2020 Plan Information Worksheet

Plan Sponsor Information

Status:

Plan Sponsor's Name
Auxiliary Services Corporation of
SUNY Cortland

Plan Sponsor’s Doing Business As Name

Plan Sponsor’s Care Of Name

Plan Sponsor’s EIN
15-0548524

Plan Sponsor’s Phone Number

(607)753-2431

Foreign |:|

Plan Sponsor's Mailling Address

15 Neubig Road

Plan Sponsor's Mailing City, Province, State and ZIP
Cortland NY 13045-2435

Foreign |:|

Plan Sponsor's Location Address

Plan Sponsor’s Location City, Province, State and ZIP

Plan Administrator Information

Same as Plan Sponsor

Plan Administrator's Name

Plan Administrator's Care Of Name

Plan Administrator's EIN

Foreign |:|

Plan Administrator's Address

Plan Administrator’s City, Province, State and ZIP

Plan Administrator’s Phone Number

Plan Information

Plan Name
Auxiliary Services Corporation of SUNY Cortland
Defined Contribution Retirement Plan

Three-digit Plan Number Plan ID
003

EIN for PBGC Forms

DFE Plan [_]

Business Code Filing for Plan Year:

611000 2020

Plan Year MM/DD/YYYY MM/DD/YYYY
Begins 07/01/2020 Ends 06/30/2021
Tax Year MM/DD/YYYY MM/DD/YYYY
Begins 07/01/2020 Ends 06/30/2021

Name Control

Effective Date of Plan
07/01/1997

Transmitter Information

Transmitter Control Code (TCC)
61817

Transmitter's TIN
47-5324570
Transmitter's Name
Steven Mills

Company Name
Insero & Co. CPAs, LLP

Company Mailing Address |:|

2 State Street
Company City, Province, State and ZIP

Foreign

Rochester NY 14614-

Contact Name
Thomas Whelehan

Contact Telephone Number

(585)697-9696

Contact E-Mail Address
thomas.whelehan@inserocpa.com

Do NOT File with IRS, DOL or PBGC



Preparer Information

Preparer's Name

Preparer's Firm Name

Preparer's Address

Foreign I:'

Preparer’s City, Province, State and ZIP

Preparer's Phone Number

Trust Information

Name of Trust

Name of Trustee or Custodian

Trust EIN

Trustee's or Custodian's Phone #

Signers, Service Providers and Interested Individuals

[] Notify Plan Administrator

Contact Name

Renee Sydorowych

Contact ID

Contact Phone Number

E-Mail Address

renee.sydorowych@cortland.edu

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

|:| Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

|:| Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

|:| Notify

Contact Name

Contact ID

Contact Phone Number

E-Mail Address

[ ] Notity

Contact Name

Contact ID

Contact Phone Number

E-Mail Address




Form 5500 Annual Return/Report of Employee Benefit Plan OMS Nos. 1210.0110
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
D.ﬁi’;ﬁ’;ﬁ?;&’éﬂli?ﬁi?ﬁéy sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2020
Emgggz:gg;g{g‘-gggznty » Complete all entries in accordance with
o the inst ti tothe F .
Administration @ instructions to the Form 5500 This Form is Open to Public
Pension Benefit Guaranty Corporation Inspection
Part | | Annual Report Identification Information
For calendar plan year 2020 or fiscal plan year beginning 0770172020 and ending 0673072021
A This return/report is for: |:| a multiemployer plan D a mylt.|ple--employer plgn (F|Ier§ chgcklng this box must attach 6.\ list of -
participating employer information in accordance with the form instructions.)
|)_—(| a single-employer plan D a DFE (specify)
B This return/report is: |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, Check Nere. . . . ... ... ... i e e > |:|
D Check box if filing under: m Form 5558 |:| automatic extension |:| the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
la Name of plan ) ) 1b Three-digit plan
Auxiliary Services Corporation of SUNY Cortland number (PN) » | 003
Defined Contribution Retirement Plan 1c Effective date of plan
07/01/1997
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification
Mailing address (include room, apt., suite no. and street, or P.O. Box) Number (EIN)
Ci_t)i or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 15-0548524
Auxiliary Services Corporation of :
SUNY Cortland 2C Plan Sponsor’s telephone
number
(607)753-2431
15 Neubig Road 2d Business code (see
instructions)
Cortland NY  13045-2435 611000

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 Renee Sydorowych
HERE 4 Wy
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 (2020)

v. 200204




Form 5500 (2020) Page 2

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

3b Administrator's EIN

3C Administrator’s telephone

number
4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan, 4b EIN
enter the plan sponsor’'s name, EIN, the plan name and the plan number from the last return/report:
a Sponsor's hame 4d PN
C Plan Name
5  Total number of participants at the beginning of the plan year 5 | 477
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...........c.cceriiuiriiriicer e 6a(1) 200
a(2) Total number of active participants at the end of the PIaN YEAr ............c.cccveveueveireiieeeeee e 6a(2) 188
b Retired or separated partiCipants reCEIVING DENETILS.............cccveveveeieieiieeeete et eseseseeee st e es s st ee ettt es s enseaeaeeeees 6b 0
C Other retired or separated participants entitled to FUtUre DENEFILS ............ccccveiieiiiicice et 6C 292
d Subtotal. Add INES BA(2), BB, BN BC.......ceeveveveeeeeriseeeieeeeieeeeet et eteeeee et et et e e s e e et et et et esees et etetetetese e ee et esetsteseanesesetesereseinenes 6d 480
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cccocviiiiiiini e, 6e 2
f Total. AdG INES BU AN BE. ..........cveeeericeeeeseeecee ettt es et e et sses et es et es et en et en et s s s et en s st en s 6f 482
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE TS TEEM) ...t e et e e ee e e eeeeeeeeee e eeeee e et s e s ee e e se s e seeeeee e ees s eee s 69 473
h  Number of participants who terminated employment during the plan year with accrued benefits that were
€S5S thAN 100Y6 VESIEM ... ceeeieieeeeeceeeessceeste s seeesessseessssseessssessessessseensesnseesesenees st emsess et et ens st enses st ens et st en sttt st s et eneessntaneas 6h 0
7  Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)........ 7

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

2F 2G 2L

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

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

10 cCheck 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
Q) @ R (Retirement Plan Information) Q) @ H (Financial Information)
2 D I (Financial Information — Small Plan)

2) |:| MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary (4)

©) m _1 A (Insurance Information)

C (Service Provider Information)

(3) |:| SB (Single-Employer Defined Benefit Plan Actuarial ®) @ D (DFE/Participating Plan Information)

Information) - signed by the plan actuary (6)

G (Financial Transaction Schedules)




Form 5500 (2020) Page 3

Part Ill | 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.) woovvorerereseeennseees e [] Yes [] No

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

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

11c Enter the Receipt Confirmation Code for the 2020 Form M-1 annual report. If the plan was not required to file the 2020 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) I

Department of the Treasury This schedule is required to be filed under section 104 of the 2020
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA).
Department of Labor .
Employee Benefits Security Administration » File as an attachment to Form 5500.
; ) ; This Form is Open to Public
Pension Benefit Guaranty Corporation » Insurance companies are required to provide the information Inspecption
pursuant to ERISA section 103(a)(2).
For calendar plan year 2020 or fiscal plan year beginning 07/01/2020 and ending 06/30/2021
A'i“ Ngriug of planS } c } £ SUNY G land B Three-digit
uxiliary Services Corporation of SU ortlan plan number (PN) > 003

Defined Contribution Retirement Plan

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

Auxiliary Services Corporation of
SUNY Cortland 15-0548524

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 Il and Ill can be reported on a single Schedule A.

1 Coverage Information:

(a) Name of insurance carrier

TI1AA-CREF
(e) Approximate number of Policy or contract year
(c) NAIC (d) Contract or
(b) EIN code identification number pegzﬁgj gfzg:ﬁ?agtt 52;01‘ (f) From (9) To
13-1624203 69345 500888 254 07/01/2020 06/30/2021

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

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

Fees and other commissions paid

(b) Amount of sales and base

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

Fees and other commissions paid
(c) Amount (d) Purpose (e) Organization code

(b) Amount of sales and base
commissions paid

Schedule A (Form 5500) 2020

For Paperwork Reduction Act Notice, see the Instructions for Form 5500.
v. 200204



Schedule A (Form 5500) 2020 Page 2 —

(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




Schedule A (Form 5500) 2020 Page 3

Part Il | 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 atyear end ...................c.ccooveeevereeeenenn.... 4 2,428,156

5 Current value of plan’s interest under this contract in separate accounts at year end....................c.ccocoeveevereeereernn.. 5 6,703,573

6 Contracts With Allocated Funds:
a State the basis of premium rates P

D Premiums Pait t0 CAMTIEN ........c.oeuieeeeeeeececeeeeee ettt ettt en ettt s et et et a et se e ee e et s e s s eseeen 6b
C  Premiums due but unpaid at the end Of the YEaAr ...........cooii e 6¢C
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, ENLEN AMOUNT. ..........coiiuiiiiiii ettt e e e e e e e e ssbae e e e e e e e aes
Specify nature of costs P
€ Type of contract: (1) D individual policies 2) D group deferred annuity
3) D other (specify) P
f  If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here > |:|
7 Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
a Type of contract: (€))] |:| deposit administration V3 D immediate participation guarantee
3) |X| guaranteed investment 4) D other »
b Balance at the end 0f the PrEVIOUS YOI ..............c.c.ccoeevererieeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeae s eessenenen, | 7b 2,258,373
C Additions: (1) Contributions deposited during the year ...............c..cccocu....... 7c(1) 141,102
(2) Dividends and Credits...........co.ovcuevevcerierceeeeeeeeeeeeeee s es et eree e, 7c(2) 0
(3) Interest credited dUNG the YEar...........covovevevieeeeeeeeeeee e 7c(3) 81,731
(4) Transferred from Separate aCCOUNL ..............c.covveveevererrsrereessenesieseeeenns 7c(4) 160,705
(5) Other (SPECITY BEIOW) .........eveeeeceeeeeeeeseee ettt 7c(5) 3,138
p Participant Loan Interest & Loan
Principal Repayment
LG ILLL = I Lo 11 e 14 YOO 7c(6) 386,676
d Total of balance and additions (add iNES 70 @NA 7C(B)). ...eveeeveveverereeererereeeeeeeee e e e et eeeeeeseee e eeseeeneneneaeeerenens | 7d 2,645,049
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 213,810
(2) Administration charge made by carrier 7e(2)
(3) Transferred to separate account o I =16 1,229
(4) Other (SPECIFY DEIOW) .......cecvvvieeeeeeeeeeeeeeeeeeteee et en s s ss s s 7e(4) 1,854
» Fees
(5) TOLAI ABAUCHONS ..ot ettt se st es et n st n s e s ee et en e n e s et en e et s nsneesneesneneeeeen 7e(5) 216,893
f Balance at the end of the current year (subtract line 7€(5) from N 7d) ...........ccoveeeeeeeieeeeeeeeeeeeeeeeeeeeeee. | 7f 2,428,156




Schedule A (Form 5500) 2020 Page 4

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

m D Other (specify) P

9 Experience-rated contracts:

a Premiums: (1) AMOUNt rECEIVEM ........c.coviviiiiiiiiiic e 9a(1)
(2) Increase (decrease) in amount due but Unpaid ...............c..ccceeverenenene. 9a(2)
(3) Increase (decrease) in unearned premium reServe .........cccceeeeveevnennn. 9a(3)
(8) EAMEA (1) + (2) = (3)) errvvverrrreseeeeeeesoeeseeeeeeeeoeeseeeeeeeee e es e ee s eee s eesees s eeeseeesseeeees | 9a4)
b Benefit charges (1) CIaIMS PAIQ............ccccevevereiriiiieeiee et 9b(1)
(2) Increase (decrease) in Claim rESEIVES.........c.cccveevveeiieecreeiee e 9b(2)
(3) Incurred claims (AAd (1) @NA (2))...everereereireireereieeeeeeeeeteeeeeteseeeteeeeeseetestessete e assereasestestesteseesseresresresrearess 9h(3)
(4) ClAIMS CRAIGET. .....c..cueitiiiiete ettt ettt et ettt et et te e e et e et et et e st eseeaeeteeteebesaeebessesseseebesbestestessensessessatestentens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS .....vovievevietieteete et et teete et e st et se e ere e ebe e ensereeaeenas 9c(1)(A)
(B) Administrative Service or other fEes ..........ccocvevvevveeeieeerereeanenes 9c(1)(B)
(C) Other specific acquisition costs .. | 9¢(1)(C)
(D) OthEI EXPENSES ......cveeeeeeereeereeeeeeeee et en s 9c(1)(D)
(E) TAXES v ettt eeeeeee et eeees et st es s ee s et enees et ene s eneneens 9c(1)(E)
(F) Charges for risks or other CONtiNGENCIES .........o.evveeeerevererreeennns 9c(1)(F)
(G) Other retention Charges.........ccuuveeiiieiiiiiiiieee e 9c(1)(G)
(H) TOLAI FEEEMEION. ....cueeveee et eteete ettt ettt et ettt e ete et e et et e e e st eteeteetesbeebe st et eseebeebestesteseensessenseaserestesean 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.).......ccvee.nn. 9c¢(2)
d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement............... 9d(1)
(2) ClAIM FESEIVES .......c.vcveeeeeveeeeeteeee e eeeteeteeteeteete et e et et et e e st eteete et et enteseeseateeteetesee et eseasseteateeteseesesaensereareeteneeeen 9d(2)
(B) OUNEI TESEIVES .....veeveeeeee et ettt ettt et ettt et et et e s e e et e te et e et e se et e seeaeete et e et e see et eseansetestestestetesaensersareatesenten 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in lin€ 9¢(2).)........c.cccceevivveennnen. 9e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CArmier............ooivviiieiieiii 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 I, line 2 above, report amount. ......................... 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 If the answer to line 11 is “Yes,” specify the information not provided. P




SCHEDULE C Service Provider Information OMS No. 1210-0110
(Form 5500) 2020

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

Department of Labor

) This Form is Open to Public
Employee Benefits Security Administration » File as an attachment to Form 5500.

Inspection.

Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 07/01/2020 and ending 06/30/2021
A Name of plan

B Three-digit
Auxiliary Services Corporation of SUNY Cortland plan number (PN) > 003
Defined Contribution Retirement Plan

C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Auxiliary Services Corporation of 15-0548524
SUNY Cortland

| 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).. . . ............ |ZI Yes D No

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

(b) Enter name and EIN or address of person who provided you disclosures on eligible indirect compensation
CREF-TTAA-CREF TNVESTMENT MGMT, LLC
13-3586142

(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) 2020

v. 200204



Schedule C (Form 5500) 2020 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




Schedule C (Form 5500) 2020

Page 3 -

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

TIAA-TEACHERS

13-1624203

INSURANCE AND ANNUITY

(b)

(c)

(d)

(€)

(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-.
13 15 37
38 50 52 NONE Yes E| No |:| Yes E| No |:| Yes |:| No E|
18,028 0

() 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?

@)

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 |:| No |:|

Yes |:| 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?

@)

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 |:| No |:|

Yes |:| No |:|
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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.

(a) 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 (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 (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.
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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

() 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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hedule C (Form 5500) 2020 Page6-[ |

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

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:

a Name: b EIN:

C  Position:

d Address: e Telephone:
Explanation:

a Name: b EIN:

C  Position:

d Address: e 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

This Form is Open to Public

Inspection.
For calendar plan year 2020 or fiscal plan year beginning 0770172020 and ending 0673072021
A Name of plan B Three-digit
Auxiliary Services Corporation of SUNY Cortland plan number (PN) 3 003
Defined Contribution Retirement Plan
C Plan or DFE sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Auxiliary Services Corporation of
SUNY Cortland 15-0548524
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 IE: TIAA REAL ESTATE
b Name of sponsor of entity listed in (a): TIAA-CREF
C EIN-PN 13_1624203 004 d Ent|ty P Dollar value of interest in MTIA, CCT, PSA, or 96 921

code

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

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

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

d Entity

C EIN-PN
code

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

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

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

d Entity

C EIN-PN
code

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

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

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

d Entity

C EIN-PN
code

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

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

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

d Entity

C EIN-PN
code

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

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

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

d Entity

C EIN-PN
code

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

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

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

d Entity

C EIN-PN
code

€ Dollar value of interest in MTIA, CCT, PSA, or

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

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

Schedule D (Form 5500) 2020

v. 200204
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Name of MTIA, CCT, PSA, or 103-12 |E:

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

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

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

Name of sponsor of entity listed in (a):

EIN-PN

d Entity
code

Dollar value of interest in MTIA, CCT, PSA, or
103-12 IE at end of year (see instructions)
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Part Il | Information on Participating Plans (to be completed by DFESs)
(Complete as many entries as needed to report all participating plans)

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

b Name of C EIN-PN
plan sponsor

a Plan name

b Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor

Plan name

Name of C EIN-PN
plan sponsor




SCHEDULE H Financial Information

(Form 5500)

Department of the Treasury

Department of Labor
Employee Benefits Security Administration

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

OMB No. 1210-0110

2020

This Form is Open to Public

» File as an attachment to Form 5500. Inspection
Pension Benefit Guaranty Corporation
For calendar plan year 2020 or fiscal plan year beginning 07/01/2020 and ending 06/30/2021
A Name of plan B  Three-digit

Auxiliary Services Corporation of SUNY Cortland

Defined Contribution Retirement Plan

plan number (PN) > 003

C Plan sponsor’s name as shown on line 2a of Form 5500
Auxiliary Services Corporation of
SUNY Cortland

D Employer Identification Number (EIN)

15-0548524

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 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 le. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearing Cash............co.eei e la
b Receivables (less allowance for doubtful accounts):
(1) EMPIOYEr CONLHBULIONS ........cvveeeeereceieeeeeeeeeeeseseeeesen s, 1b(1)
(2) Participant CONTIDULIONS...............ccoveeiveereeeseeesees e es et enes e, 1b(2)
6c) K3 OSSO 1b(3)
C General investments:
(1) Interest—b_earing cash (include money market accounts & certificates 1c(1)
of deposit) .....coevvvvereriieeenne
(2) U.S. Government securities 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) PIEIEITEA ...ttt 1c(3)(A)
(B) AllONET ..ottt 1c(3)(B)
(4) Corporate stocks (other than employer securities):
(A) PIEIEITEA ...ttt 1c(4)(A)
(B) COMMON ...ttt ettt 1c(4)(B)
(5) Partnership/joint VENLUrE iNErESES ..............ceevrieereereeeeseeeesessessseeeeeenes 1c(5)
(6) Real estate (other than employer real property) .......cccccoveevrvereriieeennne. 1c(6)
(7) Loans (other than to participants) 1c(7)
(8) Participant [0ans ..............ccceeunese.. 1c(8) 82,921 86,562
(9) Value of interest in common/collective trusts ................c.ccceveververveenneene. 1c(9)
(10) Value of interest in pooled separate aCCOUNLS ..........ccceeveveveveveverrnnnnns 1c(10) 114,018 96,921
(11) Value of interest in master trust investment acCounts.................c......... 1c(11)
(12) Value of interest in 103-12 investment entities .............c.c.coevevevererrnnnn. 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual 1¢(13)
FUNDS) 1ottt 11,015,875 12,977,109
(14) Value of funds held in insurance company general account (unallocated
COMITACES). ... v e ettt e e e et e et n e e 1c(14) 2,258,373 2,428,156
012 0T PSS 1c(15)

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

Schedule H (Form 5500) 2020
v. 200204
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1d Employer-related investments: (a) Beginning of Year (b) End of Year
(1) Employer securities 1d(1)
(2) EMPIOYET ral PrOPEILY .........veveeereeereeesieeeeeseeeeesesesseseesssseseseseseneneeeeeeees 1d(2)
€ Buildings and other property used in plan operation .............cccocveverieiennnnen. le
f Total assets (add all amounts in lines 1a through 1€) ...........ccccovvvevererennan.. 1f 13,471,187 15,588,748
Liabilities
g Benefit Claims PAYADIE .......covovviveeeeiirireise e 19
N Operating Payables ............coceueueuieeeeeeeeceeeee e en s 1h
i Acquisition indebtedness 1i
] Other IADIlIES. ......c...veeviceceeeeceecee e 1j
K Total liabilities (add all amounts in lines 1g throughlj)........cccccceevevevevevnennns 1k 0 0
Net Assets
| Net assets (subtract ine 1K from lINE L) .......eevrveeeeeeeeerereeeseeee e, 1 | 13,471,187 15,588,748

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

a

complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.
Income
Contributions:
(1) Received or receivable in cash from: (A) Employers ........ccccceeveveeennee.
(B)  PartiCIPANES ...cciviiiiiieie ettt
(C) Others (including rollOVErS).........ccuuviiiuiieiiiiieiiee e

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

(1) Interest:
(A) Interest-bearing cash (including money market accounts and
certificates of dEePOSIt).........ccoruiiiiiiiie i

(B) U.S. GOVErNMENt SECUNLIES ......ccuvveieiiiiee e
©)
(D)
()]
F)
(G) Total interest. Add lines 2b(1)(A) through (F).......ccccoeirniiieiiiiennnns
(2) Dividends: (A) Preferred StOCK.........cvvvviieieiiiiiiiee e

(B) COMMON STOCK .eiiiiiiiiee e e e sttt e e e ettt e e e e s e e e e s e sinrn e e e e e e nnnnnes
(C) Registered investment company shares (e.g. mutual funds)..........
(D) Total dividends. Add lines 2b(2)(A), (B), and (C)
(B) RENES ittt e e e e e e e e aeeeans
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds ...................
(B) Aggregate carrying amount (See inStruCtions)............cccvvveeeeernrinnns
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result..............
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate.....................

(B)  OtNEI ettt a e

(C) Total unrealized appreciation of assets.
Add lines 2b(5)(A) and (B) .....uueeeeeeiiiiiiiieee et

(a) Amount

(b) Total

2a(1)(A)

446,750

2a(1)(B)

330,954

2a(1)(C)

254,623

2a(2)

2a(3)

1,032,327

2b(1)(A)

2b(1)(B)

2b(1)(C)

2b(1)(D)

2b(1)(E)

2,882

2b(1)(F)

81,731

2b(1)(G)

84,613

2b(2)(A)

2b(2)(B)

2b(2)(C)

158,999

2b(2)(D)

2b(3)

158,999

2b(4)(A)

2b(4)(B)

2b(4)(C)

2b(5)(A)

2b(5)(B)

2b(5)(C)
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(a) Amount (b) Total

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

(7) Net investment gain (loss) from pooled separate accounts...................... 2b(7) 6,473

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

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

O ompanes (o.0. MR TUNGS) - e s 2(10) 3,131,072
(O3 @] (o TSV a T (o700 1 LTSRN 2c
d Total income. Add all income amounts in column (b) and enter total.................... 2d 4,413,484
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers............. 2e(1) 2,278,420

(2) To insurance carriers for the provision of benefits ............c..ccccceevevevenennn. 2e(2)

(B) OUNET ...ttt 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3) .....ccoeveveuevevruennnnne. 2e(4) 2,278,420
f Corrective distributions (SE€ INSIIUCHIONS) ..........cvevevreeeeeereieeerece e 2f
g Certain deemed distributions of participant loans (see instructions)............... 29
N INErESt EXPENSE......ecvvveieeeeeeeeee et 2h
i Administrative expenses: (1) Professional fees ................cccoceeevrreererennnnn. 2i(1)

(2) Contract adMINISLIAtOr FEES ..........c.oveveveeeeeeeeeeeeeeeee e 2i(2)

(3) Investment advisory and management fees ..........cccuveveiieiiiiiiiieie e 2i(3)

() ORI ...ttt 2i(4) 17,503

(5) Total administrative expenses. Add lines 2i(1) through (4) ........c.ccccoevn.... 2i(5) 17,503
j Total expenses. Add all expense amounts in column (b) and enter total....... 2j 2,295,923

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d 2k 2,117,561
| Transfers of assets:

(1) TO RIS PIAN. ...t 21(2)

(2) From this plan 21(2)

Part Il 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):
@ [ ] unmodified @ [ ] 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) D DOL Regulation 2520.103-12(d) (3) D 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:Insero & Co. CPAs, LLP (2) EIN: 47-5324570

d The opinion of an independent qualified public accountant is not attached because:
1) D This form is filed for a CCT, PSA, 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 |Es, and GlAs do not complete lines 4a, 4e, 4f, 4g, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4.

During the plan year: Yes No Amount

a  Was there afailure 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.) .................. da X
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Yes No Amount
b  Were any loans by the plan or fixed income obligations due the plan in default as of the
close of the plan year or classified during the year as uncollectible? Disregard participant loans
secured by participant’s account balance. (Attach Schedule G (Form 5500) Part | if “Yes” is
CRECKEA.) ..ottt ettt ettt s ettt e et ee et et e st stee et n st en e 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.) .......cccccvveeiiiiciiireeeeeiinnns 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 Ill if “Yes” is
Lol A =To = s 1) T 4d X
€  Was this plan covered by a fidelity DONG?.............cooviiieiiecicceeeeee et 4e X 2,000,000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by
FTAUD OF GISNONESLY? ...ttt ettt e et en e 4f X
0 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? .........cccoceeeiivieeniieeeiieeenieee s 4g 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.).....c.coiiiiiiii et e e e e e e e e e s eaeereeeaeeeas 4i X
] 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.).....c.ooiiiiiiiiee ettt e e et e e e e e e aeereeeaeeeeas 4j X
Kk Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control Of the PBGC? ..........uiiiiiiiiiiiie et ak X
I Has the plan failed to provide any benefit when due under the plan? ...........cccoiiiiiiiiiiii s 4] X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.000-3.) 1ttt ettt es am X
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3...........cceveeiiiiiiiieieeeeaiiiieeenn. 4n
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?........ D Yes E 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)

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) (1 2 1) 1 PP

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

D Yes |:|No |:|Not determined




SCHEDULE R Retirement Plan Information OMB No. 1210-0110

(Form 5500) 2020
Department of the Treasury This schedule_is required to be filed gnder sections 104 and 4065 of t'he
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
o 6058(a) of the Internal Revenue Code (the Code). This Form is Open to Public
epartment of Labor .
Employee Benefits Security Administration Inspectlon.

P File as an attachment to Form 5500.

Pension Benefit Guaranty Corporation

For calendar plan year 2020 or fiscal plan year beginning 07/01/2020 and ending 06/30/2021
A Name of plan B Three-digit
Auxiliary Services Corporation of SUNY Cortland plan number
Defined Contribution Retirement Plan (PN) 4 003
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
Auxiliary Services Corporation of
SUNY Cortland 15-0548524
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
(145 {0 [od 1 To] o TP U PP TTPOPP

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):

. 13-3586142 23-1945930
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 3
Y= LSRR
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)? .....cceevevrerenne. D Yes D No D N/A
If the plan is a defined benefit plan, go to line 8.

5 I 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 6al

deficiency not waived) ................................................................................................................................

b  Enter the amount contributed by the employer to the plan for this plan year ...............cccccoveveveereeenereennns 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 @ Negative amOUNT)...........ueiiiiiiiiiiiice e e e ae e e 6C

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

Will the minimum funding amount reported on line 6¢ be met by the funding deadling?..............c.cccocovrrrvrerrnennn. D Yes D No D N/A

(o]

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 ChaNQE? .........uiiiiiice et et e e e e et a e e e e e staaaaeeeeennnnes D Yes D No D N/A

Part 11l 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. [f N0, CHECK thE “NO” DOX........eieeeeeeeeeeeeeeeeeeeeee e eeee oo ee et eeeeeen 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 a Does the ESOP hold any Preferred SOCK? ..........cc.oeiveuiereueeeeeeeeeeeeeeeteeeetee e e e e teae et et e e et eesete e et eae et eseetateesete e eteaneseteesateseaeneeeanann D Yes D No
b  If the ESOP has an outstanding exempt loan with the employer as lender, is such loan part of a “back-to-back” loan? D Yes D No

(See instructions for definition of “DACK-t0-DACK” I0AN.) ........ciiiiiiiii e
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?...........cccooveveiiviiereeeeeeeeeeeeees D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2020

v. 200204
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| PartV

| 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 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 |:| 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 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 |:| 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 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 |:| 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 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 |:| 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 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 |:| 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 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 |:| Other (specify):




Schedule R (Form 5500) 2020 Page 3

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 |:| alternative |:| reasonable approximation (see 14a
instructions for required attaCNMENT)..........uiiii i e e e e e e e e et e e e e e asstaaeeeeeeesrsbeeaeaeeeannnnnees

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)..............cccccccoiiiiiiniinnns

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).......cuuuuiiiee i e e e e essrrereeesssnneeereeesannnes

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............ccccceeeeennee 15a

b The corresponding number for the second preceding PIaN YEar ................c.covevevervreeeerererererrreeeeseenenens 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 ..........ccccocceviiieiiniiiiiieeennnn. 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 EMPIOYEIS .. . i i ii ettt e ettt e e e et es e e aeeesateeeraeesaasnnnrereaeessnnnnnes

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. ... ... e et s e e e e e e e e

| 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 @n AMACKIMENT. ............iiiii et b e e s b et e e s et e e s b e e e s bbb e e e bb e e e s bb e e e aab e e e e s sbe e e s sabeeesbaneeaanes D

19 If the total number of participants is 1,000 or more, complete lines (a) through (c)
a  Enter the percentage of plan assets held as:
Stock: % Investment-Grade Debt: % High-Yield Debt: % Real Estate: % Other: %
b Provide the average duration of the combined investment-grade and high-yield debt:
|:| 0-3 years |:| 3-6 years D 6-9 years D 9-12 years D 12-15 years D 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 D Other (specify):

20 PBGC missed contribution reporting requirements. If this is a multiemployer plan or a single-employer plan that is not covered by PBGC, skip line 20.
a 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.

l

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




.- 8955-SSA Annual Registration Statement Identifying Separated [ OME No.1545-2167
om Participants With Deferred Vested Benefits 2020
ﬁgﬁjg?‘;g;g;&g%gﬁ?ﬁ:w This form is required to be filed under section 6057 of the Internal Revenue Code. This Form Is NOT Open

» Go to www.irs.gov/Form8955SSA for instructions and the latest information. to Public Inspection
Annual Statement Identification Information
For the plan year beginning 07/01/2020 , and ending06/30/2021

A [] «Check here if plan is a government, church, or other plan that elects to voluntarily file Form 8955-SSA. (See instructions.)
B[] «Check here if this is an amended registration statement.
C Check the appropriate box if filing under:  [x] Form 5558 [[] Automatic extension

[] Special extension (enter description)

SN 3MIl Basic Plan Information - enter all requested information

la Name 1b Plan Number (PN)
of plan auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan 003

Plan Sponsor Information

2a Plan sponsor's name 2b Employer Identification Number (EIN)
Auxiliary Services Corporation of SUNY Cortland 15-0548524

2c Trade name (if different from plan sponsor name) 2d Plan sponsor's phone number

(607)753-2431

2e In care of name

2f Mailing address (room, apt., suite no. and street, or P.O. box) 2g City 2h State 2i ZIP code
15 Neubig Road Cortland NY 13045-2435
2j Foreign province (or state) 2k Foreign country 2| Foreign postal code

Plan Administrator Information

3a Plan administrator’'s name (if other than plan sponsor) 3b Employer Identification Number (EIN)
Same

3c In care of name 3d Plan administrator's phone number

3e Mailing address (room, apt., suite no. and street, or P.O. box) 3f City 3g State 3h ZIP code

3i Foreign province (or state) 3j Foreign country 3k Foreign postal code

4 If the name or EIN of the plan administrator has changed since the last return filed for this plan, enter the name and EIN from the last filed return:
Plan administrator's name EIN

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

Plan sponsor’'s name EIN Plan Number (PN)
6a Participants who separated with a deferred vested benefit required to be reported on this Form 8955-SSA ... ........ 6a
b Participants who separated with a deferred vested benefit voluntarily reported on this Form 8955-SSA

in the same year as the separation OCCUIred . . . . ... ... it 6b 33
7 Total number of participants reported on lines6aand6b . . . . . . . . ... L 7 33
8 Did the plan administrator provide an individual statement to each participant required to receive a statement? . . . . . . . . . [x] Yes [] No

Under penalties of perjury, | declare that | have examined this statement, and to the best of my knowledge and belief, it is true, correct, and complete.

Sig n ' Signature of plan sponsor Date signed Signature of plan administrator Date signed
Here

For Privacy Act and Paperwork Reduction Act Notice, see the separate instructions. MGA Form 8955-SSA (2020)



Form 8955-SSA (2020)

Page 2 of 7

Page 2.1

Name Plan Number

of plan Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan

003

EIN

15-0548524

Z.\24MIIM Participant Information - enter all requested information

9 Enter one of the following Entry Codes in column (a) for each separated participant with deferred vested benefits who:

Code A — has not previously been reported.

Code B — has previously been reported under the above plan number, but whose previously reported information requires revisions.
Code C — has previously been reported under another plan, but who will be receiving benefits from the plan listed above instead.

Code D — has previously been reported under the above plan number, but whose benefits have been paid out or who is no longer entitled to those deferred vested benefits.

Use with entry code "A", "B","C", or "D" Use with entry code "A" or "B" Entry code "C" only
@ Full(gc)Jcial (c) Name of Participant (See instructions.) E;;erg?riegfgg:;?ize Amount of vested benefit Pre(\r/]i)ous Pregi)ous
Cods| Securty Nurber : (d) Type of | (e) Payment ber ot plan O e oz vane sponsor's plan
Code (or "FOREIGN") Firstname M.l Last name 4 annuity | frequency periodic Sayment P of account EIN number
A | XXX-XX-1506 |[JENNIFER FOSTER A A 288
A | XXX-XX-5772 [JOSEPH G |POST A A 17,939
A | XXX-XX-6474 |(PATRICK CALL A A 1,509
A | XXX-XX-1569 [MATTHEW WOOD A A 2,242
A | XXX-XX-1452 |[LOGAN STAGE A A 127
A | XXX-XX-8865 |ROBERT SAGER A A 107,480
A | XXX-XX-1767 |[MICHAEL HAPGOOD A A 154
A | XXX-XX-7037 |OCEAN LIBBEY A A 91
A | XXX-XX-7858 |ANNETTE E |OHARA A A 255,334
A | XXX-XX-2185 [BRANDY WRIGHT A A 13,769

Form 8955-SSA (2020)



Form 8955-SSA (2020)

Page 3 of 7

Page 2.2

Name

of plan Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan
XSAMIIM Participant Information - enter all requested information

Plan Number

003

EIN

15-0548524

9 Enter one of the following Entry Codes in column (a) for each separated participant with deferred vested benefits who:

Code A — has not previously been reported.
Code B — has previously been reported under the above plan number, but whose previously reported information requires revisions.

Code C — has previously been reported under another plan, but who will be receiving benefits from the plan listed above instead.

Code D — has previously been reported under the above plan number, but whose benefits have been paid out or who is no longer entitled to those deferred vested benefits.

Use with entry code "A", "B","C", or "D"

Use with entry code "A" or "B"

Entry code "C" only

Enter code for nature

(b) (c) Name of Participant (See instructions.) ; Amount of vested benefit (h) (0]
(a) Full Social and form of benefit ; :
E ull Socia - - — Previous Previous
ntry . (f) Defined (g9) Defined contribution , |
Code| Security Number Firstname v Last name (d) Type of | (e) Payment benefit plan — plan — total value sponsor's pan
(or "FOREIGN") w annuity frequency periodic payment of account EIN number
A | XXX-XX-0693 [WILLIAM C |EPP A A 51,693
A | XXX-XX-2141 [CONNIE LIEB A A 187
A | XXX-XX-1970 |SHAWN BARTEE A A 68
A | XXX-XX-2056 [VINCENT C [MARSHALL JR A A 1,126
A | XXX-XX-6633 [ERIK LUCAS A A 2,807
A | XXX-XX-0046 |[KELLY WALSH A A 47
A | XXX-XX-7063 [MISTY WEST A A 34
A | XXX-XX-5497 |[ASHLEY COOPER A A 1,665
A | XXX-XX-8167 |CATHY L |LITTLE A A 37,691
A | XXX=-XX-7919 [SAMANTHA STANDISH A A 66

Form 8955-SSA (2020)



Form 8955-SSA (2020)

Page 4 of 7

Page 2.3

Name

of plan Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan
XSAMIIM Participant Information - enter all requested information

Plan Number

003

EIN

15-0548524

9 Enter one of the following Entry Codes in column (a) for each separated participant with deferred vested benefits who:

Code A — has not previously been reported.
Code B — has previously been reported under the above plan number, but whose previously reported information requires revisions.

Code C — has previously been reported under another plan, but who will be receiving benefits from the plan listed above instead.

Code D — has previously been reported under the above plan number, but whose benefits have been paid out or who is no longer entitled to those deferred vested benefits.

Use with entry code "A", "B","C", or "D"

Use with entry code "A" or "B"

Entry code "C" only

Enter code for nature

(b) (c) Name of Participant (See instructions.) ; Amount of vested benefit (h) (0]
(a) Full Social and form of benefit ; :
E ull Socia - - — Previous Previous
ntry . (f) Defined (g) Defined contribution , |
Code| Security Number Firstname v Last name (d) Type of | (e) Payment benefit plan — plan — total value sponsors plan
(or "FOREIGN") w annuity frequency periodic payment of account EIN number
A | XXX-XX-2562 |SHERRI L |WALRAD A A 5,373
A | XXX-XX-8850 |[ALAN WILLIAMS A A 69
A | XXX-XX-8285 [MELISSA MERA FERNANDEZ A A 63
A | XXX-XX-0544 |JASON MARSHALL A A 8,791
A | XXX-XX-1496 [MARIE T |[MONASTRA A A 9,118
A | XXX-XX-4461 [SHANE WILLIS A A 449
A | XXX-XX-5312 |[GARY INMAN A A 60,580
A | XXX-XX-5816 |[CARL BUMP A A 65
A | XXX-XX-5407 [ADRIEL ALBRO A A 44,405
A | XXX-XX-3397 [SAMUEL J |COFFEY A A 350,913

Form 8955-SSA (2020)



Form 8955-SSA (2020)

Page 5 of 7

Page 2.4

Name

of plan Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan

Plan Number

003

EIN

15-0548524

Z.\24MIIM Participant Information - enter all requested information

9 Enter one of the following Entry Codes in column (a) for each separated participant with deferred vested benefits who:

Code A — has not previously been reported.
Code B — has previously been reported under the above plan number, but whose previously reported information requires revisions.

Code C — has previously been reported under another plan, but who will be receiving benefits from the plan listed above instead.

Code D — has previously been reported under the above plan number, but whose benefits have been paid out or who is no longer entitled to those deferred vested benefits.

Use with entry code "A", "B","C", or "D"

Use with entry code "A" or "B"

Entry code "C" only

Enter code for nature

(b) (c) Name of Participant (See instructions.) ; Amount of vested benefit (h) (0]
(a) Full Social and form of benefit ; :
E ull Socia - - — Previous Previous
ntry . (f) Defined (g9) Defined contribution , |
Code| Security Number Firstname v Last name (d) Type of | (e) Payment benefit plan — plan — total value sponsor's pan
(or "FOREIGN") w annuity frequency periodic payment of account EIN number
A | XXX-XX-6693 |[VANESSA HAMILTON A A 15,276
A | XXX-XX-4459 |[TIANNA ENGL ISH A A 18
A | XXX-XX-4367 |[TANA ARMITSTEAD A A 142
D | XXX-XX-4509 |[JEFFREY RE ISMAN
D | XXX-XX-0024 |MARGARET SWEENEY
D | XXX-XX-8469 |MICHELLE K |BRACKIN
D | XXX-XX-7228 |RACHAEL N |HALE
D | XXX-XX-7261 |ALISON WRIGHT
D | XXX-XX-9932 |SANDRA REAKES
D | XXX-XX-1827 |TODD UPDIKE

Form 8955-SSA (2020)



Form 8955-SSA (2020)

Page 6 of 7

Page 2.5

Name

of plan Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan

Plan Number EIN

003 15-0548524

Z.\24MIIM Participant Information - enter all requested information

9 Enter one of the following Entry Codes in column (a) for each separated participant with deferred vested benefits who:
Code A — has not previously been reported.
Code B — has previously been reported under the above plan number, but whose previously reported information requires revisions.
Code C — has previously been reported under another plan, but who will be receiving benefits from the plan listed above instead.
Code D — has previously been reported under the above plan number, but whose benefits have been paid out or who is no longer entitled to those deferred vested benefits.

Use with entry code "A", "B","C", or "D"

Use with entry code "A" or "B"

Entry code "C" only

Enter code for nature

(b) (c) Name of Participant (See instructions.) ; Amount of vested benefit (h) (0]
(a) Full Social and form of benefit ; :
E ull Socia - - — Previous Previous
ntry . (f) Defined (g9) Defined contribution , |
Code| Security Number Firstname v Last name (d) Type of | (e) Payment benefit plan — plan — total value sponsor's pan
(or "FOREIGN") w annuity frequency periodic payment of account EIN number
D | XXX-XX-6946 |JENNIFER PARKER-SMITH
D | XXX-XX-4058 |KELLY HUNNEYMAN
D | XXX-XX-5001 [BRIAN TIERNEY
D | XXX-XX-2902 |MARTIN J |KRETZ
D | XXX-XX-1798 |THOMAS KTERNAN
D | XXX-XX-6857 |VICTORIA MATONE
D | XXX-XX-8921 |SANDRA M [NATALE
D | XXX-XX-4232 |JOHN H |MARVIN
D | XXX-XX-9457 |JOSHUA A |BLAKE

Form 8955-SSA (2020)



Form 8955-SSA (2020)

Page 7 of 7

Page 2.6

Name

of plan Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan
XSAMIIM Participant Information - enter all requested information

Plan Number EIN

003

15-0548524

9 Enter one of the following Entry Codes in column (a) for each separated participant with deferred vested benefits who:
Code A — has not previously been reported.
Code B — has previously been reported under the above plan number, but whose previously reported information requires revisions.
Code C — has previously been reported under another plan, but who will be receiving benefits from the plan listed above instead.
Code D — has previously been reported under the above plan number, but whose benefits have been paid out or who is no longer entitled to those deferred vested benefits.

Use with entry code "A", "B","C", or "D"

Use with entry code "A" or "B"

Entry code "C" only

(a)
Entry
Code

(b)

Full Social
Security Number
(or "FOREIGN")

(c) Name of Participant (See instructions.)

Enter code for nature
and form of benefit

Amount of vested benefit

(h) 0]

First name

M.1. Last name

(d) Type of
annuity

(e) Payment
frequency

- - — Previous Previous
(f) Defined (g) Defined contribution , lan
benefit plan — plan — total value sponsors pla
periodic payment of account EIN number

Form 8955-SSA (2020)



. 5558 Application for Extension of Time OMB No. 1545-0212
o To File Certain Employee Plan Returns

(Rev. September 2018)

» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Department of the Treasury » Go to www.irs.gov/Form5558 for the latest information.
Internal Revenue Service
iclgdl Identification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer’s identifying number (see instructions)
Aucxiliary Services Corporation of SUNY Cortland Employer identification number (EIN) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 15-0548524
15 Neubig Road Social security number (SSN) (9 digits XXX-XX-XXXX)
City or town, state, and ZIP code
Cortland NY 13045-2435
C Plan name Plan Plan year ending—
number MM DD YYYY
Auxiliary Services Corporation of SUNY Cortland Defined Contribution Retirement Plan
0 0 3 6 30 2021

IEZXAI] Extension of Time To File Form 5500 Series, and/or Form 8955-SSA

O Check this box if you are requesting an extension of time on line 2 to file the first Form 5500 series return/report for the plan listed

1
in Part I, C above.
2 | request an extension of time until 4 / 15 / 2022 to file Form 5500 series. See instructions.
Note: A signature IS NOT required if you are requesting an extension to file Form 5500 series.
3 I request an extension of time until 4 / 15 / 2022 to file Form 8955-SSA. See instructions.

Note: A signature IS NOT required if you are requesting an extension to file Form 8955-SSA.

The application is automatically approved to the date shown on line 2 and/or line 3 (above) if (@) the Form 5558 is filed on or before
the normal due date of Form 5500 series, and/or Form 8955-SSA for which this extension is requested; and (b) the date on line 2
and/or line 3 (above) is not later than the 15th day of the 3rd month after the normal due date.

[ Extension of Time To File Form 5330 (see instructions)

4 | request an extension of time until / / to file Form 5330.
You may be approved for up to a 6-month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposingthetax . . . . . . . . . . . P | a |
b Enter the payment amount attached. . . . . . . . . . . . . . . . . . . . . . P> b
¢ For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amendmentdate . . . » c

5  State in detail why you need the extension:

Under penalties of perjury, | declare that to the best of my knowledge and belief, the statements made on this form are true, correct, and complete, and that | am authorized
to prepare this application.

Signature » Date »
MGA Form 5558 (Rev. 9-2018)




	For calendar plan year 2020 or fiscal plan year beginning                                                                      and ending                                                       
	A  This return/report is for:
	B  This return/report is:
	4  Current value of plan’s interest under this contract in the general account at year end 
	5  Current value of plan’s interest under this contract in separate accounts at year end 
	6  Contracts With Allocated Funds:
	a State the basis of premium rates (
	b Premiums paid to carrier 
	c Premiums due but unpaid at the end of the year 
	d If the carrier, service, or other organization incurred any specific costs in connection with the acquisition or retention of the contract or policy, enter amount. 
	e Type of contract:   (1)  X  individual policies                (2)  X   group deferred annuity
	 (3)  X   other (specify)    (
	 f If contract purchased, in whole or in part, to distribute benefits from a terminating plan, check here       (  X
	7  Contracts With Unallocated Funds (Do not include portions of these contracts maintained in separate accounts)
	a Type of contract:
	(2)  X  immediate participation guarantee
	(1)  X  deposit administration
	(4)  X  other (
	(3)  X  guaranteed investment
	b Balance at the end of the previous year 
	c Additions:  (1) Contributions deposited during the year 
	 d  Total of balance and additions (add lines 7b and 7c(6)).  
	 e  Deductions:
	 f Balance at the end of the current year (subtract line 7e(5) from line 7d) 
	8   Benefit and contract type (check all applicable boxes)
	d X  Life insurance
	c X  Vision
	b X  Dental
	a  X  Health (other than dental or vision)
	h X  Prescription drug
	g X  Supplemental unemployment
	f  X  Long-term disability
	e  X  Temporary disability (accident and sickness)
	 l X  Indemnity contract
	k X  PPO contract
	j  X  HMO contract
	i  X  Stop loss (large deductible)
	m X  Other (specify) ( ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCDEFGHI ABCKEFGHI ABCDEFGHI ABCDEFGHI ABCDE
	9  Experience-rated contracts:
	a   Premiums: (1) Amount received 
	 b Benefit charges (1) Claims paid 
	 c Remainder of premium: (1) Retention charges (on an accrual basis) --
	     (2) Dividends or retroactive rate refunds.  (These amounts were X  paid in cash, or X  credited.) 
	 d Status of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement 
	 e Dividends or retroactive rate refunds due.  (Do not include amount entered in line 9c(2).) 
	10 Nonexperience-rated contracts:
	 a Total premiums or subscription charges paid to carrier 
	 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 I, line 2 above, report amount. 
	11 Did the insurance company fail to provide any information necessary to complete Schedule A? 
	b EIN: 
	a Name:
	c  Position: 
	d Address:
	b EIN:  
	a Name: 
	c  Position: 
	d Address:
	b EIN:
	a Name:
	c  Position: 
	d Address:
	b EIN:
	a Name: 
	c  Position: 
	d Address:
	b EIN:
	a Name: 
	c  Position: 
	d Address:
	d The opinion of an independent qualified public accountant is not attached because:
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