Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan

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

Retirement Income Security Act of 1974 (ERISA) and sections 6047(e),
and 6058(a) of the Internal Revenue Code (the Code).
> Complete all entries in accordance with
the instructions to the Form 5500.

OMB Nos. 1210-0110
1210-0089

2010

This Form Is Open to

Public Inspection.

[ Partl | Annual Report Identification Information
For the calendar plan year 2010 or fiscal plan year beginning __and ending
A This return/reportis for: (1) [X| a multiemployer plan; (3) |_| a multiple-employer plan; or

2) a single-employer plan;

B This return/report is: (1)

€3]
C If the plan is a collectively-
D  Check hox if filing under:

the first return/report;

an amended return/report;
rgained plan, check here
Form 5558;

Special extension (enter description)

[<]8 (=1

(4) | | aDFE (specify)

3) the final return/report;
(4) | | ashort plan year return/report (less than 12 months).

..................................................... - ]

|:| automatic extension; D the DFVC program;

[Partil]

Basic Plan Information — enter all requested information.

1a Name of plan

RAILROAD EMPLOYEES HEALTH FSA

1b Three-digit
plan number (PN).... »| 511

1c Effective date of plan

04/01/2005
2a E’Ali'r& sponsr?r‘sldnam‘egnd address (emplog/er, if for a single-employer plan) 2b Employer Identification Number (EIN)
ress should include room or suite no.
74-3139935

NATIONAL CARRIERS' CONFERENCE
COMMITTEE

1901 L STREET, NW

WASHINGTON, DC 20036

2c Sponsor's telephone number
202-862-7200

2d Business code (see instructions)

482110

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 if it is being filed electronically, and to the best of my knowledge and belief, it is true, correct, and complete.

SIGN
e A. K. GRADIA
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 and OMB Control Numbers, see the instructions for Form 5500.

Form 5500 (2010)
v.092307.1
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Page 2

3 Plan administrator's name and address (If same as plan sponsor, enter 'Same")

NATIONAL CARRIERS' CONFERENCE
COMMITTEE

1901 L STREET, NW

WASHINGTON, DC 20036

3b  Administrator's EIN

74-3139935

3c Administrator's telephone number

202-862-7200

4 |If the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the b EN
name, EIN and the plan number from the last return/report below:
a Sponsor's name C PN
5 Total number of participants at the beginning of the planyear......... ... .. .. .. .. ... ... ... ... ... ....... 5 522
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d)
a Active partiCipants. . ... 6a
b Retired or separated participants receiving benefits. ... 6b
c Other retired or separated participants entitled to future benefits. ............. ... .. .. 6¢
d Subtotal. Add lines 6a, 7b, and 6C . . ... .. 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits ................. 6e
f Total. Add lines Bd and 6@ ... ... ... 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this tem) . .. 6g
h Number of participants that terminated employment during the plan year with accrued benefits that were less
than 1009 VesSted . . .o e 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item)................ 7 5

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

o

If the plan provides welfare benefits, enter the applicable welfare feature codes from the

List of Plan Characteristic Codes in the instructions:

4A

9a Plan funding arrangement (check all that apply)

9b Plan benefit arrangement (check all that apply)

(1) |_| Insurance (1) |_| Insurance

(¢4) || Code section 412(e)(3) insurance contracts (¢4) || Code section 412(e)(3) insurance contracts
3) [X]| Trust 3) |X]| Trust

4) General assets of the sponsor 4) General assets of the sponsor

10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
b General Schedules

a Pensl)n Schedules

(M | | R (Retirement Plan Information) M X] H (Financial Information)

@ | | MB (Multiemployer Defined Benefit Plan and Certain (¢4) L I (Financial Information — Small Plan)
Money Purchase Plan Actuarial Information) — signed by (€)) | | A (Insurance Information)
the plan actuary @ |X] C (Service Provider Information)

(€)) |:| SB (Single-Employer Defined Benefit Plan Information) — G| | D (DFE/Participating Plan Information)
signed by the plan actuary (6) G (Financial Transaction Schedules)




Schedule C

(Form 5500) Service Provider Information OMB No. 12100110
DFn?S{ﬁEFSéSén”JZ E’Sﬁv?c“e'y This schedule is required to be filed under section 104 of the 201 0
Department of Labor Employee Retirement Income Security Act of 1974.

Employee Benefits Security Administration This Form is open to
Pension Benefit Guaranty Corporation > File as an attachment to Form 5500. Public Inspection.

For calendar plan year 2010 or fiscal plan year beginning and ending
A Name of plan

RATILROAD EMPLOYEES HEALTH FSA

B Three-digit
plan number... ®™| 511
C Plan sponsor's name as shown on line 2a of Form 5500 D Employer Identification Number
NATIONAL CARRIERS' CONFERENCE COMMITTEE 74-3139935

Partl | 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 anythlng else of monetary value) in connection with services rendered to the
plan of 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 and OMB Control Numbers, see the instructions for Form 5500. Schedule C (Form 5500) 2010
v.092308.1



Schedule C (Form 5500) 2010 Page 2 —|1

(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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Page 3

Except for those persons for whom you answered 'yes' to line 1a

2Information on Other Service Providers Receiveing Direct or Indirect Compensation.
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 of their position with the plan during the plan year. (See instructions).

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

Enter total indirect
compensation received

(h)

(9)
Did the service

provider give you a
formula instead of

(b) © (d O] ®
Service | Relationship to Enter direct Did service provider Did indirect
Code(s) employer, compensation paid receive indirect compensation include

employee by the plan. If none, compensation? eligible indirect
organization, or enter -0-. (sources other than compensation, for
plan or plan which the plan received
sponsor) the required
disclosures?

person known to
be a
party-in-interest

by service provider
excluding eligible
indirect compensation
for which you answered
'Yes' to element (f). If
none, enter -0-

Yes |_|

an amount or
estimated amount?

No|_|

Yes |_| No |_| Yes |_|

No|_|

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

(b) © (d O] ® ) (h)
Service | Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) employer, compensation paid receive indirect compensation include | compensation received | provider give you a

employee by the plan. If none, compensation? eligible indirect by service provider formula instead of
organization, or enter -0-. (sources other than compensation, for excluding eligible an amount or
person known to plan or plan which the plan received | indirect compensation | estimated amount?
be a sponsor) the required for which you answered
party-in-interest disclosures? 'Yes' to element (f). If
none, enter -0-
Yes |_| No |_| Yes |_| No |_| Yes |_| No |_|
(a) Enter name and EIN or address (see instructions)
(b) © (d O] ® (9) (h)
Service | Relationship to Enter direct Did service provider Did indirect Enter total indirect Did the service
Code(s) employer, compensation paid receive indirect compensation include | compensation received | provider give you a
employee by the plan. If none, compensation? eligible indirect by service provider formula instead of
organization, or enter -0-. (sources other than compensation, for excluding eligible an amount or
plan or plan which the plan received | indirect compensation | estimated amount?
sponsor) the required for which you answered
disclosures? 'Yes' to element (f). If
none, enter -0-

person known to
be a
party-in-interest

Yes |_| No |_|

Yes|_| No |_|

Yes |_|

No|_|
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(a) Enter name and EIN or address (see instructions)

V)

(9)
Enter total indirect
compensation received

(h)

Did the service
provider give you a
formula instead of

by service provider
excluding eligible
indirect compensation
for which you answered
'Yes' to element (f). If

an amount or
estimated amount?

none, enter -0-

Yes |_|

No|_|

Enter total indirect
compensation received

(9)

(h)

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

by service provider
excluding eligible
indirect compensation
for which you answered
'Yes' to element (f). If

none, enter -0-

Yes |_|

estimated amount?

No|_|

(9)
Enter total indirect
compensation received

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

(b) © (d O]
Service | Relationship to Enter direct Did service provider Did indirect
Code(s) employer, compensation paid receive indirect compensation include

employee by the plan. If none, compensation? eligible indirect
organization, or enter -0-. (sources other than compensation, for
person known to plan or plan which the plan received
be a sponsor) the required
party-in-interest disclosures?
Yes |_| No |_| Yes |_| No |_|
(a) Enter name and EIN or address (see instructions)
(b) © (d) O] ®
Service | Relationship to Enter direct Did service provider Did indirect
Code(s) employer, compensation paid receive indirect compensation include
employee by the plan. If none, compensation? eligible indirect
organization, or enter -0-. (sources other than compensation, for
person known to plan or plan which the plan received
be a sponsor) the required
party-in-interest disclosures?
Yes |_| No |_| Yes |_| No |_|
(a) Enter name and EIN or address (see instructions)
(b) © (d O] ®
Service | Relationship to Enter direct Did service provider Did indirect
Code(s) employer, compensation paid receive indirect compensation include
employee by the plan. If none, compensation? eligible indirect
enter -0-. (sources other than compensation, for
plan or plan which the plan received
the required

organization, or

person known to
be a

party-in-interest

sponsor)

disclosures?

by service provider
excluding eligible
indirect compensation
for which you answered
'Yes' to element (f). If
none, enter -0-

an amount or
estimated amount?

No|_|

Yes |_|

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.




Schedule C (Form 5500) 2010
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Part | Service Providers Who Fail or Refuse to Provide Information

3 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)

©

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)

©

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)

©

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
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Partlll | 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: e 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 H

(Form 5500) Financial Information OMB No.. 1210-0110
D f the Ti
el Revenue Soruice This schedule is required to be filed under Section 104 of the Employee 2010
Department of Labor Emplovee Retirement Income Security Act of 1974 (ERISA) and section 6058(a) of
Benefits Security Administration the Internal Revenue Code (the Code).

This Form Is Open to

Pension Benefit Guaranty Corporation > File as an attachment to Form 5500. Public Inspection.
For calendar year 2010 or fiscal plan year beginning and ending
A Name of plan B Three-digit
RATILROAD EMPLOYEES HEALTH FSA plan number... .. .. > 511

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

NATIONAL CARRIERS' CONFERENCE COMMITTEE 74-3139935
| Partl | 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

guSaAranteeds,1 ((:)lgn]n this plan tyear, to Pa}{ a specific dollar benefit at a future date. Round off amounts to the nearest dollar. MTIAs, CCTs,
s, an -1 e li

IEs do nof complete Tines 1b(1), 1b(2), 1¢(8), 1g, 1h, and 1i. CCTs, PSAs, and 103-12 IEs also do not complete lines
d and Te. See instructions.

Assets (a) Beginning of Year (b) End of Year
a Total noninterest-bearingcash........... .. .. .. ... la
b Receivables (less allowance for doubtful accounts):
(1) Employer contributions. ............... ... ... ... .. 1b(1) 21430 42777
(2) Participant contributions. ............ ... 1b(2) 52165
() Other................................ See . Statement.1....... 1b(3) 2
c General investments:
(1) Interest-bearing cash (include money market accounts and certificates of deposit). ... ... .. 1c(1) 20057 1932
(2) U.S. Government securities. .............. i 1c(2)
(3) Corporate debt instruments (other than employer securities):
(A) Preferred. . ... 1c(3)(A)
(B) All other . ... 1c(3)B)
(4) Corporate stocks (other than employer securities):
(A) Preferred. . ... 1c(4)(A)
(B) CommoON. . ... 1c(4)(B)
(5) Partnership/joint venture interests. ......... ... ... 1c(5)
(6) Real estate (other than employer real property) ........................ 1c(6)
(7) Loans (other than to participants) ...................... .. ... ... 1c(7)
(8) Participant loans. . ... ... . 1¢(8)
(9) Value of interest in common/collective trusts........................... 1c(9)
(10) Value of interest in pooled separate accounts.......................... 1c(10)
(11) Value of interest in master trust investment accounts. .................. 1c(11)
(12) Value of interest in 103-12 investment entities . ........................ 1c(12)
(13) Value of interest in registered investment companies (e.g., mutual funds)............... 1c(13)
(14) Value of funds held in insurance company general account (unallocated contracts). . .. .. ... 1c(14)
@A5)Other. . .............. See. Statement.2....... 1¢(15) 6457 5000
For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500. Schedule H (Form 5500) (2010)

v.092308.1
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Page 2

d Employer-related investments:

(1) Employer securities . ...
(2) Employer real property ...
e Buildings and other property used in plan operation..............
f Total assets (add all amounts in lines Ta through 1e).............

Liabilities

gBenefitclaims payable. ...
h Operating payables......... ... .. . .. .
i Acquisition indebtedness......... ... ... ... L.
j Other liabilities .................... See . Statement . 3....
k Total liabilities (add all amounts in lines 1g through 1j)...........

Net Assets

I Net assets (subtract line Tk from line 1f) ........... ......... ...

(a) Beginning of Year (b) End of Year
. 1d@)
.. 1d@)
e
L 100111 49709
| 1g 50139
.| 1h
. Ti
L1 49972 49709
1k 100111 49709
T

[Partll| Income and Expense Statement

2 Plan income, expenses, and changes in net assets for the year. Include all income and expenses of the plan, including any trust(s) or
separately maintained fund(s) and any payments/receipts to/from insurance carriers. Round off amounts to the nearest dollar. MTIAs,

CCTs, PSAs, and 103-12 IEs do not complete lines 2a, 2b(1)(E), 2e, 2f, and 2g.

Income (a) Amount (b) Total
a Contributions:
(1) Received or receivable in cash from: (A) Employers....... 2a(1)(A)
(B) Participants............... ... ... 2a(1)(B)
(C) Others (including rollovers) .. ........... .. ... ... .. ... ... ... 23(1 )(C)
(2) Noncash contributions. .................................. 2a(2)
(3) Total contributions. Add lines 2a(1)(A), (B), (C), and line 2a(2). . ... ... 2a(3)
b Earnings on investments:
(1) Interest:
(A) Interest-bearing cash (including money market
accounts and certificates of deposit)................. 2b(1)(A) 3
(B) U.S. Government securities . ........................ 2b(1)(B)
(C) Corporate debt instruments.......................... 2b(1)(C)
(D) Loans (other than to participants).................... 2b(1)(D)
(E) Participantloans ........... ... ... ... .. .. ... ...... 2b(1)(E)
(F) Other.. ... ... .. . . 2b(1)(F)
(G) Total interest. Add lines 2b(1)(A) through (F) ......... 2b(1)(G) 3
(2) Dividends: (A) Preferred stock ........................ 2b(2)(A)
(B) Commonstock............. ... ... ... ........... 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)
(B) Rents ... .. 2b(3)
(4) Net gain (loss) on sale of assets: (A) Aggregate proceeds. | 2b(4)(A)
(B) Aggregate carrying amount (see instructions). ........ 2b(4)(B)
(C) Subtract line 2b(4)(B) from line 2b(4)(A) and enter result . .. .. .. 2b(4)(C)




Schedule H (Form 5500) (2010) Page 3

(a) Amount (b) Total
(5) Unrealized appreciation (depreciation) of assets: (A) Real estate ... ... 2b(5)(A)
(B) Other. ... . 2b(5)B)
(C) Total unrealized appreciation of assets. Add lines 2b(5)(A) and (B). . | 2b(5)C)
(6) Net investment gain (loss) from common/collective trusts............... 2b(6)
(7) Net investment gain (loss) from pooled separate accounts.............. 2b(7)
(8) Net investment gain (loss) from master trust investment accounts. ... ... 2b(8)
(9) Net investment gain (loss) from 103-12 investment entities.............. 2b(9)
(10) Net investment gain (loss) from registered investment companies
(e.g., mutual funds) . ... 2b(10)
cOtherincome. .............................. See Statement . 4.. ... .. 2c 12
d Total income. Add all income amounts in column (b) and enter total......... 2d 15
Expenses
e Benefit payment and payments to provide benefits:
(1) Directly to participants or beneficiaries, including direct rollovers...... .. 2¢e(1)
(2) To insurance carriers for the provision of benefits . .................. ... 2¢e(2)
(B) Other. ... . 2¢e(3)
(4) Total benefit payments. Add lines 2e(1) through (3)..................... 2e(4)
f Corrective distributions (see instructions)................................... 2f
g Certain deemed distributions of participant loans (see instructions)........... 29
hinterest expense. . ... ... .. 2h
i Administrative expenses: (1) Professional fees............................ 2i(1)
(2) Contract administrator fees................ . ... ... ... 2i(2)
(3) Investment advisory and managementfees.............. ... ... ... .. 2i(3) 15
(@) Other. ... . 2i(4)
(5) Total administrative expenses. Add lines 2i(1) through (4)............... 2i(5) 15
j Total expenses. Add all expense amounts in column (b) and enter total. .. . .. 2 15
Net Income and Reconciliation
k Net income (loss) (subtract line 2jfrom line2d)............................. 2k
I Transfers of assets
(1) Tothisplan. ... ... . 21(1)
(2) Fromthisplan..... ... ... ... . . . . . . . . . . 21(2)

[Partlll| Accountant's Opinion

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

a The attached opinion of an independent qualified public accountant for this plan is (see instructions):
1) |_| Unqualified (2)|_| Qualified (3) [X]| Disclaimer 4) |_| Adverse

b Did the accountant perform a limited scope audit pursuant to 29 CFR 2520.103-8 and/or 103-12(d)?.................. X| Yes |_| No
c Enter the name and EIN of the accountant (or accounting firm):
(1) Name: TMDG, LLC (2) EIN: 03-0583064

d The opinion of an independent qualified public accountant is not attached because:
(1) |_| this form is filed for a CCT, PSA or MTIA. (2) |_| it will be attached to the next Form 5500 pursuant to 29 CFR 2520.104-50.
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[Part IV| Compliance Questions

4 CCTs and PSAs do not complete Part IV. MTIAs, 103-12 IEs, and GlAs do not complete 4a, 4e, 4f, 4g, 4h, 4k, or 5.
103-12 IEs also do not complete 4j and 4l. MTIAs also do not complete 4l.

During the plan year: Yes | No Amount

a Was there a failure to transmit to the plan any participant contributions within the time

period described in 29 CFR 2510.3-1027 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 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 checked) ... ... 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)............... 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 IIl if "Yes' is
checked on line 4d). . ... ... 4d X

e Was this plan covered by a fidelity bond?.............. ... ... .. ... 4e | X 1000000

caused by fraud or dishonesty?. .. ... .. . 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?.................... 4qg 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). ........ ... ... . L 4i X

See Statement 5
j Were any plan transactions or series of transactions in excess of 5% of the current value
of plan assets? (Attach schedule of transactions_if 'Yes' is checked and see instructions

for format requirements) ................ ... .. See. Statement. 6............... .. 4 | X

k Were all the plan assets either distributed to participants or beneficiaries, transferred to
another plan, or brought under the control of the PBGC?........ ... ... ... ... .......... 4k X

| Has the plan failed to provide any benefit when due under the plan?.................... 4l X

mlf this is an individual account plan, was there a blackout period? (See instructions and
29 CFR 2520.100-3). . .ot 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....... 4n

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 thisyear .............................. Yes D No Amount 0

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)




2010 Federal Statements Page 1
National Carriers' Conference 74-3139935
Client 18-150-1 Committee Plan No. 511
1011411 02:17PM
Statement 1
Schedule H, Page 1, Line 1b(3)
Other Receivables
Railroad Employees Health FSA 74-3139935 511
Beginning Ending
ACCRUED INTEREST. .. ... ..o 2. § 0.
Total $ 2. $ 0.
Statement 2
Schedule H, Page 1, Line 1c(15)
Other General Investments
Railroad Employees Health FSA 74-3139935 511
Beginning Ending
DEPOSITS ON HAND. .. ... ..., $ 6,457. S 5,000.
Total $ 6,457. $ 5,000.
Statement 3
Schedule H, Page 2, Line 1j
Other Liabilities
Railroad Employees Health FSA 74-3139935 511
Beginning Ending
ACCOUNTS PAYABLE. . ... $ 263. $ 0.
DUE TO DCAP PLAN. ..., 40,716. 40,716.
DUE TO PARTICIPATING RAILROADS. .......... ... 8,993. 8,993.
Total $ 49,972. $ 49,7009.
Statement 4
Schedule H, Page 3, Line 2c
Other Income
Railroad Employees Health FSA 74-3139935 511
O HE R $ 12.
Total $ 12.
Statement 5
Schedule H, Page 4, Line 4i
Schedule Of Assets (Held At End Of Year)
Railroad Employees Health FSA 74-3139935 511
Party In Current
Interest Identification Description Cost Amount

SEE ATTACHMENT




2010 Federal Statements Page 2

National Carriers' Conference 74-3139935

Client 18-150-1 Commiittee Plan No. 511
10/ 14/ 11 02: 17PM

Statement 6

Schedule H, Page 4, Line 4j

Schedule Of Reportable Transactions

Railroad Employees Health FSA 74-3139935 511

Purchase Selling Cost Of Current Net
Identity Of Party Description Price Price Lease Rental Expenses Asset Value Gain (Loss)

SEE ATTACHMENT




Form DDH8 Application for Extension of Time OMB No. 1545-0212
(Rev. June 2011) To File Certain Employee Plan Returns
Department of the T : ;
Internal Revenue Service. > For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only
Part| |ldentification
A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's Identifying Number (see instructions).

NATIONAL CARRIERS ' CONFERENCE Employer identification number (EIN).

Number, street, and room or suite number (If a P.O. box, see instructions)

1901 L STREET, NW » 74-3139935
City or town, state, and ZIP code I:I Social security number (SSN)
WASHINGTON, DC 20036 >
C Plan name Plan number Plan year ending
MM DD YYYY
1RAILROAD EMPLOYEES HEALTH FSA 511 12 | 31| 10
2

3
Part Il | Extension of Time to File Form 5500 Series, and/or Form 8955-SSA

1 | request an extension of time until 10/15/2011 o file Form 5500 series (see instructions).
Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

2 | request an extension of time until 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 1 and/or line 2 (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 1 and/or line
2 (above) is no more than the 15th day of the third month after the normal due date.

You must attach a copy of this Form 5558 to each Form 5500 and 5500-EZ filed after the due date for the plans listed in C above.

Note: A signature is not required if you are requesting an extension to file Form 5500 or Form 5500-EZ.
Part lll| Extension of Time to File Form 5330 (see instructions)

2 | request an extension of time until to file Form 5330.
You may be approved for up to a six (6) month extension to file Form 5330, after the normal due date of Form 5330.

a Enter the Code section(s) imposing the tax........... ... ... .. . . . " a

b Enter the payment amount attached . ... ... . > b
c For excise taxes under section 4980 or 4980F of the Code, enter the reversion/amentment date............. > c

3 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 *>

Cat. No. 12005T Form 5558 (Rev. 6-2011)



THE HEALTH FLEXIBLE SPENDING ARRANGEMENT COMPONENT OF
THE RAILROAD EMPLOYEES NATIONAL FLEXIBLE BENEFITS PROGRAM

Schedule of Assets Held for Investment Purposes
December 31, 2010

Schedule H Item 4(j) - Schedule of Assets Held for Investment Purposes
EIN:  74-3139935
Plan Number: 511

(@) (b) (c) (d)
Description of Investment Including
Identity of Issue, Borrower, Maturity Date, Rate of Interest,
Or Similar Party Collateral, Par or Maturity Cost

Cash and cash equivalents

¥ SunTrust Bank Money market fund
Account 70-04-102-7045795 Federated Money Mkt Obligs Tr
Prime Obligs Instl FFS #10 $ 1,932

$

(e)

Current
Value

1,932

* Known party-in-interest to the Plan.

-17 -



THE HEALTH FLEXIBLE SPENDING ARRANGEMENT COMPONENT OF
THE RAILROAD EMPLOYEES NATIONAL FLEXIBLE BENEFITS PROGRAM

Schedule of Reportable Transactions
Exceeding 5% of the Plan Assets
For the Year Ended December 31, 2010

Schedule H Item 4(j) — Schedule of Reportable Transactions
EIN:  74-3139935
Plan Number: 511

(@) (b) (c) (d) (9)
Purchase Selling Asset
Identity of Party Involved Description of Assets Price Price Cost
SunTrust Bank

Account 70-04-102-7045795 (See attached schedule as prepared and reported by SunTrust Bank)

-18 -

0

Current
Value

















































































Form 5500

Department of the Treasury
Internal Revenue Service

Department of Labor
Employee Benefits Security
Administration

Annual Return/Report of Employee Benefit Plan

This form is required to be filed under sections 104 and 4065 of the Employee
Retirement Income Security Act of 1974 (ERISA) and sections 6047(e), 201 o
and 6058(a) of the Internal Revenue Code (the Code).
> Complete all entries in accordance with
the instructions to the Form 5500.

MB Nos. 1210-0110
OMB Nos. ;51 0-0089

This Form Is Open to

Pension Benefit Guaranty Corporation

Public Inspection.

Annual Report Identification Information

For the alendar plan year 2010 or fiscal plan year beginning

and ending

A This return/report is for: (1) [X]| a multiemployer plan;
(74} a single-employer plan;

B This return/report is: (1)E the first return/report;

(2) |X| an amended return/report;
C If the plan is a collectively-bargained plan, check here
D Check box if filing under: X| Form 5558;
Special extension (enter description)

3) a multiple-employer plan; or
@) a DFE (specify)

3) the final return/report;
@) a short plan year return/report (less than 12 months).

|:| automatic extension; |:| the DFVC program;

[PafilE]  Basic Plan Information — enter all requested information.

1a Name of plan

RATLROAD EMPLOYEES HEALTH FSA

1b Three-digit
plan number PN).... ™ 511

1¢ Effective date of plan

04/01/2005
2a Plan sponsor's name and address (employer, if for a single-employer plan) 2b Employer Identification Number (EIN)
(Address should include room or suite no.) 74-3139935

NATIONAL CARRIERS' CONFERENCE
COMMITTEE

1901 L STREET, NW

WASHINGTON, DC 20036

2¢ Sponsor's telephone number
202-862-7200

2d Business code (see instructions)

482110

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cuse 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 if it is being filed electronically, and to the best of my knowledge and belief, it is true, correct, and complete.

bV .
Mﬂx_‘,@, 10-13-2011 A. K. GRADIA
i e of plan administrator Date Enter name of individual signing as plan administrator
Si of employer/pl P Date Enter name of individual signing as employer or ptan sponsor
Signature of DFE Date Enter name of individual signing as DFE

For Paperwork Reduction Act Notice and OMB Control Numbers, see the instructions for Form 5500.

Form 5500 (2010)
v.092307.1




Form 5500 (2010) Page 2

3a Plan administrator's name and address (if same as plan sponsor, enter 'Same’) 3b Administrator's EIN
NATIONAL CARRIERS' CONFERENCE 74-3139935
COMMITTEE 3¢ Administrator's telephone number
1901 L STREET, NW | 202-862-7200

WASHINGTON, DC 20036

) . b EN
4 |f the name and/or EIN of the plan sponsor has changed since the last return/report filed for this plan, enter the
name, EIN and the plan number from the last return/report below:
a Sponsor's name € PN

5 Total number of participants at the beginningoftheplanyear. ... ... ... .. .. ... . oo iy,
6 Number of participants as of the end of the plan year (welfare plans complete only lines 6a, 6b, 6¢, and 6d)

A ACHIVE PartiCi DN S . . o e 6a
b Retired or separated participants receiving benefits............. ... i 6b
¢ Other retired or separated participants entitled to future benefits. . ........... ... ... i 6¢C
d Subtotal. Add lines 8@, Zb, and B .. ... ... . e 6d 0
e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits ................. 6e
f Total. Add lines 6d and B8 . . ... . ..o e 6f
g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this BEM) . . e e 69
h Number of particgpants that terminated employment during the plan year with accrued benefits that were less
L I R Yo A P P S I 6h
7 Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete thisitem). ... ............ 7 5
8a If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
b If the plan provides welfare henefits, enter the applicable weifare feature codes from the List of Plan Characteristic Codes in the instructions:
4A
9a Plan funding arrangement (check all that apply) 9b Plan benefit arrangement (check all that apply)
(U] . Insurance U] || Insurance
@ . Code section 412(e)(3) insurance contracts (2) |_| Code section 412(e)(3) insurance contracts
3 [X] Trust @ [X] Trust
4) General assets of the sponsor (G) General assets of the sponsor
10 Check all applicable boxes in 10a and 10b to indicate which schedules are attached, and, where indicated, enter the number attached. (See instructions)
a Pension Schedules b General Schedules
M R (Retirement Plan Information) M X] H (Financial Information)
@ MB (Multiemployer Defined Benefit Plan and Certain @ || I (Financial Information — Smail Plan)
Money Purchase Plan Actuarial Information) — signed by 3 _ A (Insurance Information)
the plan actuary @ -)-(— C (Service Provider Information)
(3) D SB (Single-Employer Defined Benefit Plan Information) — o) : D (DFE/Participating Plan Information)
signed by the plan actuary (6) G (Financial Transaction Schedules)




