
July 12, 2018

VIA OVERNIGHT MAIL

U.S. Department of Labor
Employee Benefits Security Administration
Top Hat Plan Exemption
200 Constitution Avenue, NW, N-1515
Washington, DC 20210

Dear Sir or Madam:

1. Name and address of the employer:

Continental Grain Company
767 Fifth Avenue, 15th Floor
New York, NY 10153-0028

CONTINENTAL GRAIN COMPANY

Re: DFVCP: Top-Hat Statement for Continental Grain Company International Pension
Program

Pursuant to Section 2520.104-23 of Title 29 of the Code of Federal Regulations and the
Delinquent Filer Voluntary Correction Program (DFVCP), we are filing this statement and providing the
required information with respect to the Continental Grain Company International Pension Program (the
- Plan"), in order to comply with the reporting and disclosure requirements of Part I of the Employee
Retirement and Income Security Act of 1974, as amended (ERISA). In accordance with the DFVCP
requires, we include in this statement the following information and enclosures:

2. Employer identification number (EIN): 36-0947870

3. Declaration: The purpose of the Plan is to provide deferred compensation to a select
group of management or highly compensated employees.

4. Number of plans and employee participants: As of the date of this filing, there was one
(1) Plan which had a total of 51 participants in the Plan.

5. A check for $750 made payable to the U.S. Department of Labor, the fee for participation
in the DFVCP for a top hat plan filing a late top hat plan statement.

6. A copy of the Form 5500 for the Plan, with items la-lb, 2a-2c and 3a-3c completed.
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Enclosures

cc: DFVCP

P.O. Box 71361

Philadelphia, PA 19176-1361

767 Fifth ..VCINIC, 1 51.11 HOOF

CONTINENTAL GRAIN COMPANY

In accordance with ERISA Section 104(a)(1), we will provide Plan documents upon request of
the Secretary of Labor.

A
Respe fully submitted,

r . -\

Jos—e-pli J. Bongiorno
VicePresident - Compensation and Benefits
Continental Grain Company
(On Behalf of the Plan Administrator)

Nov York, NY 10 1 212.207.5100



INVOICE# / DESCRIPTION DATE PO # AMOUNT
CGC FORM 5500 0 7 / 1 0 / 1 8 7 5 0 .0 0

000001
015985 TOTAL 7 5 0 .0 0

THE BA I( OF THIS CHECK CONTAINS &WATERMARK -CAN BE SEEN AT AN ANGLE

CITIBANK N.A.
153 EAST 53RD STREET, 24TH FLOOR
NEW YORK, NY 10022

PAY EXACTLY: Seven Hundred Fifty and NO/100 Dollars

PAY
TO THE

ORDER OF

CONTINENTAL GRAIN COMPANY
767 FIFTH AVENUE, NEW YORK, N.Y. 10153

U.S DEPARTMENT OF LABOR
TOP HAT EXEMPTION
200 CONSTITUTION AVE,NW,N-1515
WASHINGTON DC 20210

DATE

0 7 / 1 1 / 1 8

210

No. 30853

..

T 0 SIGNATURES REQUIRED

. / ‘

FOR INQUIRIES REGARDING PAYMENT CONTACT ACCOUNTS PAYABLE DEPARTMENT 12121 207-5600

AMOUNT

$ * * * * * * * * * * * 7 5 0 . 0 0

I 1

AUTHORIZED SIGNATURE

AUTHORIZED SIGNATURE



SIGN
HERE 1 NZ° l ' 3S .

C)\-\goNcioSig of pl mlnistrator Da e Enter name of individual signing as plan administrator

SIGN
HERE —711

1 12/3

113S5A
R-DrcGiDRI'PSigna re of employer/plan sponsor D e Enter name of individual signing as employer or plan sponsor

SIGN
HERE

Signature of DFE Date Enter name of individual signing as DFE

Part I

Form 5500

Department of the Treasury
Internal Revenue Service

Depertment of Labor
Employee Benefits Security

Administration

Pension Benefit Guaranty Corporation

Annual Return/Report of Employee Benefit Plan
This form is required to be filed for employee benefit plans under sections 104

and 4065 of the Employee Retirement Income Security Act of 1974 (ERISA) and
sections 6057(b) and 6058(a) of the Internal Revenue Code (the Code).

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

Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning

A This return/report is for: a multiemployer plan

B This return/report is:

D Check box if filing under:

Part II

Continental Grain Company

767 Fifth Avenue, 15th Floor

New York, NY 10153-0028

El Form 5558

[1 special extension (enter description)

Basic Plan Information—enter all requested information

l a Name of plan
Continental Grain Company International Pension Plan

El

2a Plan sponsor's name (employer, if for a single-employer plan)
Mailing address (include room, apt., suite no. and street, or P.O. Box)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

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

automatic extension

and ending

a single-employer plan

the first return/report

an amended return/report

C If the plan is a collectively-bargained plan, check here . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

Caution: A penalty for the late or Incomplete filing of this return/report will be assessed unless reasonable cause Is established.

OMB Nos. 1210-0110
1210-0089

2017

This Form is Open to Public
Inspection

a multiple-employer plan (Filers checking this box must attach a list of
participating employer information in accordance with the form instructions.)

Ela DFE (specify)
El the final return/report

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

the DFVC program

lb Three-digit plan
number (PN)

1 C Effective date of plan

2b Employer Identification
Number (EIN)
36-0947870

2d Business code (see
instructions)

888

2c Plan Sponsor's telephone
number

(212)207-5930

Under penalties of perjury and other penalties set forth in the instructions, I declare that I have examined this return/report, including accompanying schedules,
statements and attpphments, 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.

Form 5500 (2017)
v. 170203



a Plan administrator's name and address x Same as Plan Sponsor 3b Administrator's EN

3c Administrator's telephone
number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for this plan,
enter the plan sponsor's name, EIN, the plan name and the plan number from the last return/report:

a Sponsor's name
C Plan Name

4b EIN

4d PN

5 Total number of participants at the beginning of the plan year

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, 6c, and 6d).

a(1) Total number of active participants at the beginning of the plan year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

a(2) Total number of active participants at the end of the plan year . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

b Retired or separated participants receiving benefits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

C Other retired or separated participants entitled to future benefits . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

d Subtotal. Add lines 6a(2), 6b, and 6c . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

e Deceased participants whose beneficiaries are receiving or are entitled to receive benefits. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

f Total. Add lines 6d and 6e. . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

g Number of participants with account balances as of the end of the plan year (only defined contribution plans
complete this item) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

h Number of participants who terminated employment during the plan year with accrued benefits that were
less than 100% vested . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . .

6a(1)

6a(2)

6b

6c

6d

6e

6f

6g

6h
Enter the total number of employers obligated to contribute to the plan (only multiemployer plans complete this item) . . . . . . . . . . 7

Form 5500 (2017)

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

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

ding arrangement (check all that apply)
Insurance

U Code section 412(e)(3) insurance contracts

Trust

General assets of the sponsor

9b Plan benefit
(1)

(2)

(3)

(4)

9a Plan fun
(1)

(2)

(3)

(4)

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

(1)

(2) 11 MB (Multiemployer Defined Benefit Plan and Certain Money
Purchase Plan Actuarial Information) - signed by the plan
actuary

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

R (Retirement Plan Information)

Information) - signed by the an actuary

(1)

(2)

(3)

(4)

(5)

(6)

Page 2

b General Schedules

arrangement (check all that apply)
Insurance

Code section 412(e)(3) insurance contracts

Trust

General assets of the sponsor

H (Financial Information)

I (Financial Information — Small Plan)

_____ A (Insurance Information)

C (Service Provider Information)

D (DFE/Participating Plan Information)

G (Financial Transaction Schedules)



Part III

Form 5500 (2017)

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

Receipt Confirmation Code

Page 3

Form M-1 Compliance Information (to be completed by welfare benefit plans)
l l a 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.) . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . . Yes u No

l l b Is the plan currently in compliance with the Form M-1 filing requirements? (See instructions and 29 CFR 2520.101-2.) . . . . . . . . . . . Yes 0 No

11C Enter the Receipt Confirmation Code for the 2017 Form M-1 annual report. If the plan was not required to file the 2017 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.)



xla

U.S.  Department  of Labor
Employee ene fi ts  Se cu ri t y Admin is t ra t i on
Top Hat  P1 in Exemption
200  C o t ts l u t i on  Avenue ,  N W , N -1515

Was h i ngt o DC 20210


