Enter the Receipt Confirmation Code for the 2023 Form M-1 annual report. If the plan was not required to file the 2023 Form M-1 annual report, enter the
Receipt Confirmation Code for the most recent Form M-1 that was required to be filed under the Form M-1 filing requirements. (Failure to enter a valid
Receipt Confirmation Code will subject the Form 5500 filing to rejection as incomplete.)

Receipt Confirmation Code




SCHEDULE A Insurance Information
OMB No. 1210-0110
(Form 5500)
Department of the Treasury This schedule is required to be filed under section 104 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA). 2023
Department of Labor R
Employee Benefits Security Administration » File as an attachment to Form 5500.
Pension Benefit Guaranty Corporation > Insurance companies are required to provide the information This Form is Open to Public
pursuant to ERISA section 103(a)(2). Inspection
For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending  12/31/2023
A Name of plan B Three-digit
BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BOARD OF TRUSTEES BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND 16-1184581
Part | Information Concerning Insurance Contract Coverage, Fees, and Commissions Provide information for each contract

on a separate Schedule A. Individual contracts grouped as a unit in Parts |l and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier
MASSACHUSETTS MUTUAL LIFE INSURANCE COMPANY

(c) NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EN code identification number persons covered at end of (f) From (9) To
policy or contract year
04-1590850 65935 770613-01 83 01/01/2023 12/31/2023

2 Insurance fee and commission information. Enter the total fees and total commissions paid. List in line 3 the agents, brokers, and other persons in
descending order of the amount paid.

(a) Total amount of commissions paid (b) Total amount of fees paid

0 0

3 Persons receiving commissions and fees. (Complete as many entries as needed to report all persons).

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid

commissions paid (c) Amount (d) Purpose (e) Organization code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

(b) Amount of sales and base Fees and other commissions paid
commissions paid (c) Amount (d) Purpose (e) Organization code
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule A (Form 5500) 2023

v. 230707
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(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)
(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code

(a) Name and address of the agent, broker, or other person to whom commissions or fees were paid

Fees and other commissions paid (e)

(b) Amount of sales and base Organization
commissions paid (c) Amount (d) Purpose code
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Partll | Investment and Annuity Contract Information
Where individual contracts are provided, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of

this report.
4 Current value of plan’s interest under this contract in the general account at year end ...........c.ccccevevevererereresrerernnans 4 5484560
5 Current value of plan’s interest under this contract in separate accounts at year end..............c.ccocoevevererrererererenrnnnes 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D Premiums Paid t0 CAITIET ...t 6b
C  Premiums due but unpaid at the end Of the YEar..........ccoiiiiiiiiii s 6¢Cc
d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or policy, €Nter aMOUNL. ..........ccoiiiiiiiii e
Specify nature of costs P
e Type of contract: (1) D individual policies (2) D group deferred annuity
3) other (specify) P GROUP ANNUITY CONTRACT
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here 4 I:I
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: 1) D deposit administration (2) D immediate participation guarantee
3) D guaranteed investment (4) D other P
b Balance at the end 0f the PreVIOUS YT ..........c.c.cvuiueveiuereceeieeeeeeeeeeeteeeieseeeesesaeerstesesaeseraeeenseeneseesenessensseesenesseneees | 7b 5989646
C Additions: (1) Contributions deposited during the year ...............c.cccccun..... 7c(1) 201124
(2) Dividends and Credits ..............ccerueeeerceereeeeeseeeeeeseeeeseeeeeeese s eenaeseneeen 7¢(2)
(3) Interest credited dUriNg the YEar ...........ccovevcveceeeeeeeeeeeeeeeee e 7¢c(3) 187557
(4) Transferred from separate aCCOUNL............co.cvevevreeeeeeireeeseesenes e 7¢c(4) 104841
(5) Other (SPECITY DEIOW) ........cvveeeeieeeeeeeeeeeeeeee e ene e en e 7¢(5)
4
(B)TOtAl AAAIIONS ...t ee et e e s s e e en e en e e 7¢(6) 493522
d Total of balance and additions (add liNes 7b @aNd 7C(B)). ..........cceurvrueroreeeereeeeeeeeeeeeeeeeeeeeeeeeres e s eenes e sesneneeas | 7d 6483168
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 585445
(2) Administration charge made by Carrier .............ccocoveveeeeeeeeeeeeeeeeeeeene 7¢(2) 17679
(3) Transferred to separate account . | 7e(3) 395484
(4) Other (SPECITY DEIOW) .........veeeeceeeeeeeeeeeeeee e 7e(4)
4
(5) TOAl AEAUCHONS ...t ee e e s e s enese s e s e s e e s enese s s e e et s st sneesanenensneneas 7¢(5) 998608
f Balance at the end of the current year (subtract line 7e(5) from line 7d) ...................ococooooiiiiiiiieeieiiiiiieee | 7f 5484560
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Part lll | Welfare Benefit Contract Information

If more than one contract covers the same group of employees of the same employer(s) or members of the same employee organizations(s),
the information may be combined for reporting purposes if such contracts are experience-rated as a unit. Where contracts cover individual
employees, the entire group of such individual contracts with each carrier may be treated as a unit for purposes of this report.

8 Benefit and contract type (check all applicable boxes)

a |:| Health (other than dental or vision) b D Dental c D Vision d D Life insurance
e |:| Temporary disability (accident and sickness) D Long-term disability g D Supplemental unemployment  h D Prescription drug
i |:| Stop loss (large deductible) j D HMO contract k D PPO contract | D Indemnity contract

m D Other (specify) P

9 Experience-rated contracts:

A Premiums: (1) Amount received ..........ccocoviiiiiiiircccee s 9a(1)

(2) Increase (decrease) in amount due but unpaid..............cccceveveeererennnne. 9a(2)

(3) Increase (decrease) in unearned premium reserve ............cccceecveeennnee. 9a(3)

(8) EAMNEA (1) + (2) - (3))-vevrevveeeeemeeeeeeeeeeeeeeeeeeeeeeeeseeeeeeeeeeeseseeeeseeeee e e e s ettt | 9a(4)
b Benefit charges (1) Claims Paid.........cccceveurvcueveeeeieeeeeeeeeeeseee e 9b(1)

(2) Increase (decrease) in Claim rESEIVES ..........cccccevreeueeeierereeieeeieeenas 9b(2)

(3) Incurred claims (Add (1) @NA (2)).euveevevereeeeeeeeeeeeeee et ee et e ettt sas et et s et e ae s s ean e s s enesene e sesesesran s 9b(3)

(4) ClAIMS CRAIGEA ..ottt e et e e et ean e et et et e e aeaes e e s s eneeeae e aeseaneranen 9b(4)

C Remainder of premium: (1) Retention charges (on an accrual basis) --

9c(1)(A)
9¢c(1)(B)
9¢(1)(C)
9¢(1)(D)
9¢(1)(E)
9¢(1)(F)
9¢(1)(G)
(H) TOLAI FEEEMEION ...ttt ettt e e st e e s eae s e s ese s eae s eseseesese s esese s ese e eeenensennneas 9¢c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......ccceeee 9¢c(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ............... 9d(1)
(2) ClAIM TESEIVES ....uieeiiieieeetcteieiee ettt ettt ettt e et e s et s s es et e e e e s e e s e s e s e st e e e s s e s e b et ene s e e e e s e s b esesesenene s 9d(2)
(B) ORI FESEIVES ...t e ettt e s ee et e s neneeee et e e e an e e enen et e s eenanaeannn s 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .....cccccevvviiiiinncnns 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 Carmier...........cooiiiiiiii e 10a
b If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or
retention of the contract or policy, other than reported in Part |, line 2 above, report amount................ccccc..... 10b

Specify nature of costs.

| Part IV | Provision of Information

11 Did the insurance company fail to provide any information necessary to complete Schedule A?............. D Yes No

12 Ifthe answer to line 11 is “Yes,” specify the information not provided. »




SCHEDULE C Service Provider Information OMB No 1210-0110

(Form 5500)

Department of the Treasury This schedule is required to be filed under section 104 of the Employee 2023
Internal Revenue Service Retirement Income Security Act of 1974 (ERISA).
Department of Lab .
Employee Bonofits. EZCSrityaAglr'ninistration » File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtion'
For calendar plan year 2023 or fiscal plan year beginning  01/01/2023 and ending  12/31/2023
A Name of plan B Three-digit
BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND plan number (PN) > 002
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
BOARD OF TRUSTEES BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND 16-1184581

| Part | | Service Provider Information (see instructions)

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

1 Information on Persons Receiving Only Eligible Indirect Compensation
a Check "Yes" or "No" to indicate whether you are excluding a person from the remainder of this Part because they received only eligible

indirect compensation for which the plan received the required disclosures (see instructions for definitions and conditions).. . ... .......... D 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) 2023
v. 230707
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(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation

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

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

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

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

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

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you

answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

EMPOWER LIFE & ANNUITY INSURANCE

8515 EAST ORCHARD ROAD

GREENWOOD VILLAGE, CO 80111

(b)
Service
Code(s)

(c)

Relationship to
organization, or

a party-in-interest

employer, employee

person known to be

(d)
Enter direct
compensation paid

enter -0-.

by the plan. If none,

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

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

Enter total indirect

service provider excluding
eligible indirect

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

compensation received by

compensation for which you
answered “Yes” to element

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

50 64

NONE

322031

Yes No D

Yes No [[

Yes No D

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

LOCAL 3 NY ANNUITY BUFFALO

16-1184581

(b)
Service
Code(s)

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

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

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

14 50

PARTICIPATING
FUND

205268

Yes |:I No

Yes D No D

Yes D No D

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

LOCAL 3 NY ANNUITY ITHACA

16-1184581

(b)
Service
Code(s)

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

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

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

14 50

PARTICIPATING
FUND

67509

Yes D No

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

MORGAN STANLEY

(h)

compensation? (sources
other than plan or plan

(e)
Did service provider
receive indirect

sponsor)

(f)

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

compensation for which you

Enter total indirect
compensation received by
service provider excluding

eligible indirect

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

Did the service
provider give you a
formula instead of

an amount or

estimated amount?

Yes D No

Yes D No [[

Yes D No D

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

1625 MASSACHUSETTS AVE., NW SUITE 4
WASHINGTON, DC 20036

(h)

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

Did the service
provider give you a
formula instead of
an amount or
estimated amount?

Yes |:I No

Yes D No D

Yes D No D

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

(h)

(e)
Did service provider
receive indirect

(f)
Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

36-3145972
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
5128 NONE 35000
SLEVIN & HART, P.C.
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
organization, or  |by the plan. If none,
person known to be enter -0-.
a party-in-interest
29 50 NONE 30356
BONADIO & CO., LLP
16-1131146
(b) (c) (d)
Service Relationship to Enter direct
Code(s) |employer, employee | compensation paid
by the plan. If none,

organization, or

enter -0-.

compensation? (sources
other than plan or plan

plan received the required

person known to be
a party-in-interest

sponsor)

disclosures?

eligible indirect

compensation for which you

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

Did the service

provider give you a

formula instead of
an amount or

estimated amount?

50

NONE

23084

Yes D No

Yes D No D

Yes D No D
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2. Information on Other Service Providers Receiving Direct or Indirect Compensation. Except for those persons for whom you
answered “Yes” to line 1a above, complete as many entries as needed to list each person receiving, directly or indirectly, $5,000 or more in total compensation
(i.e., money or anything else of value) in connection with services rendered to the plan or their position with the plan during the plan year. (See instructions).

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

DECUSOFT 1150, 70 HILLTOP ROAD 1003
RAMSEY, NJ 07446
(b) (c) (d) (e) (f) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
49 50 NONE 11529
YesD No YesD No[[ YesD NO|:|

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

ARCARA ZUCARELLI & LENDA CPA

47-1793720
(b) (c) (d) (e) (f) (h)

Service Relationship to Enter direct Did service provider Did indirect compensation Enter total indirect Did the service
Code(s) |employer, employee | compensation paid receive indirect include eligible indirect compensation received by |provider give you a
organization, or  |by the plan. If none,| compensation? (sources | compensation, for which the | service provider excluding | formula instead of

person known to be enter -0-. other than plan or plan plan received the required eligible indirect an amount or
a party-in-interest sponsor) disclosures? compensation for which you |estimated amount?

answered “Yes” to element
(f). If none, enter -0-.
10 50 NONE 9163
Yes[l No YesD No[l YesD NO|:|

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

BAC LOCAL 3 JOINT APPRENTICESHIP

16-1005993

(b)
Service
Code(s)

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

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

(e)

Did service provider
receive indirect
compensation? (sources
other than plan or plan
sponsor)

(f)

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

Enter total indirect
compensation received by
service provider excluding

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

(h)

Did the service
provider give you a
formula instead of

an amount or
estimated amount?

50

RELATED
BENEFIT FUND

5962

Yes D No

Yes D No D

Yes D No D
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Part | | Service Provider Information (continued)

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

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

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.

(a) Enter service provider name as it appears on line 2 (b) Service Codes (¢) Enter amount of indirect
(see instructions) compensation
(d) Enter name and EIN (address) of source of indirect compensation (e) Describe the indirect compensation, including any

formula used to determine the service provider’s eligibility
for or the amount of the indirect compensation.
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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 necessary to complete

this Schedule.

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

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

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

(b) Nature of
Service
Code(s)

(c) Describe the information that the service provider failed or refused to
provide
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Part lll | Termination Information on Accountants and Enrolled Actuaries (see instructions)
(complete as many entries as needed)

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: € Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a_ Name: b EIN:

C  Position:

d Address: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor

Employee Benefits Security Administration

DFE/Participating Plan Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2023

This Form is Open to Public

Inspection.
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit
BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND plan number (PN) > 002

C Plan or DFE sponsor’s name as shown on line 2a of Form 5500
BOARD OF TRUSTEES BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND

D Employer Identification Number (EIN)
16-1184581

Part |

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 |E:

MANNING & NAPIER RT 2060 CIT

b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 02-0476209-058 code 103-12 IE at end of year (see instructions) 2268830
a Name of MTIA, CCT, PSA, or 103-12 IE:  MANNING & NAPIER RT 2030 COLL INV S
b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN 02-0476209-023 code C 103-12 IE at end of year (see instructions) 22706867
a Name of MTIA, CCT, PSA, or 103-12 IE:  MANNING & NAPIER RET TGT 2040 COLL
b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- R - C ’ ’ ) 16477440
C EIN-PN 02-0476209-022 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  MANNING & NAPIER RET TGT 2055 COLL
b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- - - C ' ’ g 2380411
C EIN-PN  02-0476209-044 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  MANNING & NAPIER RET TGT 2045 COLL
b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
¢ EIN-PN 02-0476209-043 d Entlty C € Dollar value of interest in MTIA, CCT,PSA, or 1496524
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:  MANNING & NAPIER RET TGT 2050 COLL
b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 8272114
C EIN-PN  02-0476209-027 code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE: MANNING & NAPIER RET TGT 2020 COLL
b Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS
d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 9514530
C EIN-PN  02-0476209-024 code 103-12 |E at end of year (see instructions)

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

Schedule D (Form 5500) 2023
v. 230707
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Name of MTIA, CCT, PSA, or 103-12 I[E:  MANNING & NAPIER RET TGT 2035 COLL

Name of sponsor of entity listed in (a):

MANNING & NAPIER FUNDS

d Entity c @ Dollar value of interest in MTIA, CCT, PSA, or

EIN-PN 02-0476209-042 \ . 2171816
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE: MANNING & NAPIER RET TARG IN COLL

Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
- 02-0276209-026 C ) ) ) 13052757

EIN-PN code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:  MANNING & NAPIER RET TGT 2025 COLL

Name of sponsor of entity listed in (a): MANNING & NAPIER FUNDS

EIN-PN  02-0476209-041 d Entity C € Dollar value of interest in MTIA, CCT, PSA, or 2240301
code 103-12 IE at end of year (see instructions)

Name of MTIA, CCT, PSA, or 103-12 IE:  MASTER-INCOME PLUS GROUP TRUST

Name of sponsor of entity listed in (a): MASTER-INCOME PLUS GROUP TRUST

EIN-PN  22-6591835-001 d Entity c €@ Dollar value of interest in MTIA, CCT, PSA, or 7023
code 103-12 IE at end of year (see instructions)

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

Name of sponsor of entity listed in (a):

EIN-PN

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

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

Name of sponsor of entity listed in (a):

EIN-PN

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

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

Name of sponsor of entity listed in (a):

EIN-PN

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

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

Name of sponsor of entity listed in (a):

EIN-PN

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

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

Name of sponsor of entity listed in (a):

EIN-PN

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

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

Name of sponsor of entity listed in (a):

EIN-PN

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

Information on Participating Plans (to be completed by DFEs, other than DCGs)

(Complete as many entries as needed to report all participating plans. DCGs must report each participating plan using Schedule DCG.)

1Y

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN

Plan name

Name of
plan sponsor

EIN-PN




SCHEDULE H
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Financial Information

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

» File as an attachment to Form 5500.

OMB No. 1210-0110

2023

This Form is Open to Public

Pension Benefit Guaranty Corporation Inspection
For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending  12/31/2023
A Name of plan B  Three-digit
BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND plan number (PN) » 002

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

BOARD OF TRUSTEES BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND

D Employer Identification Number (EIN)
16-1184581

‘ Part | |Asset and Liability Statement

1 Current value of plan assets and liabilities at the beginning and end of the plan year. Combine the value of plan assets held in more than one trust. Report
the value of the plan’s interest in a commingled fund containing the assets of more than one plan on a line-by-line basis unless the value is reportable on
lines 1¢(9) through 1¢(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), 1¢c(8), 1g, 1h,

and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines 1d and 1e. See instructions.

Assets

(a) Beginning of Year

(b) End of Year

a Total noninterest-bearing Cash ...........ccoviiiiieiiii e
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions............ccoooiiiiiiiiiiici e
(2) Participant contribUtionsS ............cocuiiiiiiiii e

3 ¢ T SRR

C General investments:
(1) Interest-bearing cash (include money market accounts & certificates
OF AEPOSIE) ..t

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

(A) Preferred.. ...t

(B) Al Other ..
(4) Corporate stocks (other than employer securities):

(A) Preferred........ooi e

(B) COMMON ..ttt
(5) Partnership/joint venture interests ...........cccooviiiiiiiiiicceee
(6) Real estate (other than employer real property)..........c.ccceeeerieiieeneennne.
(7) Loans (other than to participants).........cccceeiiiiiiiiinie e
(8) Participant l0ans ...........cccoooiviiinieieeieeee

(9) Value of interest in common/collective trusts ....
(10) Value of interest in pooled separate accounts...........ccccceveeeceeenieeieeeninnn.
(11) Value of interest in master trust investment accounts.............c.ccceceeie.

(12) Value of interest in 103-12 investment entities.............ccoceiiiiiiiennns

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

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

(15) Other ..t

1a

9509

6350

1b(1)

425587

383538

1b(2)

1b(3)

122189

156661

1¢(1)

353060

465630

1¢(2)

1¢(3)(A)

1¢(3)(B)

1c(4)(A)

1c(4)(B)

1¢(5)

1006

1870

1¢(6)

1¢(7)

1¢(8)

1¢(9)

73388004

80588613

1¢(10)

1¢c(11)

1¢(12)

1¢(13)

5949284

8129556

1c(14)

5884329

5371460

1¢(15)

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

Schedule H (Form 5500) 2023
v. 230707
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) EMPIOYET SECUHES ......veveeeeeeeeeeeeeee e 1d(1)
(2) Employer real property 1d(2)
€@ Buildings and other property used in plan operation ..............cccccceeeiieniennn. 1e 189721 182369
f Total assets (add all amounts in lines 1a through 1€) ........cccoocvveveveererernnnee. 1f 86322689 95286047
Liabilities
g Benefit claims payable...........ccoviveiiieiieieieieee e 19
h Operating PaYabIEs.............oowoeeeeeeeeeeeeeeeeeeeeeeeee e 1h 135809 123477
i AcqUiSition INAEDIEANESS ........o.oveeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee e 1i
J Other lIADIIHIES .....cv.cvvieeecercereiseitsee ettt 1j
K Total liabilities (add all amounts in lines 1g through1j) ..........ccevevevevererrnnnnn. 1k 135809 123477
Net Assets
| Net assets (subtract line 1k from liN€ 1f).........cccevevueveveerreeerieseeeeeeeee e, ‘ 11 ‘ 86186880 95162570

Part Il [Income and Expense Statement

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

Income (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) EmpIOyers..........cccoceveuerunnn.. 2a(1)(A) 3487461
(B)  PartiCiDANtS .......c.cveueeeeeeeeceeeecee e tescee et 2a(1)(B)
(C) Others (INCIUAING FOIIOVETS)..........eeverecerceeieeeeeeeeee e, 2a(1)(C) 21049
(2) NONCASh CONHDULIONS ........ceeeeceevceceeecee et 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 3508510
b Earnings on investments:
(1) Interest:
(A) Inte_r(_est-bearing cas_h (including money market accounts and 2b(1)(A)
certificates of deposit)
(B) U.S. Government securities 2b(1)(B)
(C) Corporate debt iINSIIUMENES ..........cceveveveeereeeeeeee e 2b(1)(C)
(D) Loans (other than to participants) ............cccoccveveeeveveeeeessensenenens 2b(1)(D)
(E)  PartiCipant I0BNS ...........c.ovevevreeeieeeeeeeeseeeeiesesees s enes s s 2b(1)(E)
(F)  OtNer oot 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F)..........cccoovvveveverrnnnn. 2b(1)(G)
(2) Dividends: (A) Preferred StOCK. ..........covvevieerereieeeieeeeeseseesseeesenseneees 2b(2)(A)
(B)  COMMON SOCK .......eoeeveeeceieeseeeee e ee e 2b(2)(B)
(C) Registered investment company shares (e.g. mutual funds) .......... 2b(2)(C) 671905
(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 671905
(B) RENES ..ottt 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds.................... 2b(4)(A) 1315252
(B) Aggregate carrying amount (See inStructions) .............ccccococevuneen.. 2b(4)(B) 1315252
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result.. 2b(4)(C) 0
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate....... .. | 2b(5)(A)
(B)  Other ..ot 2b(5)(B) 864
() 200 165 Z(SYA) 0B e e 2b(5)(C) 864
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(6) Net investment gain (loss) from common/collective trusts.......................
(7) Net investment gain (loss) from pooled separate accounts.....................
(8) Net investment gain (loss) from master trust investment accounts..........
(9) Net investment gain (loss) from 103-12 investment entities.....................

(10) Net investment gain (loss) from registered investment
companies (e.g., mutual funds) .........c.ooeviiiiiniii e

OFher INCOME ...ttt

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

Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers ....

(2) To insurance carriers for the provision of benefits.....
(3) Oher e
(4) Total benefit payments. Add lines 2e(1) through (3) ......cooeiiiiiiieiiiinnnn.
Corrective distributions (see inStructions)...........ccccevvviieiiiiiiienieeeeeen
Certain deemed distributions of participant loans (see instructions) ...
INTErESt EXPENSE ... e
Administrative expenses:

(1) Salaries and allOWANCES..........cooiuiiiiiiiieiiie et

(2) Contract administrator fees.
(3) Recordkeeping fees............
(4) 1QPA audit fees........ccoociiiiiiiiiiii e
(5) Investment advisory and investment management fees .....
(6) Bank or trust company trustee/custodial fees ..
(7) Actuarial fees...
(8) Legal fees .....ccccoeveviveenee

(9) Valuation/appraisal fees ..................
(10) Other trustee fees and expenses ...
(11) Other EXPENSES .......eiiiiiieiiie et

(12) Total administrative expenses. Add lines 2i(1) through (11) ..................
Total expenses. Add all expense amounts in column (b) and enter total .....

Net Income and Reconciliation

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

(a) Amount

(b) Total

2b(6)

9921400

2b(7)

2b(8)

2b(9)

2b(10)

1117153

2c

255090

2d

15474922

2e(1)

6180011

2¢(2)

2e(3)

2e(4)

2f

29

2h

6180011

2i(1)

112361

2i(2)

2i(3)

2i(4)

23084

2i(5)

35334

2i(6)

2i(7)

2i(8)

31720

2i(9)

2i(10)

2i(11)

116722

2i(12)

319221

2

6499232

Transfers of assets:
(1) TO thiS PIAN ..eeeiiiee e
(2) From this Plan .........oouiiiiiiiiiiee s

2k

8975690

21(1)

21(2)
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Partlll Accountant’s Opinion

3 Complete lines 3a through 3c if the opinion of an independent qualified public accountant is attached to this Form 5500. Complete line 3d if an opinion is not
attached.

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
(1) x| unmodified  (2) [ ] Qualified (3) [ ] Disclaimer @) [ ] Adverse

b Check the appropriate box(es) to indicate whether the IQPA performed an ERISA section 103(a)(3)(C) audit. Check both boxes (1) and (2) if the audit was
performed pursuant to both 29 CFR 2520.103-8 and 29 CFR 2520.103-12(d). Check box (3) if pursuant to neither.

(1) | | DOL Regulation 2520.103-8 (2) [ | DOL Regulation 2520.103-12(d) (3) [X| neither DOL Regulation 2520.103-8 nor DOL Regulation 2520.103-12(d).

C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: BONADIO & CO., LP (2) EIN: 16-1131146

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

‘ Part IV ‘Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 |Es also do not complete lines 4j and 4l. MTIAs also do not complete line 4l. DCGs do not complete lines 4e, 4f, 4k, 41, and 5, and DCGs generally
complete the rest of Part IV collectively for all plans in the DCG, except as otherwise provided (see instructions).

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 2510.3-1027 Continue to answer “Yes” for any prior year failures until
fully corrected. (See instructions and DOL’s Voluntary Fiduciary Correction Program.) .........c........ 4a X

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 | if “Yes” is

CRECKEA.) ...ttt ettt e a e bt e bt e et b ettt nenen 4b X
C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) .....cccccovveeviveiiienennnnn. 4c X

d  Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
reported on line 4a. Attach Schedule G (Form 5500) Part Il if “Yes” is

CREOKEA. ).t 4d X
€  Was this plan covered by a fidelity DONA?..........oooiiiiiiii e de X 5000000
f  Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraud O dISNONESLY? .. ..ottt e b et et naees 4f X

g Did the plan hold any assets whose current value was neither readily determinable on an
established market nor set by an independent third party appraiser? ...........cccocoeiviiiiiiiniieceenen. 49 X

h  Did the plan receive any noncash contributions whose value was neither readily
determinable on an established market nor set by an independent third party appraiser?............... 4h X

i Did the plan have assets held for investment? (Attach schedule(s) of assets if “Yes” is checked,
and see instructions for format reqUIreMENtS.).........cooiiiiiiii e 4i X

j Were any plan transactions or series of transactions in excess of 5% of the current
value of plan assets? (Attach schedule of transactions if “Yes” is checked and

see instructions for format reqUIreMENTS.).........oooiuiiiiiii e 4j X
k  Were all the plan assets either distributed to participants or beneficiaries, transferred to another

plan, or brought under the control of the PBGC?.........cccuiiiiiiiiiii e 4k X
| Has the plan failed to provide any benefit when due under the plan? ............cccccooviniiiiiniiiceeen. 4] X
m [f this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

252010713ttt ettt ettt ettt e e e e teeeaa e e —eeehe e e be e bt e aateebeeateeerbeeeaeeenteeneeenreereennnas 4m X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one

of the exceptions to providing the notice applied under 29 CFR 2520.101-3. ..........ccccveviirciieninennen. 4n X

5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ |:[ Yes IE No
If “Yes,” enter the amount of any plan assets that reverted to the employer this year
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5b If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plan(s) to which assets or liabilities were
transferred. (See instructions.)

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

5¢ Was the plan a defined benefit plan covered under the PBGC insurance program at any time during this plan year? (See ERISA section 4021 and
1 (U or [T 3 PP D Yes DNO DNot determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year
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(Form 5500) 2023
Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

» File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation

For calendar plan year 2023 or fiscal plan year beginning 01/01/2023 and ending 12/31/2023
A Name of plan B Three-digit

BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND plan number

(PN) » 002

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

BOARD OF TRUSTEES BAC LOCAL 3 NY INDIVIDUAL ACCOUNT RETIREMENT FUND 16-1184581

Part | Distributions

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

1  Total value of distributions paid in property other than in cash or the forms of property specified in the 1 0
INSITUCHIONS . ..t

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

EIN(s): 20-3691708

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 3 0

Part Il 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 s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? crvvvvvvveeerrreereeee D Yes No D N/A
If the plan is a defined benefit plan, go to line 8.

5  If a waiver of the minimum funding standard for a prior year is being amortized in this

plan year, see instructions and enter the date of the ruling letter granting the waiver. Date: Month Day Year
If you completed line 5, complete lines 3, 9, and 10 of Schedule MB and do not complete the remainder of this schedule.
6 a Enter the minimum required contribution for this plan year (include any prior year accumulated funding 6a
deficiency not waived) .....................................................................................................................................
b Enter the amount contributed by the employer to the plan for this plan year..............cccc.ocovveeeerecereeceeecnn.. 6b
C Subtract the amount in line 6b from the amount in line 6a. Enter the result
(enter a minus sign to the left of a negative amount) ............cooiiiiiiii e 6¢c
If you completed line 6c, skip lines 8 and 9.
7 Will the minimum funding amount reported on line 6¢ be met by the funding deadline?..............c.coevvevverinineens D Yes D No D N/A

8 If achange 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? .............ciiiiiiiiiii e D Yes D No N/A

Part Ill Amendments

9 Ifthis 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
DOX. 1f NO, CHECK the “NO” DOX. ...ttt eeee ettt e e reenen e D Increase D Decrease D Both D No

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

10  Were unallocated employer securities or proceeds from the sale of unallocated securities used to repay any exempt loan?.............. D Yes D No
11 @ Does the ESOP hold @ny Preferred SIOCK? ............covcueiicerueeeceeseeeeieeeeeesecaeseseeeessaesesseeesssaesssssesassesssesesaesensssenssaesenassenssaeseneeseneneas D Yes D No
b Ifthe ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “back-t0-back” [0AN.) ............oiiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market? ..............ccccoooeeeeeeeveceeeeeseeerenns D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2023

v. 230707
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| PartV | Additional Information for Multiemployer Defined Benefit Pension Plans

13 Enter the following information for each employer that (1) contributed more than 5% of total contributions to the plan during the plan year or (2) was one of
the top-ten highest contributors (measured in dollars). See 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 D
and see instructions regarding required attachment. Otherwise, enter the applicable date.) Month Day Year

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

(2) Base unit measure:D Hourly [[ Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

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

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

(2) Base unit measure:D Hourly |:[ Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

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

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

(2) Base unit measure:D Hourly |:[ Weekly D Unit of production D Other (specify):

a Name of contributing employer

op

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

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required aftachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)

(2) Base unit measure:D Hourly D Weekly D Unit of production D Other (specify):

a Name of contributing employer

o

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

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

a Name of contributing employer

o

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

€ Contribution rate information (If more than one rate applies, check this box D and see instructions regarding required attachment. Otherwise,
complete lines 13e(1) and 13e(2).)
(1)  Contribution rate (in dollars and cents)
(2) Base unit measure: D Hourly D Weekly D Unit of production D Other (specify):
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14 Enter the number of deferred vested and retired participants (inactive participants), as of the beginning of the
plan year, whose contributing employer is no longer making contributions to the plan for:

a The current plan year. Check the box to indicate the counting method used to determine the number of
inactive participants: D last contributing employer D alternative D reasonable approximation (see 14a
instructions for required attachment)

b The plan year immediately preceding the current plan year. D Check the box if the number reported is a 14b
change from what was previously reported (see instructions for required attachment)

C The second preceding plan year. D Check the box if the number reported is a change from what was 14c
previously reported (see instructions for required attachment)

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

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

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

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

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

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

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

| PartVI | 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

19 If the total number of participants is 1,000 or more, complete lines (a) and (b):
a  Enter the percentage of plan assets held as:
Public Equity: % Private Equity: % Investment-Grade Debt and Interest Rate Hedging Assets: %
High-Yield Debt: % Real Assets: % Cash or Cash Equivalents: % Other: %
b  Provide the average duration of the Investment-Grade Debt and Interest Rate Hedging Assets:
|:| 0-5 years D 5-10 years D 10-15 years D 15 years or more

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a Is the amount of unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 greater than zero? D Yes D No
b Ifline 20ais “Yes,” has PBGC been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:
Yes.

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

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

D No. Other. Provide explanation.

| PartVIl | IRS Compliance Questions

21a Does the plan satisfy the coverage and nondiscrimination tests of Code sections 410(b) and 401(a)(4) by combining this plan with any other plans under
the permissive aggregation rules? [ | Yes [ | No

21Db If this is a Code section 401(k) plan, check all boxes that apply to indicate how the plan is intended to satisfy the nondiscrimination requirements for
employee deferrals and employer matching contributions (as applicable) under Code sections 401(k)(3) and 401(m)(2).

D Design-based safe harbor method
D “Prior year” ADP test
D “Current year” ADP test

[] NA

22 | the plan sponsor is an adopter of a pre-approved plan that received a favorable IRS Opinion Letter, enter the date of the Opinion Letter __ / _ /
(MM/DD/YYYY) and the Opinion Letter serial number




