Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 400086

Department of the Trea§ury B en Eﬂt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . ]
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2017 or fiscal plan year beginning  01/01/2017 and ending  12/31/2017
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
|:| a one-participant plan D a foreign plan
B This return/ ti ) )
IS returnreport 1s |:| the first return/report D the final return/report
|:| an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 D automatic extension |:| DFVC program
|:| special extension (enter description)
| Partll | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
CENTRAL OHIO HOSPITALISTS, INC. CASH BALANCE PLAN plan number
(PN) 002
1c Effective date of plan
01/01/2013
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 31-1702392

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

CENTRAL OHIO HOSPITALISTS, INC. DBA MEDONE HOSPITAL PHYSICIANS 2C Sponsor's telephone number

614-255-6920

2d Business code (see instructions)

3525 OLENTANGY RIVER ROAD
SUITE 4330 621111
COLUMBUS, OH 43214

3a Plan administrator's name and address [X| Same as Plan Sponsor. 3b Administrator's EIN

3C Administrator’s telephone number

4 If the name and/or EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN
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 4d PN

C Plan Name

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 51
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 55
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c

[oToTaa] o111 (TR {0 ESTN1 (=02 TR

d(1) Total number of active participants at the beginning of the plan year 5d(1) 49
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 48
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 1

ThAN 1000 VESTEA ...ttt e e ettt ettt e e e e ettt e e e e e e ettt e e e eeesenataeeeeeennbaeeeeaesaansssseeaeeesannrbeneeeas

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, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 10/02/2018 STEPHEN BEHNKE
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2017)

v.170203



Form 5500-SF 2017 Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNSrUCIONS.) ........c.ccoveveveveveeeieeeeee e Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.)...........coooieiiiiiiiiiieie e Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... Yes |:| No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4049444. (See instructions.)
| Part Il | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 1458891 1792913
Total plan iabilities............ccccoiviiiiiiii e 7b
C Net plan assets (subtract line 7b from line 7@)............c.ccccccovvnnen.n. 7c 1458891 1792913
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 216000
(2) PaArtiCiPANTS. ... oo 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 123468
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 339468
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 1148
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 4298
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 5446
i Netincome (loss) (subtract line 8h from line 8c).. 8i 334022
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
1B 1C
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 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? (See instructions and DOL'’s Voluntary Fiduciary Correction
[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X 450000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 10d X
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the Plan? (SEE INSIIUCTIONS.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1003.) oo eeee ettt ee e eee e 10h

If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3..........cccceeviiiiiienieniieieenie 10i




Form 5500-SF 2017 Page 3- |1

[Part VI | Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB Yes D No
(FOrm 5500) ANd N 118 DEIOW) ....eveiiieeiie ettt e e et e e ettt e et e e e et eaeene e eanteeaaanteeesnneeeesseaesnseeeennnenennseeesnneeees]

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40........................] ‘ 1la ‘ 0
12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
L1 PSP

(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a |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 letter ruling
GrantiNg the WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne Month Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

b Enter the minimum required contribution for this PIAN YEAT ..............c.cccevevruieeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e, 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccviiiniiiiiiniiiiiiiiiece 12c

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt e et et eee e et e e e et e ettt eetd ettt ee e et e eee e e sh e e aet £ et e asreeabeeenneenrreaireenees

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.............c.cccccoovvciciiiinnennn. D Yes D No D N/A

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAr? ...........ccccoceeveeveeeeeeeeeeeeeee e D Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiii e, 13a

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
[l LT ge I oY o =T T O PP

C 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.)

13c(1) Name of plan(s): 13c(2) EIN(s) 13c¢(3) PN(s)




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 12100110
(Form 5500) Actuarial Information 2017

Department of the Treasury

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

Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is O i
| ) N pen to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending  12/31/2017

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
CENTRAL OHIO HOSPITALISTS, INC. CASH BALANCE PLAN plan number (PN) S 002
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
CENTRAL OHIO HOSPITALISTS, INC. DBA MEDONE HOSPITAL PHYSICIANS 31-1702392
E Typeof plan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month __ 12 Day _ 31 Year 2017
Assets:
@ MAIKEE VAIUE ...ttt a s e bbb a bbbt s b s es e b s bbb s sttt 2a 1576913
D ACHUATIAI VAIUE ..ottt sttt s ettt bt s et n e s 2b 1576913
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 ..........ccccceeveveeiveeennnnd| 0 0 0
b For terminated vested PartiCiDANLS .............ccc.cceveveeuerceeiesieseeee e 7 71973 71973
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 48 1207308 1209488
Lo I (o) - ISR OO 55 1279281 1281461
4 |fthe plan is in at-risk status, check the box and complete lines (&) and (b)........c..ccccevveuenn.... |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS...........cociiiiiiiiiiiii e 4a
b Fuqding target reflecting at—ri§k assumptiqns, but disreggrding trgnsition r'ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoevveciiiecciineenne
B EffECHVE INTEIESE FAIE .....vcveveceeiiecveecte ettt eee b st ete sttt sa s s st s st s s s et e s s e s et s st s e basaesen st s et e s s s et an st s e e s nses 5 6.09 %
B TAIGEL NOMMAI COSE ..evivviieececectete ettt ettt ettt ettt e st et et e s aet e s et et et ennsee st et e se st e e st es s s eanaeteses s s snanesaneen 6 173595

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 09/07/2018
Signature of actuary Date
GARY KASPER 17-06404
Type or print name of actuary Most recent enrollment number
TRINITY PENSION CONSULTANTS 330-668-3747
Firm name Telephone number (including area code)

202 MONTROSE WEST AVE., STE. 290
COPLEY, OH 44321

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) 2017

v. 170203



Schedule SB (Form 5500) 2017

Page2-[1 |

Part Il Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b) Prefunding balance
7 Balance at beginning of prior year after applicable adjustments (line 13 from prior
DL I PSP PP PP PP UPRPPRPPPPRPPORY 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior
D=2 L [P 0 0
9  Amount remaining (line 7 MiNus iN€ 8)..........ccceveevrvrviveriiirerierernns 0
10 Interest on line 9 using prior year's actual return of ___ 6.60 %.........ccccocevevereeennnnnn) 0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)..........ccoccveeviveennind) 178089
b(1) 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 6.36% .............] 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=100 ] 0 TR PR RPN PPRPRPPPPRPR 0
C Total available at beginning of current plan year to add to prefunding balance 178089
d Portion of (c) to be added to prefunding balance............cc.ccceveeueveererieerecsereean) 0
12 Other reductions in balances due to elections or deemed elections.............................] 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12) ..................] 0 0
Part lll Funding Percentages
14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 123.05%
15 Adjusted funding target attaiNMENt PEICENTAGE ........cv.v.ieeeeeeeeeeeeeeeeeeeee oot ee e e e eeeeee et eeee e e e st ee e e e e eeen et eeeeeeee e s neeeeeneeens 15 122.92%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S FUNGING TEOUITEIMIENT. .........ocvevceeeeeeeeecee e eeeee e eee et eee ettt es e et ee st e s s aesenessesaesen e es s ee s s sen s sns s et enestesnassenessensnaesenansned 126.26%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..............cc.cocveveeen... 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 (b) Amount paid by (c) Amount paid by
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY) employer(s) employees
05/03/2018 216000 0

Totals » | 18(b) 216000 | 18(c)

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. .........ccccceveevvveeriveennnns 19a 0

b Contributions made to avoid restrictions adjusted t0 VAlUALION ALE .................ccceueveveeereeeeecereeieseresececeeeeesenesenans 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 211684
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it D Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...........c.cc.ccoeveerveioeuerieeeneeneneeenn, D Yes D No

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year
(1) 1st (2) 2nd (3) 3rd (4) 4th




Schedule SB (Form 5500) 2017 Page 3

PartV | Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segmentrates: - segAer]leBn‘:/:o o seg5r.r;eznot/:o 3 se%rzzn‘)t/:() D N/A, full yield curve used
b Applicable MONth (ENEEF COUR) ...t e e 21b 0

22 Weighted aVerage FEtIBIMENE A0E...........ov oo eeeeeeeeee e eeee et e e et ee e e e e oo e e e e et e s e et ee e 22 62

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate |:| Substitute

Part VI |Miscellaneous ltems

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

EE L £ ot g 0 =T o TP OO TR U RO PP PR PRP D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.................c.cococouev...... D Yes No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment......................... Yes D No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

AHACHIMENT ... ettt sttt eb et ettt et siee e

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contributions for @ll PHIOF YEAIS .........c.c.cvcuevcuereeeeeeeeeeeeeeeie et es s ies st 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(g TR R ) TSSOSO SO P OPRRURRPPRP 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) .........ccceceevvveerierreeeierennss 30 0

Part VIll | Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

A Target NOMMAl COSE (N B) .........eeeuiveveeeieeeececeeteetee s eeeeee ettt es s s eaeaete s et et eesesesesese s et s s s ssssesessnssssaetesesenessssnansesasans 31a 173595
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 173595
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization installment...

b Waiver amortization inStallMENt ................cc.ccrerriueiiieieieieiieeeeeeseeee e 0
33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
. 33
(Month Day Year ) and the waived amount ...........ccccovvvvriieniiniienneenn
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

TEQUINEMENT ...t 0
36 Additional cash requirement (line 34 MINUS NE 35) ..........cc.ocurvrreereeeeeeeeeeeeseeseeeeeeeeseee s seeeeeeeee s seneeeeer e sen e 36 0
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 211684

C) vttt ettt ettt a e h A h bbb SR RS 4R LA S s et SR s R s AR bbb bbbt bbbt

38 Present value of excess contributions for current year (see instructions)

a Total (excess, if any, of INE 37 OVEr INE 36) ......c.c.oviveieeeeeeeeeeeeeee et en e 38a 211684

b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over ine 37) .........ccccocevueven.n. 39 0
40 Unpaid minimum required CONtrBULIONS fOr @Il YEAIS..........ccoiuiveeeeeeeeeeeeeeeeeeee e 40 0

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

b= TSt a0 [0 L= 1= (=Y o RS SRRN D 2 plus 7 years D 15 years
b Eligible plan year(s) for which the election in line 418 WaS MAAE ..........ccceeueveveerereeeerreeieseeeeies et D 2008 D 2009 D 2010 D 2011
42 Amount of acCeleration AGJUSIMENT .............oiveeeeeeeeeeeeeeee e et e e ee et en e 42

43 Excess installment acceleration amount to be carried over to future plan Years .............cocovovoveeeeceeeeeeeereeeen 43




CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, line 26
Schedule of Active
Participant Data
Employer Identification Number 31-1702392 Plan Number 002
As of December 31, 2017

Attained Under

Age 1 1to4 5t09 10to 14 15to 19 20 to 24 25 to 29 30 to 34 35to 39 40 & up
Under 25 0 0 0 0 0 0 0 0 0 0
25t029 0 0 0 0 0 0 0 0 0 0
30 to 34 0 13 3 0 0 0 0 0 0 0
Ave Comp 220,7

Ave Bal 1

35t0 39 0 5 5 0 0 0 0 0 0 0
40 to 44 0 2 6 0 0 0 0 0 0 0
45 to 49 0 2 7 0 0 0 0 0 0 0
50 to 54 0 3 1 0 0 0 0 0 0 0
55t0 59 0 0 1 0 0 0 0 0 0 0
60 to 64 0 0 0 0 0 0 0 0 0 0
65 to 69 0 0 0 0 0 0 0 0 0 0
70 & Up 0 0 0 0 0 0 0 0 0 0

Average Age 40 Average Service 4



CENTRAL OHIO HOSPITALISTS, INC.

CASH BALANCE PLAN

Schedule SB, Part V
Statement of Actuarial
Assumptions/Methods

Employer Identification Number 31-1702392

Assumption

Turnover

Disability

Future Salary Increases
Assumed Retirement Age

Assumed Benefit Form

Actuarial Value of Assets

As of December 31, 2017
For
Funding
None
None
None
Normal Retirement
Percent Assumed Plan Normal Form 0%
Percent Assumed Lump Sum 100%
Percent Assumed Life Only 0%

Percent Assumed Joint and Survivor 0%

Market Value

Plan Number 002



SCHEDULE sB Single-Employer Defined Benefit Plan | SNl Tz 0N

(Form 5500) Actuarial Information 2017
Department of the Trea§ury
il Reyead Sarvics This schedule is required to be filed under section 104 of the Employee
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form Is Open to Public
Employee Benefits Security Administration Internal Revenue Code (the Code). Inspec‘;ion

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.

For calendar pian year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
» Round off amounts to nearest dollar.
» 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
Central Ohio Hospitalists, Inc. Cash Balance Plan plan number (PN) b 002

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN) i
Central Ohio Hospitalists, Inc. dba MedOne Hospital Physicians{31-1702392

E Type of plan: [¥] Single  [] Multiple-A [] Muitipie-8 F_Prior year plan size: [l 100 orfewer [ 101500 [ More than 500
| Part | i Basic Information
1 Enter the vaiuation date: Month _ 12 Day 31 Year__ 2017
Aésets:
a8 Market value........ ..o, 0 bt R R 4 e R T b o 2a 2,576,913
I 2b | il Swies ol
3 Funding target/participant count breakdown (1) Mumber of (2) Vested Funding | (3) Total Funding
participants Target Taret
a For retired participants and beneficiaries receiving payment ........c.....ccoovvoveviiniion, 4} 0 LK
b For terminated vested participants . . 7 71,973 71,973
C For active participants ....................... 48 1,207,308 1,209,488
L 55 1,279,281 1,281,461
4  Ifthe planis in at-risk status, check the box and complete lines @and (0) oo : |—J
a Funding target disregarding prescribed at-risk ASSUMPLIONS ...viiii ittt 4a

b Funding target reflecting at-risk assumgtions; tut disregarding transition rule for plans that have been in at-risi 4b
status for fewer than five consecutive years and disregarding loading factor ...,

5 [Effective interest rate.............oococecvsvioerro R 5 6.09%
6  Target normal Cost ..o o R T R S R b [ 173,595
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 exparience of the plan and reasonable expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the plan.

SIGN |
{ HERE | n/yaw‘;} ?(Ww’ 09/07/2018

Signature of actuary Date
Gary Kasper 1706404
Type or print name of actuary Most recent enroliment number
Trinity Pension Consultants 330-668-3747
Firm name ) Telephone number (including area code)

202 Montrose West Ave., Ste. 290

Copley OH 44321
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 |_J
instructions -
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-5F. Schedule SB (Form 5800) 2017




Schedule SB (Form 5500) 2017

Page 2 l-—i

Part Il | Beginning of Year Carryover and Prefunding Balances

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

(a) Carryover balance

(b) Prefunding balance

AT s e

9 Amount remaining (line 7 minus line 8)

10

Interest on line 9 using prior year's actual return of

11 Prior years excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior YA waisbusivnssmns b iaines i

b(1) 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
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
FEEUITY ... .o e e st msaaban 4 4 prEmmmmm A AR U1 Ebmnne st LI R RER ST o b

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

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

6.36% =

178,089

0

0

178,089

12

Other reductions in batances due to elections or deemed elections i...oocceeiiiiiiiin

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

rPan i l Funding Percentages

14

Funding target attainMent PEFCENAGE . .. s orirs et e

123.05%

15

Adjusted funding target attainment o L0110 OO T T I I e AL

122.92%

16

Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current
yEars fUNGING MEQUINEMENE ......ciririrresc oot aant s

126.26%

17

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

17 £

Part IV ] Contributions and Liquidity Shortfalls

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

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s}

(c) Amount paid by
employees

(a) Date
{MM-DD-Y¥¥Y)

(b) Amount paid by_
employer(s)

(c) Amount paid by
employees

05/03/2018

216,000

Totals »

| 18(b)

216,000

ol

18(c)

19

a Contributions allocated toward unpaid minimum required contributions from prior years
b Contributions made to aveld restrictions adjusted fo valuation dale .o

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date............cionnas

Discounted employer contributions ~ see instructions for small plan with a valuation date after the beginning of the year:

19a

19b

19¢c

g
o
211,684

20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the prior year?.....

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely manner?.

c I_f line 20a is “Yes,” see instructions and complete the following table as applicable:

Liguidity sharlfall as of end of quarier of thiz plan year

(1) 1st (# 2nd

(3) 3rd |

(4) 4th
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T
Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
& Hegment rafes: ik S:?TZ”;) 2nd§e.g7mzenot/; o s6e§.;r2%not/; D N/A, full yield curve used
b Applicable month (ENter COde) ... v oo, R e 21b ]
22 Weighted average retirement age ................... T SRR 22 62
23 Mortality table(s) (see instructions) @ Prescribed - combined U Prescribed - separate D Substitute
Part VI iMisceIIaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
AACHMENL. . -..viivirereriin s e s R s s e [] ves P no
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ............ccocccovvvrvnen. |_J Yes E No
26 Is the plan required to provide a Schedule of Active Participants? If "Yes,” see instructions regarding required attachment. ...................... E Yes D No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
B I . i i bt NS Attt e e SRR AR A 1 AR D .
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all prior years ................. S e S — | 28 ]
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
e R e e e T Ve | 0
30 Remaining amount of unpaid minimum required contributions (line 28 minus liN€ 29) ..o, 30 0
Part VIII iMinimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost (liNg Bt it Mo AP S i e e ; o . 31a 173,595
b Excess assets, if applicable, but not greater than line 31a ... 31b 173,595
32 Amortization installments: Outstanding Balance Instaliment
a Net shortfall amortization installment...........c...cocoooiiiiiiics e 0 0
b Walver amorzation MStBIMEN ... ... v i o asesis i 0 0
33 If awaiver has been approved for this plan year, enter the date of the rgling letter granting the approval 33
(Month Day __ Year ) and the waived amount ................cocciviiiiiinn
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
PEeUErEAIe i e R a0
36 Additional cash requirement (N 34 MINUS lINE 35)...........irioiiitioeeeieesr oot ee s s e es ettt e 36 1]
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
- TN i e R T s M R e R s A S b e ; 211,684
38 Present value of excess confributions for curment year (see instructions)
a Total (excess, if any, 0f NE 37 OVET lINE 3B) —....o.oveioes ettt 38a 211,684
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances ....., 38b 0
39  Unpaid minimum required contrbution for current year (excess, if any, of lne 36 over line 377........ G 39 o
40 Unpaid minimum required contributions for all YEAS ...t 40 0
Part IX [ Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
A . Schedule electad ..o i e e R R e vesa s T e S e ey B |:| 2 plus 7 years D 15 years
b Eligible plan year(s) for which the election in ine 418 Was MAAE ... -..11v..oieie oo e eee oo, D 2008 D 2009 [__] 2010 ﬂ 2011
42 Amount of acceleration adjustment ... 42
43 Excess installment acceleration amount to be carried over to future plan years 43




CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, line 22
Description of Weighted
Average Retirement Age
Employer Identification Number 31-1702392 Plan Number 002
As of December 31, 2017

All participants are assumed to retire at the later of their Normal Retirement Age, or the end of the current plan
year



Plan effective date
Plan Year
Eligibility
Excluded
Employees
Normal Retirement

Normal Retirement
Benefit

Normal Form

Accrued Benefit

Termination
Benefit

CENTRAL OHIO HOSPITALISTS, INC.
CASH BALANCE PLAN

Schedule SB, Part V
Summary of Plan Provisions
Employer Identification Number 31-1702392
As of December 31, 2017

Plan Number 002

January 1, 2013
January 1 to December 31

Employees are eligible to enter on the beginning of the month that is coincident with or next following the
date the participant completes 12 months of service with 1000 hours and attains the age of 21

All Classes of Employees That Are Not Shareholders or NHCEs

All participants are eligible to retire upon the later of attainment of age 62 and 5 years of participation

Upon retirement a participant will be entitled to a benefit payable in the normal form which is equal to the

following:

Formula Tier Unit Cash Balance Benefit
1 — Group A $15,000

2 — Group B $5,000

0 — Group C $1,000

The benefit is then the actuarial equivalent of the hypothetical account balance at normal retirement,
accumulated with hypothetical interest at the rate of 5% per year

A monthly benefit payable for the life of the participant

The accrued benefit is the benefit based upon service and compensation to the date of determination and
limited to the amount that may be funded under IRC 415(b).

Upon termination for any reason other than death, disability or retirement, a participant shall be entitled to a
portion of their accrued benefit, in accordance with the following schedule:

Years of Credit Percent Vested

1 0
2 0
3 100

Credited years are measured as plan years starting with the plan year of hire. Only years during which a
participant is credited with at least 1000 hours of service are counted.



