Form 5500 Annual Return/Report of Employee Benefit Plan OMB Nos. 1210-0110
This form is required to be filed for employee benefit plans under sections 104

Department of the Treasury and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and

Internal Revenue Service sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code). 2016

e Dlepaf"gem ?I Lgbm " » Complete all entries in accordance with

Oy o the instructions to the Form 5500.
Pension Benefit Guaranty Corporation This Form is Open to Public
Inspection
Part | | Annual Report Identification Information
For calendar plan year 2016 or fiscal plan year beginning 01/ 01/ 2016 and ending 12/ 31/ 2016
A This return/report is for: D a multiemployer plan D a multiple-employer plan (Filers checking this box must attach a list of
’ participating employer information in accordance with the form instructions.)
g a single-employer plan D a DFE (specify)
B This return/report is: D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Ifthe plan is a collectively-bargained plan, check here. . . .. ... ... .. . . . . e » D
D Check box if filing under: ]g Form 5558 D automatic extension D the DFVC program
D special extension (enter description)
Part Il | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit plan 333
THE GATES GROUP RETI REMENT PLAN number (PN) »

1c Effective date of plan
10/ 01/ 1964

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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions) 84- 0857401
GATES CORPORATI ON 2C Plan Sponsor’s telephone
number
303-744- 5599
1551 WEWATTA STREET 2d Business code (see
instructions)
326200
DENVER CO 80202

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.

SIE%'; 10/ 03/ 2017 |Mark Klingenneier
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
Preparer’s name (including firm name, if applicable) and address (include room or suite number) Preparer’s telephone number

For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Form 5500 (2016)




Form 5500 (2016) Page 2

3a

Plan administrator's name and address D Same as Plan Sponsor
Gates Retirenent Board

3b Administrator’s EIN
84- 0857401

1551 VEWATTA STREET

3C Administrator’s telephone
number

303-744- 5599

DENVER CO 80202
4 If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the name, 4b EIN
EIN and the plan number from the last return/report:
a Sponsor’'s name 4c PN
5  Total number of participants at the beginning of the plan year 5 I 8, 135
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(1l) Total number of active participants at the beginning of the PIaN YE&K .............cccccveveieeiiiceieieeee e 6a(l) 511
a(2) Total number of active participants at the end of the PIAN YEA ..............cccceuiviviveveieiiiiieceee e 6a(2) 433
b Retired or separated partiCipants reCeIVING DENEFILS. ..........coveviveveueeieieeeeeeteetce e ettt ettt eeee et ese st eseaeserereenennas 6b 4,781
C Other retired or separated participants entitled to future BeNefitS ............ooiiiiiiiiiiii e 6¢C 1,458
A SUDLOtAl. AQD NES BA(2), B, AU BC.......veeeeeeeeeeeeeeeeeeeeeeeeeeeeeseeeeeseeeeeeeeeees e eeeeeseeeeseseesseeeeeseeeeeseeeeeeeeeees e eeeseeeeeeseeeeseee 6d 6,672
€ Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. ...........cccocoeeiiiiiiiiinie e, 6e 1,011
f o TOtal. AddINES BU AN BE........cviviviveeieiiieceeececeete ettt ettt et t e st ettt et s e e e ea et e tet et ettt es s ene e s e st et e s s s s 6f 7,683
0 Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIELE ThIS IEMY ..vuviieieeieceetetete et e e e s et s e et e e ettt ee s s e sese et stste s et es et s e s eeee st atet et s et es s snseese st et et as et asen e seses et eentntesesesssensnenenenea 69
h  Number of participants that terminated employment during the plan year with accrued benefits that were
€S5S ThAN 100%6 VESIEA ... cv et ctieee ettt stee et et eee et estees s st ee s et st es e et et ee st eet et eh et em st ot en st et ee st et ens et et en st et an st et en st et neessenas 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:
1A 1B 1C 1D 3H
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) ]E Insurance 1) @ Insurance
2 D Code section 412(e)(3) insurance contracts ) D Code section 412(e)(3) insurance contracts
3) B Trust 3) @ 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
1) B R (Retirement Plan Information) (1) E H (Financial Information)
2 D MB (Multiemployer Defined Benefit Plan and Certain Money 2) D | (Financial Information — Small Plan)
Putrchase Plan Actuarial Information) - signed by the plan 3) m i A (Insurance Information)
actual
Hary 4) C (Service Provider Information)
(3) m SB (Single-Employer Defined Benefit Plan Actuarial (5) D (DFE/Participating Plan Information)
Information) - signed by the plan actuary (6) D G (Financial Transaction Schedules)
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Part Il | 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.) oo [] 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.) ........... D Yes D No

11c Enter the Receipt Confirmation Code for the 2016 Form M-1 annual report. If the plan was not required to file the 2016 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
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance 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.

» Insurance companies are required to provide the information

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2016

This Form is Open to Public

Inspection

For calendar plan year 2016 or fiscal plan year beginning

01/01/ 2016

and ending

12/ 31/ 2016

A Name of plan
THE GATES GROUP RETI REMENT PLAN

B Three-digit

plan number (PN) 4

333

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

GATES CORPORATI ON

84- 0857401

D Employer Identification Number (EIN)

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

PRI NCl PAL LI FE | NSURANCE COVPANY

() NAIC (d) Contract or (e) Approximate number of Policy or contract year

b) EIN . A f

®) code identification number peprzﬁgj g?‘ég:]etga?tt jggro (f) From (9) To
42-0127290 61271 336130 0 01/ 01/ 2016 12/ 31/ 2016

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

(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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Sc

hedule A (Form 5500) 2016
v. 160205
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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




Schedule A (Form 5500) 2016

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 at year end 4 4, 030, 570
5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccc.ccevveeveeerereeenenenn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c..viveeeceeeeeeeete ettt ettt ettt en e e s et et e et et e st en e e sne et s et eennann e 6b
C  Premiums due but unpaid at the end Of the YA ........cooiuiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POliCY, ENLEr AMOUNT. ...........uiiiiiiiiiiiei et e e et e e e e s s abeaeeaaeas
Specify nature of costs P
€ Type of contract: (1) D individual policies 2 D group deferred annuity
©) 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: [6h) |:| deposit administration 2 @ immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI...............ccoveveeueeeeeeeeeeeeeeeeeeeeeeeeeeee e e e teee s etee s en s sesneesienas | 7b 3,872,677
C  Additions: (1) Contributions deposited during the year............c.c...ccccevereenen.s 7c(1)
(2) DIVIDENdS aNG CIEAILS ..........voveeeeeceeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEAT ...........cccovieeeeeeeee e 7c(3) 137,777
(4) Transferred from SEParate aCCOUNL................cccvevevreeeeeereeeeesesenseeeneeens 7c(4)
(5) Other (SPECITY BEIOW) .......vviveceeeeeceeeeeeeee et 7c(5)
4
(B)TOLAI AUTIIONS ...t e et eeeeee e e seeeeeee e eeeeeeeee e e es e e et seeeseeeeseeeseeseeeeeeees e eeeeee e eseeeereeeereseeeee 7¢(6) 137,777
d Total of balance and additions (add iNES 7b @Nd 7C(B)). ...veveveverereeeeirereeeeeeeeeeeee e etee st e e nerenes e | 7d 4,010, 454
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 65, 393
(2) Administration charge made by Carfier ..............cccocoveeveveeeeeeeeeeeeeeseens 7¢e(2) 10, 973
(3) Transferred to SEPArate ACCOUN..............ccceveveverereresereeneceraeesiesesesesennnend 7¢e(3)
(4) Other (SPECITY BEIOW) .......ccueveeeverereeeeeeecceceeeeeeie et 7e(4)
4
() L) = U (=T [Tt i o] L PPN 76, 366
f Balance at the end of the current year (subtract line 7e(5) from line 7d)

3, 934, 088
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Part Il | 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 |:| Temporary disability (accident and sickness) ~ f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVEM. .......coueiuiriirieieieieieeeceie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccccceeiniiieniinennns 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........cccccceeeeevvveeennn. 9a(3)
(8) QM (1) + (2) = (3))ervverrreerreeereeeeseseeeseessseeeessessesesssssesessseseesesssseessseeseeeeeseseessesesesseesesssesessessesesrersesees | 9a(4)
b Benefit charges (1) Claims PaId...........ccovereereveieeeeeeeereeeeeeeeeeereesee e 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (00 (1) AN (2)) ..veoveveeeeeeereeeeeteeeeteee et e et e et et e et eee et e et et et et e e et essesessesetesetes e et easetereenerennene 9b(3)
(4) ClAIMS CRAIGET .....cueivieeietieie ettt ettt ettt et e bt teshese et es b e s e es e e teeaesaessesseseenteteesesaessenseseentateeneesesnetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS ..ottt een e ee e 9c(1)(A)
(B) Administrative service or other fees.............cccceveveveeeeeeeeeeeeeeennn 9c(1)(B)
(C) Other specific ACQUISIION COSES ..........ovvereereeiereeeeeeereeres e, 9c(1)(C)
(D) OthEr EXPENSES........ceveveeeeeeeeeeeeseeeeeeseneeieseses s e esesee s enesesnas 9c(1)(D)
(E) TAXES c.ovveeeeeeeeeeee et ee et en sttt en s een s en et enenesnans 9c(1)(E)
(F) Charges for risks or other ContingenCies..............cocoovrverererrennenen, 9c(1)(F)
(G) Other retention CRAIGES ...........ccoveeeveveeeeeereeeeeeeeeeseeee s enneenas 9c(1)(G)
(G ) 1= U (=3 =) 21174 TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ccovveennnen. 9¢c(2)
d sStatus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ......eeeeeeeeeeeee ettt ettt ettt eae et e s e et eae et e s e ee et et et e e et eas st e s e es et e s ete e st ensetessasese s ese s etenseaenea 9d(2)
(B) OtNEI TESEIVES. .....eetieieeetieieetee et et e et ettt e et ete e tees e e bt eseesbeem e e et e eseeeEeeneeaaeeseeebeemeeebeeseeateanseaneeneenseanbesneenan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......ccccceevvciiennnncn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........iiiiiiiiiiiii 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..............cccccceeenne 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 A
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

Pension Benefit Guaranty Corporation

Insurance 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.

» Insurance companies are required to provide the information

pursuant to ERISA section 103(a)(2).

OMB No. 1210-0110

2016

This Form is Open to Public

Inspection

For calendar plan year 2016 or fiscal plan year beginning

01/01/ 2016

and ending

12/ 31/ 2016

A Name of plan
THE GATES GROUP RETI REMENT PLAN

B Three-digit

plan number (PN) 4

333

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

GATES CORPORATI ON

84- 0857401

D Employer Identification Number (EIN)

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

Metropolitan Iife I nsurance Conpany

() NAIC (d) Contract or (e) Approximate number of Policy or contract year
(b) EIN code identification number el covered at jg:rm (f) From (@) To
13-5581829 65978 GAC163A 0 01/ 01/ 2016 12/ 31/ 2016

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

(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

Fees and other commissions paid

(b) Amount of sales and base
commissions paid

(c) Amount

(d) Purpose

(e) Organization code

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

Sc

hedule A (Form 5500) 2016
v. 160205
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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




Schedule A (Form 5500) 2016

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 at year end 4 8, 548
5 Current value of plan’s interest under this contract in separate accounts at year end ..................cccc.ccevveeveeerereeenenenn.. 5
6 Contracts With Allocated Funds:
a State the basis of premium rates P
D PremiUums Pait 10 CAMTIET........c..viveeeceeeeeeeete ettt ettt ettt en e e s et et e et et e st en e e sne et s et eennann e 6b
C  Premiums due but unpaid at the end Of the YA ........cooiuiiiiiii e 6¢c
d Ifthe carrier, service, or other organization incurred any specific costs in connection with the acquisition or 6d
retention of the contract or POliCY, ENLEr AMOUNT. ...........uiiiiiiiiiiiei et e e et e e e e s s abeaeeaaeas
Specify nature of costs P
€ Type of contract: (1) D individual policies 2 D group deferred annuity
©) 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: [6h) |:| deposit administration 2 @ immediate participation guarantee
3) D guaranteed investment 4) D other P
b Balance at the end 0f the PrEVIOUS YEAI...............ccoveveeueeeeeeeeeeeeeeeeeeeeeeeeeeee e e e teee s etee s en s sesneesienas | 7b 8,524
C  Additions: (1) Contributions deposited during the year............c.c...ccccevereenen.s 7c(1)
(2) DIVIDENdS aNG CIEAILS ..........voveeeeeceeeeeeeee e 7c(2)
(3) Interest credited dUNNG the YEAT ...........cccovieeeeeeeee e 7c(3) 24
(4) Transferred from SEParate aCCOUNL................cccvevevreeeeeereeeeesesenseeeneeens 7c(4) 254, 436
(5) Other (SPECITY BEIOW) .......vviveceeeeeceeeeeeeee et 7c(5)
4
(B)TOLAI AUTIIONS ...t e et eeeeee e e seeeeeee e eeeeeeeee e e es e e et seeeseeeeseeeseeseeeeeeees e eeeeee e eseeeereeeereseeeee 7¢(6) 254, 460
d Total of balance and additions (add iNES 7b @Nd 7C(B)). ...veveveverereeeeirereeeeeeeeeeeee e etee st e e nerenes e | 7d 262,984
€ Deductions:
(1) Disbursed from fund to pay benefits or purchase annuities during year 7e(1) 245, 276
(2) Administration charge made by CArfier ...........cccoceveveveveveceeeeeeieerereeeneend 7e(2) 9, 160
(3) Transferred to SEPArate ACCOUN..............ccceveveverereresereeneceraeesiesesesesennnend 7¢e(3)
(4) Other (SPECITY BEIOW) .......ccueveeeverereeeeeeecceceeeeeeie et 7e(4)
4
(5) TOLAI AEAUCHONS..........eeveeeeee ettt ettt et ee ettt ee et en e e en et e st eneseen s 7e(5) 254, 436
f Balance at the end of the current year (subtract line 7e(5) from line 7d) 7f 8, 548
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Part Il | 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 |:| Temporary disability (accident and sickness) ~ f D Long-term disability g D Supplemental unemployment  h D Prescription drug
i D Stop loss (large deductible) i D HMO contract k D PPO contract I D Indemnity contract

m D Other (specify) »

9 Experience-rated contracts:
a Premiums: (1) AMOUNt FECEIVEM. .......coueiuiriirieieieieieeeceie ettt 9a(1)
(2) Increase (decrease) in amount due but unpaid............ccccceeiniiieniinennns 9a(2)
(3) Increase (decrease) in unearned Premium reServe .........cccccceeeeevvveeennn. 9a(3)
(8) QM (1) + (2) = (3))ervverrreerreeereeeeseseeeseessseeeessessesesssssesessseseesesssseessseeseeeeeseseessesesesseesesssesessessesesrersesees | 9a(4)
b Benefit charges (1) Claims PaId...........ccovereereveieeeeeeeereeeeeeeeeeereesee e 9b(1)
(2) Increase (decrease) in claim reserves. . 9b(2)
(3) Incurred claims (00 (1) AN (2)) ..veoveveeeeeeereeeeeteeeeteee et e et e et et e et eee et e et et et et e e et essesessesetesetes e et easetereenerennene 9b(3)
(4) ClAIMS CRAIGET .....cueivieeietieie ettt ettt ettt et e bt teshese et es b e s e es e e teeaesaessesseseenteteesesaessenseseentateeneesesnetens 9b(4)
C Remainder of premium: (1) Retention charges (on an accrual basis) --
(A) COMIMISSIONS ..ottt een e ee e 9c(1)(A)
(B) Administrative service or other fees.............cccceveveveeeeeeeeeeeeeeennn 9c(1)(B)
(C) Other specific ACQUISIION COSES ..........ovvereereeiereeeeeeereeres e, 9c(1)(C)
(D) OthEr EXPENSES........ceveveeeeeeeeeeeeseeeeeeseneeieseses s e esesee s enesesnas 9c(1)(D)
(E) TAXES c.ovveeeeeeeeeeee et ee et en sttt en s een s en et enenesnans 9c(1)(E)
(F) Charges for risks or other ContingenCies..............cocoovrverererrennenen, 9c(1)(F)
(G) Other retention CRAIGES ...........ccoveeeveveeeeeereeeeeeeeeeseeee s enneenas 9c(1)(G)
(G ) 1= U (=3 =) 21174 TR 9c(1)(H)
(2) Dividends or retroactive rate refunds. (These amounts were D paid in cash, or D credited.) ......ccovveennnen. 9¢c(2)
d sStatus of policyholder reserves at end of year: (1) Amount held to provide benefits after retirement ................. 9d(1)
(2) CIAIM FESEIVES ......eeeeeeeeeeeee ettt ettt ettt eae et e s e et eae et e s e ee et et et e e et eas st e s e es et e s ete e st ensetessasese s ese s etenseaenea 9d(2)
(B) OtNEI TESEIVES. .....eetieieeetieieetee et et e et ettt e et ete e tees e e bt eseesbeem e e et e eseeeEeeneeaaeeseeebeemeeebeeseeateanseaneeneenseanbesneenan 9d(3)
€ Dividends or retroactive rate refunds due. (Do not include amount entered in line 9¢(2).) .......ccccceevvciiennnncn. e
10 Nonexperience-rated contracts:
a Total premiums or subscription charges paid t0 CAITIEN ...........iiiiiiiiiiiii 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..............cccccceeenne 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 OMB No. 1210-0110
F 5500
(Form ) 2016

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 Lab .
Employee B:r?eafli'trsnggcarityaAz:‘ninistration P File as an attachment to Form 5500. This Form is Open to Public
Pension Benefit Guaranty Corporation InsPeCtlon'
For calendar plan year 2016 or fiscal plan year beginning 01/ 01/ 2016 and ending 12/ 31/ 2016
A Name of plan B Three-digit
C Plan sponsor’s name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GATES CORPORATI ON
84- 0857401

| 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) 2016
v.160205
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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)

Nl SA | nvest nent Advi sors

48-1140940

(b)

(c)

(d)

(e)

(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 -O-. 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
28 (f). If none, enter -0-.
NONE
YesD No@ YesD NOD Yes[[ No[[
730, 707
(@) Enter name and EIN or address (see instructions)
Towers WVt son Del aware, |nc. 53-0181291

(b)
Service
Code(s)

11
17

(c)
Relationship to
employer, employee
organization, or

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

(e)
Did service provider
receive indirect
compensation? (sources

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

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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-.
NONE
YesD No@ YesD NOD Yes[[ No[[
336, 653

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

Nort hern Trust Conpany

36-1561860

(b)
Service
Code(s)

21

(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
sSponsor)

(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?

NONE

140, 751

Yes D No

Yes D No D

Yes [[ No [[
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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)

Buck Consultants

13- 3954297

(b)

(c)

(d)

(e)

(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 -O-. 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
17 (M. 1f none, enter -0-.
NONE
YesD No YesD NOD Yes[[ No[[
49, 713
(@) Enter name and EIN or address (see instructions)
Anton Collins Mtchell LLP 01- 0724563

(b)
Service
Code(s)

10

(c)
Relationship to
employer, employee
organization, or

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

(e)
Did service provider
receive indirect
compensation? (sources

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

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
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-.
NONE
YesD No@ YesD NOD Yes[[ No[[
36, 000

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

PRI NCI PAL LI FE | NSURANCE CO

42-0127290

(b)
Service
Code(s)

13
23

(c)
Relationship to
employer, employee
organization, or

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

(e)
Did service provider
receive indirect
compensation? (sources

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

Enter total indirect
compensation received by
service provider excluding

()
Did the service
provider give you a
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-.
NONE
Yes NoD Yes No[l Yes[[ No
10, 973 0
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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)

Metropolitan Life Insurance Conpany

13- 5581829

(b)
Service
Code(s)

13
23

(c)
Relationship to
employer, employee
organization, or

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

(e)
Did service provider
receive indirect
compensation? (sources

Did indirect compensation
include eligible indirect
compensation, for which the

Enter total indirect
compensation received by
service provider excluding

(h)
Did the service
provider give you a
formula instead of

person known to be enter -O-. 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
(). If none, enter -0-.
NONE
Yes NOI:I Yes@ NOD Yes[[ Nog
8,720 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 D No D

Yes |:| No |:|

Yes |:[ No |:[

(@) 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 D No D

Yes D No D

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.

(@) 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.

(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

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

(b) Nature of
Service
Code(s)

(¢) 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: e Telephone:
Explanation:

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: € Telephone:

Explanation:




SCHEDULE D
(Form 5500)

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security Administration

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

DFE/Participating Plan Information

Retirement Income Security Act of 1974 (ERISA).

) File as an attachment to Form 5500.

OMB No. 1210-0110

2016

This Form is Open to Public

Inspection.

For calendar plan year 2016 or fiscal plan year beginning

01/01/ 2016 and ending

12/ 31/ 2016

A

Name of plan

THE GATES GROUP RETI REMENT PLAN

B Three-digit

plan number (PN)

4 333

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

GATES CORPORATI ON

84-0857401

D Employer Identification Number (EIN)

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:METLI FE CORE LAGB

b

Name of sponsor of entity listed in (a): MET LI FE

d Entity € Dollar value of interest in MTIA, CCT, PSA, or
-PN 13-5581829 377 P \, CCT, PSA,
C EIN-PN 13-5581829 3 code 103-12 IE at end of year (see instructions) 2,109, 538
a Name of MTIA, CCT, PSA, or 103-12 IE:NTGE COLLECTI VE SHORT TERM | NV FUND
b Name of sponsor of entity listed in (a): NORTHERN TRUST
) 36- 6036794 001 d Entity € Dollar value of interest in MTIA, CCT, PSA, or
C EIN-PN code  © 103-12 IE at end of year (see instructions) 1,415, 604
a Name of MTIA, CCT, PSA, or 103-12 |E:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)
a Name of MTIA, CCT, PSA, or 103-12 IE:
b Name of sponsor of entity listed in (a):
C EIN-PN d Entity € Dollar value of interest in MTIA, CCT, PSA, or
code 103-12 IE at end of year (see instructions)

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

Schedule D (Form 5500) 2016

v.160205
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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 |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

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

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




SCHEDULE H Financial Information OMS No. 1210-0110
(Form 5500)
Internal R Seni This schedule is required to be filed under section 104 of the Employee 2016
nferna Revenue Service Retirement Income Security Act of 1974 (ERISA), and section 6058(a) of the
Department of Labor Internal Revenue Code (the Code).
Employee Benefits Security Administration
Pension Benefit Guaranty Corporation P File as an attachment to Form 5500. This Form is Open to Public
Inspection
For calendar plan year 2016 or fiscal plan year beginning 01/01/ 2016 and ending 12/ 31/ 2016
A Name of plan B Three-digit
THE GATES GROUP RETI REMENT PLAN plan number (PN) [3 333
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GATES CORPORATI ON 84-0857401

‘ 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), 1¢(8), 19, 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-DEANNG CASN ..........o..oveiveeeeeeeeeeseeeeeee e, la 3,371, 305 2,495,512
b Receivables (less allowance for doubtful accounts):

(1) EMPIOYEr CONTIDULIONS............coieeeeeereterereieeeeeeee ettt 1b(1)

(2) Participant CONTIDULIONS ..............oviveveeeeieeeeeeeeeee s 1b(2)

(3) OUNET...veoeeeeeee oo s 1b(3) 4,968, 363 7,835,371

C General investments:
1) Interest-b_earing cash (include money market accounts & certificates 1c(1)
[o1e =] o To 11 1 PP UPRPPPPI

(2) U.S. GOVEINMENE SECUMLIES .......vovvveeeeeeeeeeeeeeesseee e s seeesees 1c(2) 23, 393, 991 11, 040, 632

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

(A) PIETEITEU ...t 1c(3)(A) 38, 024, 154 29, 272, 946

(B) AlLOHNET ..o 1c(3)(B) 304, 650, 393 320, 234, 693
(4) Corporate stocks (other than employer securities):

(A) PIETEITEU ..ot 1c(4)(A)

(B) COMIMION. ....vviieeieeeeee et 1c(4)(B)

(5) Partnership/joint VENtUre iNtEreStS ..............ccocoeeeevereeeeeeeeeeeeeeseeenees 1c(5)

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

(7) Loans (other than to PartiCiPantS) ..............ccceerrerverererererereseeesereeeeeeenns 1c(7)

(8) PArtiCIPANt I0BNS ..........eveeeeeeeeeeeeeeeeeee e 1c(8)

(9) Value of interest in cOMmMON/COIECHVE trUSES ..........c..oveveveereeeeeeeeeeean. 1c(9) 1,473,721 1, 415, 604
(10) Value of interest in pooled separate aCCOUNtS .........c.coceveveveveveverereeennns 1c(10) 0 0
(11) Value of interest in master trust investment accounts ................cc......... 1c(11)

(12) Value of interest in 103-12 investment eNtities...............ocoeeeeierrvereeenn. 1c(12)

(13) \f/ua;I]Léi)of interest in registered investment companies (e.g., mutual 1¢(13)

(14) \églnut?aéc;igf{&s"héid'i'r'{'ihéij'r};}iéé"c'a}ﬁ'.sé}&'gjé}{é}éi account (unallocated | ) 4 017 654 4 039 118

(L5) OUNET ..o 1c(15) 46, 116, 942 41, 594, 364
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule H (Form 5500) 2016

v.160205
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1d

Employer-related investments:

(1) EMPIOYET SECUNTIES .....vvieiiiiieeeitie ettt

(2) EMPIOYET ral PrOPEILY ...cuvveeeitieeiitieeeieee ettt

Buildings and other property used in plan operation ............ccccovvieiiiiiiiieeenn.

Total assets (add all amounts in lines 1a through 1€) ........ccccceeeiiiiiiiieennnnnne

Liabilities

Benefit claims payable.............cooiiii

Operating PAYAbIES .......coii i

Acquisition indebtedness

Other abIlItIES ......ccvvieiiiiieiieeeeeeeeeeeeeeeeee s

Total liabilities (add all amounts in lines 1g throughlj) .......ccccccceeiiiiiiiiiennnnn.

Net Assets

Net assets (subtract line 1k from line 1f) .......c..eeeiiiiiiiiiie e,

(a) Beginning of Year (b) End of Year
1d(1)
1d(2)
le
1f 426, 016, 523 417, 928, 240
1g
1h 328, 270 266, 957
1i
1j 3,077,279 4,229, 892
1k 3,405, 549 4,496, 849
| u | 422, 610, 974 413, 431, 391

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 (a) Amount (b) Total

Contributions:
(1) Received or receivable in cash from: (A) EMpIOYers............cccccevvevevnnen. 2a(1)(A)

(B)  PAMICIDANES. .....c..eeeeeeseeeeseeseee e es st en st en s 2a(1)(B)

(C) Others (INCIUAING FOIIOVETS) .......c..vveieeeeeeeeeeeeeeeee e 2a(1)(C)
(2) Noncash contributions 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2)............... 2a(3) 0
Earnings on investments:
(1) Interest:

) etiicaton of eposit o O A o 22O 57, 314

(B) U.S. GOVEINMENt SECUMHES ......cv.v.veevereceeeseeeeeeceeeesesesieseneesenneneans 2b(1)(B) 250, 863

(©) 2b(1)(C) 14, 786, 143

(D) 2b(1)(D)

(E) 2b(1)(E)

F) 2b(1)(F) 2,277, 236

(G) Total interest. Add lines 2b(1)(A) through (F) ......oooveeeeeeeeeeeeeennan, 2b(1)(G) 17,371, 556
(2) Dividends: (A) Preferred StOCK............c.cvvveeueuererereeeeeeeeeees e, 2b(2)(A)

(B)  COMMON SOCK.........vovereeericesieeeseeeeseeeseee e eneseeeeses s enesien s seneneneas 2b(2)(B)

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

(D) Total dividends. Add lines 2b(2)(A), (B), and (C) 2b(2)(D) 0
(B) RENES ...ttt ettt ee ettt sttt en s s tes s 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds..................... 2b(4)(A) 922, 009, 968

(B) Aggregate carrying amount (See inStructions) ............ccococoeeevevnnn... 2b(4)(B) 906, 789, 370

(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter resullt ............... 2b(4)(C) 15, 220, 598
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate...................... 2b(5)(A)

(B) OHNET ..o 2b(5)(B) 3, 299, 679

) A e 2 (E)(A) a1 B) e e 26(5)(C) 3,299, 679
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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) 68, 628

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

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

(10) Net inve_stment gain (loss) from registered investment 2b(10)
companies (e.g., Mutual funds).........ccceoiuiieiiiiiiiiee e
C Ot INCOMIE ettt ettt et et et e et e et et e et et e eee e e ee e 2¢c -39, 971
d Total income. Add all income amounts in column (b) and enter total....................., 2d 35, 920, 490
Expenses

€ Benefit payment and payments to provide benefits:

(1) Directly to participants or beneficiaries, including direct rollovers.............. 2e(1) 42,425, 880

(2) Toinsurance carriers for the provision of benefits............cccccovviriiennn. 2e(2)

(B) ONET .ottt 2e(3)

(4) Total benefit payments. Add lines 2e(1) through (3).......ccccceviiiriiiiiennnne. 2e(4) 42, 425, 880
f Corrective distributions (S€€ INSITUCHIONS) ..........c.evevreeieireiereeeieies e 2f
g Certain deemed distributions of participant loans (see instructions)................. 29
N INEErESt EXPENSE ....... oot 2h
i Administrative expenses: (1) Professional fees...........c..ccceovvereerereerererenens 2i(1) 372, 653

(2) Contract adminiStrator fEES.........cciiuiiiiiiie e 2i(2) 19, 693

(3) Investment advisory and management fees..........cccocvieiniiiinniieeniice e, 2i(3) 921,171

(B) ONET cvveoeveeeeeeeeeeeeee e eeeee et ee s e e e e e s ee st s e es e ee s eeseeee s ees e eeseeeeseen 2i(4) 1, 360, 676

(5) Total administrative expenses. Add lines 2i(1) through (4)........ccccccveennee. 2i(5) 2,674,193
| Total expenses. Add all expense amounts in column (b) and enter total ........ 2j 45, 100, 073

Net Income and Reconciliation

K Net income (loss). Subtract line 2j from line 2d ..... 2k -9,179, 583
| Transfers of assets:

(1) TOhIS PIAN ..o 21(1)

(2) From this Plan.........c.cooiiiiiiieiii e 21(2)

Part 1l | 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):
@) [ ] unqualified @) [ ] Qualified (3) X Disclaimer @[] Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)? @ Yes D No
C Enter the name and EIN of the accountant (or accounting firm) below:
(1) Name: ANTON COLLINS M TCHELL LLP (2)EIN: 01- 0724563

d The opinion of an independent qualified public accountant is not attached because:
Q) 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 IEs, and GlAs do not complete lines 4a, 4e, 4f, 4q, 4h, 4k, 4m, 4n, or 5.
103-12 IEs also do not complete lines 4j and 4l. MTIAs also do not complete line 4l.

During the plan year: Yes No Amount

a  Was there 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.).................... 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
CREEKEEA.) vttt e s ee et 4b X
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Yes No Amount

C  Were any leases to which the plan was a party in default or classified during the year as
uncollectible? (Attach Schedule G (Form 5500) Part Il if “Yes” is checked.) ........ccccoovieiiniiiininiennnns 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 11l if “Yes” is

CRECKEA.) v e e eee e e e e et e st e e e e s e e s ee s e et e st e e e et ee st ee st e e e eeeees e ees e ee st eeeeeon 4d X
€  Was this plan covered by a fidelity BONA? ..........oveiiiiiii e 4e X 500, 000
f Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused by

FrAUA OF QISNONESTY? ....ouvcviietiicie ettt sttt e et e s bt e st b et be e s ene s s snenan 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?..........ccooceeeriveeeniieeenieeesiieeenns 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.) .......ooiiiiiiiiee ettt e e e e e e e sabeeeeeeeas 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 reqUIFEMENTS.) .........uiiiiiiiiiiiiie e 4j X
K Were all the plan assets either distributed to participants or beneficiaries, transferred to another
plan, or brought under the control 0f the PBGC? ........c.uuiiiiiiiiiiiieiiiie et 4k X
I Has the plan failed to provide any benefit when due under the plan?............ccccoeiiiiiiininc e, 4 X
m If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2520.100-3.) 1.ttt h bR bR e bR e e bt ke R bt bt et e Rt e bRt b e b e reant e bt 4m
N If 4m was answered “Yes,” check the “Yes” box if you either provided the required notice or one of
the exceptions to providing the notice applied under 29 CFR 2520.101-3. .......ccccceiiiieeniieeenieee i 4n
O Defined Benefit Plan or Money Purchase Pension Plan Only:
Were any distributions made during the plan year to an employee who attained age 62 and had not
separated frOM SEIVICE? ... . e 40
5a Has a resolution to terminate the plan been adopted during the plan year or any prior plan year?
If “Yes,” enter the amount of any plan assets that reverted to the employer this year..............cccceeee. |:| Yes m No Amount:

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¢ If the plan is a defined benefit plan, is it covered under the PBGC insurance program (See ERISA section 4021.)? ...... [X Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4007684 . (See instructions.)

|Part Vv |Trust Information
6a Name of trust 6b Trust's EIN

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




SCHEDULE R Retirement Plan Information OMB No. 1210-0110
(Form 5500)

Department of the Treasury This schedule is required to be filed under sections 104 and 4065 of the 201 6
Internal Revenue Service Employee Retirement Income Security Act of 1974 (ERISA) and section
Department of Labor 6058(a) of the Internal Revenue Code (the Code).
h P This Form is Open to Public
Employlee Benefits Security Admlnlstrlatlon D File as an attachment to Form 5500. Inspection.
Pension Benefit Guaranty Corporation
For calendar plan year 2016 or fiscal plan year beginning 01/ 01/ 2016 and ending 12/ 31/ 2016
A Name of plan B Three-digit
THE GATES GROUP RETI REMENT PLAN plan number
(PN) » 333
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number (EIN)
GATES CORPORATI ON 84- 0857401

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
(10 0 To1 (1] ST PP TR PP UPOPPPPN 0

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): 36- 1561860
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
S PSSR 120
Part I Funding Information (if the plan is not subject to the minimum funding requirements of section of 412 of the Internal Revenue Code or
ERISA section 302, skip this Part.)
4 |s the plan administrator making an election under Code section 412(d)(2) or ERISA section 302(d)(2)? .....cc.evvereeerrenen. |:| Yes D No @ 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.................ccococoeeereveeveeeceeeens 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 @amOouUNt) ..o 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?............cccccoveveveveveucererennenee. 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? ...........oooiiiiiii e D Yes D No E N/A
‘ Part lll ‘ 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........eeeee ettt ettt et e e eeeeeeen E 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? ................ | | Yes D No
11 @ Does the ESOP hold @ny Preferred SIOCK? ............coeuieeeeeeeeeeeeeee e ee e ee e s et ee e e s s e eenen e eeenenaes | | 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-to-back” 10aN.) ..............ccoiiiiiiiii
12 Does the ESOP hold any stock that is not readily tradable on an established securities Market?..............cccoceveeeveveveveeeeeeeee e D Yes D No
For Paperwork Reduction Act Notice, see the Instructions for Form 5500. Schedule R (Form 5500) 2016

v. 160205
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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

e 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

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

e 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

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

e 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 D Weekly D Unit of production D 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 D Weekly D Unit of production D 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

e 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 participants on whose behalf no contributions were made by an employer as an employer
of the participant for:

@ THE CUITENE YEAT ... ..eeeeeieeeeeeee et ee e ee e e et e e e e sene s ee s en s s en st ene s e ees s s eenenenennas 14a
b The plan year immediately preceding the CUITENt PIaN YEar.............c.c.cvvoveucueueeeeeeeeeeeeeeee e 14b
C  The second PreCeAiNG PIAN YEAI ........cc.uuuiiiiieiii ettt ettt e e e et e e e e e et e e e e aanbereeeeeaaaes 14c

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-..............cccccoeeennee. 15a

b The corresponding number for the second preceding Plan Year .................cccceiueveereeerereeeeeeeeereeeeeeeeeaan. 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 ...........cccociiiiiiiiiiiiniice e, 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 attaChmENTt. ....... .. e ettt e et e e e e e e e nrat e e e e n e e e e n e aaans

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

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

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: 1. 0% Investment-Grade Debt: 98. 0% High-Yield Debt: 0. 0% RealEstate: 0.0% Other: 1.0%
b  Provide the average duration of the combined investment-grade and high-yield debt:
D 0-3 years D 3-6 years @ 6-9 years D 9-12 years D 12-15 years D 15-18 years D 18-21 years D 21 years or more
C  What duration measure was used to calculate line 19(b)?
m Effective duration D Macaulay duration D Modified duration D Other (specify):

| PartVIl | IRS Compliance Questions

204 Is the plan @ 401(K) PIan? 1f “NO,” SKIP D ....v...eveeeveeereeereeeeseesseeeesseesseseeseseseseeesseeseseseeseseeseseesseeeseeeesseesees [] Yes [] No
D Design-based “Prior year”
20b How did the plan satisfy the nondiscrimination requirements for employee deferrals under section safe harbor ADP test
401(k)(3) for the plan year? Check all that @apply: ........oooiiiiiiii e “Current year” D N/A
ADP test
21a What testing method was used to satisfy the coverage requirements under section 410(b) for the plan Ratio Avera
ge
YEAIr? CRECK Al tNEE PPIY: ..r..vorveveeres oo [] percentage bonefittest L N/A
test
21b Did the plan satisfy the coverage and nondiscrimination requirements of sections 410(b) and 401(a)(4) D Yes D No
for the plan year by combining this plan with any other plan under the permissive aggregation rules? ......

22a If the plan is a master and prototype plan (M&P) or volume submitter plan that received a favorable IRS opinion letter or advisory letter, enter the date of
the letter and the serial number

22b If the plan is an individually-designed plan that received a favorable determination letter from the IRS, enter the date of the most recent determination
letter .




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

2016

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

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2016 or fiscal plan year beginning 01/ 01/ 2016 and ending

12/ 31/ 2016

P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
THE GATES GROUP RETI REMENT PLAN olan number (PN) 333
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
GATES CORPORATI ON 84- 0857401
E Type of plan: ]E Single D Multiple-A D Multiple-B F Prior year plan size: |:| 100 or fewer D 101-500 @ More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month 01 Day 01 Year 2016
2  Assets:
BUMATKEE VAIUE..........cvoeeeeeeee et ee e s st ee e sas e et e s s en s eaeten s e en s et enestesnseaesenassennensesnssaennansenend 2a 422,802, 791
D) ACHUAIIAI VAIUE ...ttt ettt neenens 2b 429, 181, 850
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
participants Target Target
a For retired participants and beneficiaries receiving payment .............cccooevevevevevennne. 6, 047 337,506, 983| 337,506, 983
b For terminated vested PartiCiPaNES ................oooveeeereeereeeeeee e eeeesee e s 1,577 34,449,778 34,449,778
C FOr actiVe PArtiCIPANES .........ceviverererireeieeesetetesesee sttt s st ebeseas s be e ennas 511 16, 394, 680 17, 334, 350
(o [ o OO 8,135 388, 351, 441| 389, 291, 111
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (0) ............cccceveveerenee. D
a Funding target disregarding prescribed at-riSk aSSUMPLIONS .........c.uuiiiiiiiiiiii e e e 4a
b Funding target reﬂecti_ng at-risk asgumptions, but c_iisregarc_iing traqsition rule for plans that have been in at-risk 4b
status for fewer than five consecutive years and disregarding loading factor............c..cccceeviiieiiiii e
D EffECHVE INIEIESE FALE ..........ieeeeeececee ettt ettt ettt ettt ettt et e s et e st seae st et e s s et s e e s eses et esesnas s s esesens 5 5.90%
(ST Vo T= A To a1 Lo AR 6 1, 906, 798

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
accordance with applicable law and regulations. In my opinion, each other assumption is reasonable (taking into account the experience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN
HERE 09/ 21/ 2017
Signature of actuary Date
Thomas M G eck 1407245

Type or print name of actuary
TONERS WATSON DELAWARE | NC.

Most recent enrollment number

303-391-1200

Firm name Telephone number (including area code)
555 17TH STREET, SU TE 2050
DENVER CO 80202

Address of the firm

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

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

[

Schedule SB (Form 5500) 2016
v. 160205




Schedule SB (Form 5500) 2016

Page2-[ |

Part 11 Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior

31, 233, 320

JVLCE: 1) ISP P T PP PP PPPPTN

0

Amount remaining (line 7 minus line 8)

31, 233, 320

10

Interest on line 9 using prior year's actual returnof _ - 1. 88% ..........c.ccoevevinnn]

- 587, 186

11

Prior year’s excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year).........cccccoevviveeeeenn

b(l) Interest on the excess, if any, of line 38a over line 38b from prior year
Schedule SB, using prior year's effective interest rate of 6. 110p.............]

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUIT ...t e oot en o]

C Total available at beginning of current plan year to add to prefunding balance

d Portion of (c) to be added to prefunding balance..............cccoovoveveeeeeeeeeeeeeeeen]

12

Other reductions in balances due to elections or deemed elections...............cccvevee..nn

13

Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................

30, 646, 134

oO|l0O|O |O|O |o

Part IlI Funding Percentages

14

Funding target attaiNMENT PEICENTAGE .........oueuiiririeieirire ettt ettt b st bbbt e b b st e b b e bt £ e e b bt e e b b st e ae e b bt s e bt e st st seebenene e eneten ]

14

102. 37%

15

Adjusted funding target attaiNMENT PEICENTAGE ........ueiiieii ettt e et e et e e e bt e e ra b et e e be e e e e bttt e sa b et e s ket e e anb e e e sabaeeannnees

15

110. 24%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current

Year's FUNAING FEQUIFEIMENT ........o.oi ittt ettt e ettt e o4 4ot ta bttt e e e o4 aa bttt e e e e e e aa bbbt e e e e e 24 an bbb et e e e e e aasabe e e e e e e e anbbbeeeeeeeannnbeseaaeeaanns
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115. 41%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............cccccocvvevnneen,

17

%

Part IV Contributions and Liquidity Shortfalls

18

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

(a) Date (b) Amount paid by

(c) Amount paid by (a) Date
(MM-DD-YYYY) employer(s) e