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

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

Public Inspection

| 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/report is |:| the first return/report Dthe 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
DIGESTIVE HEALTH SPECIALISTS, P.S. CASH BALANCE PLAN plan number
(PN) 002
1c Effective date of plan
01/01/2010
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) 91-0880426

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
DIGESTIVE HEALTH SPECIALISTS, P.S.

2c

Sponsor’s telephone number
253-272-5127

3209 S. 23RD ST., SUITE 340
TACOMA, WA 98405-1602

2d

Business code (see instructions)
621111

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 91
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 98
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) 79
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 79
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 0
5e
L0 IO L0 L Y=y (=T o P PPPPPPPTN

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. 09/13/2018 CINDY FRUGE
HERE
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . L o
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 INStrUCHIONS.) ........ooiiiiiiiiiiiiiiiee e Yes D No
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 CONItIONS.)........ccuuiiiiiiiiiii s 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.
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 4071268. (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 9545005 12164015
Total plan HabilitiesS...........c..coivreieiieieiieeieeeeee e 7b 784 882
C Net plan assets (subtract line 7b from line 7a)..............c..cccccvevene.ne. 7c 9544221 12163133
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 1483161
(2) PartiCIPANTS. ... vveeiieeeieee ettt eeaeeieeaeseeeeenneeaeenees 8a(2)
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3)
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 1172684
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 2655845
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 4409
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 32524
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 89
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 36933
i Netincome (loss) (subtract line 8h from line 8c).. 8i 2618912
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:
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 500000
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

2520.10L-3.) 1ovveieiitieeieeete sttt ettt ettt 10h X

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
DIGESTIVE HEALTH SPECIALISTS, P.S. 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)
DIGESTIVE HEALTH SPECIALISTS, P.S. 91-0880426
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 _ 01 Day 01 Year 2017
Assets:
@ MAIKEE VAIUE ...ttt a s e bbb a bbbt s b s es e b s bbb s sttt 2a 9537668
D ACHUATIAI VAIUE ..ottt sttt s ettt bt s et n e s 2b 9537668
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 82 645378 645378
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 12 8623607 8632195
Lo I (o) - ISR OO 94 9268985 9277573
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 5.73%
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 1257231

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 08/09/2018
Signature of actuary Date
SARA ARK, FSA, EA, MAAA 17-06142
Type or print name of actuary Most recent enrollment number
INDEPENDENT ACTUARIES, INC. 503-520-0848
Firm name Telephone number (including area code)

4500 KRUSE WAY
SUITE 200
LAKE OSWEGO, OR 97035

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 (i€ 7 MINUS N 8).........cevivevieireiieeiieeie e 0
10 Interest on line 9 using prior year's actual return of __ 6.32 %........cccoveveierereecnnnn) 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) 263664
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 6.05% ..............] 15952
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
L= 0 0 PN 0
C Total available at beginning of current plan year to add to prefunding balance................] 279616
d Portion of (c) to be added to prefunding balanCe ..............cocovevevrierieieieieieeeens) 0
12 Other reductions in balances due to elections or deemed elections....................c......... 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 14 102.80%
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 15 102.80%
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 100.17%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. %
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
05/04/2017 78512 0 10/30/2017 177811
05/31/2017 177811 0 11/22/2017 177811
06/26/2017 177811 0 01/02/2018 159245
07/25/2017 177811 0
08/30/2017 177811 0
09/25/2017 177811 0

Totals » 18(b) 1482434 | 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¢c 1427962
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 Segment rates: 1st segment: 2nd segment: 3rd segment: )
4.16% 572% 6.48 % D N/A, full yield curve used
b Applicable MONth (ENEEF COUR) ...t e e 21b 4
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 Items
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 Ifthe 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 D_iscounted 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 1257231
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 260095
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
(Month Day Year ) and the waived amount ...........ccccovvvvriieniiniienneenn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 997136
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUINEMENT ...t 0 0 0
36 Additional cash requirement (liN€ 34 MINUS NE 35) ..........ccevreieeieieeeeeesieeeeeseeeeee st eee st sse s eness e 36 997136
37 fgg)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 1427962
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of [INE 37 OVEN N B6) .........ccvvrveiverceeeeeeeeereceeieeeeeeeeseeseneeee s ese s st eee st enesaes e snesd 38a 430826
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 line 37) .........cc.c..ccceuevue... 39 0
40 uUnpaid minimum required cONHBULIONS O All YEATS............cc.cvevevereeeeeeceeeeceeeeeeeeeeee e ss e eree e s 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 41a was made

[ ]2008 [ ]2009 []2010 [ ] 2011

42 Amount of acceleration adjustment

42

43 Excess installment acceleration amount to be carried over to future plan years

43




DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Line 26 — Schedule of Active Participant Data

Schedule of Active Participant Data

Z:\C-D\Digestive Health\Govt\2017\DHS 2017 Sch SB attachments.docx

B Benefit Service

Age Under 1 1—4__ 5-9 10-14 15-19 20-24 25-29 30-34 35-39 |40& up Total

Under 25 3 - 3|
25-29 11 3| B 14
30-34 4 4 8
35-39 6 1 B - B 7
40-44 2 11 13
45-49 4 4 - | 8
50-54 3 12 15
55-59 B 7 7
60-64 1 6 7
65-69 - 0

70 & up 0
Total 0 34 48 0 0 0 0 0 0 0 82 |




DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN

EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

Actuarial Method for Minimum Required Contribution

Asset Valuation Method
Valuation Date

Yield Curve Selected

Lookback Month for Determining
Segment Interest Rates

Fair market value.

First day of plan year.

24-month average Segmented Yield Curve, subject to
corridor provided by MAP-21 as adjusted by the
Highway and Transportation Funding Act of 2014.

4™ month prior to valuation date.

Actuarial Assumptions for Minimum Required Contribution

Segment Interest Rates

Assumed Form of Payment

Lump Sum Payment Assumptions

Interest Rate to Project Balances
Assumed Commencement Date
Average Retirement Age
Mortality
Pre-Retirement
Post-Retirement

Salary Scale

First Segment {Under 5 years): 4.16%

Second Segment (5 to 19 years): 5.72%

Third Segment (20 or more years): 6.48%

Lump sum.

Projected Hypothetical Account Balance discounted by
applying the appropriate yield curve segment to
deferral period.

5.5%.

Normal Retirement Date.

Age 62.

None.
See lump sum payment assumptions (above).

No explicit assumption.

Z:\C-D\Digestive Health\Govt\2017\DHS 2017 Sch SB attachments.docx



DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Statement of Actuarial Assumptions/Methods
(Concluded)

Turnover Rate No explicit assumption.

Expenses None.

Future Compensation Actual compensation for prior year.

Future Annual Hours Worked Actual hours worked in prior year, with annualization for
new hires.

Z:\C-D\Digestive Health\Govt\2017\DHS 2017 Sch SB attachments.docx



Form 5500-SF Short Form Annual Return/Report of Small Employee OMS Nos. 1210-0110
Department of the Trea;ury Beneflt Pla n
Internal 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 . ]
Employes Benefits Security Administraton Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation

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

Public Inspection

| Partl | 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 [] 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.)
D a one-participant plan D a foreign plan
is return/ rti
B This retumireport is D the first return/report [:] the final return/report
D 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

D special extension (enter description)

D DFVC program

| Partll | Basic Plan Information—enter all requested information

1a Name of plan

DIGESTIVE HEALTH SPECIALISTS, P.S. CASH BALANCE PLAN

1b Three-digit
plan number |002
(PN) P

1c Effective date of pian
01/01/2010

2a Plan sponsor's name (employer, if for a single-employer plan)

Mailing address (include room, apt., suite no. and street, or P.Q. Box)

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
DIGESTIVE HEALTH SPECIALISTS, P.S.

3209 S. 23RD ST., SUITE 340

TACOMA WA 98405-1602

2b Employer Identification Number
(EIN})91-0880426

2c Sponsor's telephone number
253-272-5127

2d Business code (see instructions)
621111

3a Plan administrator's name and address @ 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 PIAN YEAT ...........ccovvermrreeeeeo oo 5a 91
b Total number of participants at the end 0f the PIaN YEAF ..o 5b 98
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
COMPIETE thiS IEM) ... ettt e e e s
d(1) Total number of active participants at the beginning of the PIaN YEaT .......v..vvooeooeoooeoeooeoooeeoeoeo 5d(1) 79
d(2) Total number of active participants at the end of the PIaN YEaT ...........oo.oo..oveoeeooveeeeee oo 5d(2) 79
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
than 100% VESIET ... oottt 0

Caution: A penalty for the late or incomplete filing of this returnireport 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 trugqcorrect, gnd ¢om plpte.

FAR
? .
SIGN L// O///3//X Cindy Fruge
HERE [Z /
Date Enter name of individual signing as plan administrator
SIGN
HERE . L L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

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

Form 5500-SF (2017)
v.170203



Form 5500-SF 2017 Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See instructions.) .............cococoeoooveeoo @ Yes D No

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (1QPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)

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 D No D Not determined
If "Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year 4071268, (See instructions.)
| _Partlll | Financial Information
7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A Total Plan 8SSELS ...co.o.oveieiviireeeeee e 7a 9,545,005 12,164,015
b Total plan liabilities ...t 7b 784 882
C Net plan assets (subtract fine 7b from fine 7a) ...........c.c.c..cooveveen. 7c 9,544,221 12,163,133
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {b) Total
a Contributions received or receivable from:
(1) EMPIOYETS oo 8a(1) 1,483,161
(2) Participants..........oooiiiirieieeeeee e 8a(2)
(3) Others (including rollovers)....................ccccocoovveeiieeeeeee e 8a(3)
b Other iNCOMe (I088) ...........ovoooeeeeeeee e, 8h 1,172,684
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 2,655, 845
d Benefits paid (including direct rollovers and insurance premiums
10 provide Benefits) . ...cooooiiioeiiiisoo oo, 8d 4,409
e Certain deemed and/or corrective distributions (see instructions) ... 8e
f 8f 32,524
g 8g
h Total expenses (add lines 8d, 8e, 8, and 8G) ........cccococrvvreeenn.. 8h 36,933
i__Netincome (loss) (subtract line 8h from line 8c) 8i 2,618,912
j Transfers to (from) the plan (see instructions)............ccccoceeee. 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:
1C
b |if the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

LPart v l 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 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction %
PROGIAM) .ottt ettt 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
PO ON NNE T0B.) ...ttt ee e, 10b
C  Was the plan covered by a fidelity Dond? .........coooiiii e e e 10¢ X 500,000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused %
by fraud OF diSHONESTY? ..ot 10d
e 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 x
the plan? (See INSUCHONS.) ... ..ottt 10e
f Has the plan failed to provide any benefit when due under the plan? ... 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .......................... 10g
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR x
2520.T07M-3.) 1o et 10h
i 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 .........ooooiiieeeieeeeeeeeeeee . 10i




Form 5500-SF 2017 Page 3-

IPart Vi I Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB @ Yes D No
(Form 5500) and line 118 BEIOW) ........ oot oo e

11a_Enter the unpaid minimum required contributions for all years from Schedule SB {Form 5500) line 40.............. . .. i 11a | 0

12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

B R S A ettt ettt et ee et e ee ettt e

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

|:| Yes @ No

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 waiver. .... 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 PlAN YEAT ..oiioiiiiiiieiec e 12b

C Enter the amount contributed by the employer to the plan for this plan Year ..................cocooooooeeeeeeeeee e 12¢

d Subtract the amount in line 12¢ from the amount in iine 12b. Enter the result (enter a minus sign to the left of a 12d
NEGANIVE BIMIOUNE) ..ottt ettt et es et e s e

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

Eart vil I Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted inany plan Year? ............oocooeiiioiii e D Yes @ No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes EI No
CONITOL Of TN PBGT? ..ottt ettt e ettt eses e et s oo e

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.)

13¢({1) Name of plan(s): 13¢(2) EIN(s)

13¢(3) PN(s)




. 5558 Application for Extension of Time IR TR

(Rev. August 2012)

To File Certain Employee Plan Returns

» For Privacy Act and Paperwork Reduction Act Notice, see instructions. File With IRS Only

Department of the Treasury » Information about Form 5558 and its instructions is at www.irs.gov/form5558

Internal Revenue Service

Identification

A Name of filer, plan administrator, or plan sponsor (see instructions) B Filer's identifying number {see instructions)
DIGESTIVE HEALTH SPECIALISTS. P.S. Employer identification number (EIN) (9 digits XX-XXXXXXX)
Number, street, and room or suite no. (If a P.O. box, see instructions) 91-0880426
3209 S. 23RD ST, SUITE 340 Social security number (SSN) (9 digits XXX-XX-XXXX)

City or town, state, and ZIP code
TACOMA, WA 98405-1602
(o] Plan name Plan Plan year ending—
number MM DD YYYY
0 0 2 12 31 2017
DIGESTIVE HEALTH SPECIALISTS, P.S. CASH BALANCE PLAN

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

1 in Part 1, C above.

2 lrequest an extension of timeuntii 10 / 15 /2018

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

to file Form 5500 series (see instructions).

Note. A signature IS NOT required if you are requesting an extension to file Form 5500 series.

3 [request an extension of timeunti 10 / 15 ;2018

to file Form 8955-SSA (see instructions).

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

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

ic1gqll} Extension of Time To File Form 5330 (see instructions)

4 | request an extension of time until / /

to file Form 5330.

You may be approved for up to a 6 month extension to file Form 5330, after the normal due date of Form 5330.

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

5  State in detail why you need the extension:

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

to prepare this application.

Signature » Date »

Cat. No. 12005T

Form 5558 (Rev. 8-2012)



SCHEDULE SB Single-Employer Defined Benefit Plan OM8 No. 1210-0170
(Form 5500) Actuarial Information 2017

Department of e Treasury

ihigen={ Revé"::f:;’:ce This schedulé is required to be filed under section 104 of the Employee
. Departmentoflabor Retirément Income Securily Act of 1974 (ERISA) and section 6059 of the. This F s Ober :
Employee Benefiis Security Adminishation : Internal Revenue Code (the Code). s orr;:]lss’,)ggﬁe:nto FUBLE

Pension Benefit Guaranty Corporation o } ’
% 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 ] ] o B Three-digit
DIGESTIVE HEALTH SPECIALISTS, INC., P.S. CASH BALANCE plan number (PN) b 002
PLAN :
C Pian sponsors name as shown on line 2a of Form 5500 or §500-SF D Employer Identification Number (EIN)
Digestive Health Specialists, Inc., P.S. 91-0B80426
E Typeof plar: @ -Sirigle D Multiple-A [] Muttiple-B | l F Prior year plan size: @ 100 or fewer’ D 101-500 D More than 500
[ Partl l Basic Information.
1  Enterthe valuation date: Month___ 0% pay__ 01 Year_ 2017
Assets:
a Market value S—— DTN ressembeerssn e st eresasga e reeaenend s 28 9,537,668
D ACHIANE VAILIE 1ovevsterveeneanscvesons s emes s sss soanssseseaseses sisessissssssssossaes veeeeseseeempseen i e e sesennaspan e 2b 9,537,668
3 Funding target/pariicipant count breakdown (1) Nomber of (2) Vested Funding | (3) Total Funding
) participants Targét Target
‘& For retired participants and beneficiaries receiving payment ..o e 0 0 0
b For terminated vested participants ......c.ceus o S - 82 645,378 645,378
C For-active participants .......c.wereessioreceres ) . 12 8,623,607 8,632,195
-d Total.... e ; B O R 94 9,268,985 5,277,573
4 Ifthe planis in at-risk status, check the box.and complete lines (2) and () ..oorevenn Frnaees D ' -
a Funding target disregarding prescribed at-risk assumplions.....c oot e reans R 4a

b Funding target reflecting at-risk assumptions, but disregarding iransition rulefor plans that.have been in at-fis 4b
status for fewer thari five consecutive years and disiegarding loading factor

5  Effective inferest rate.........

5 5.73%

6 1,257,231

6 Target normal cost....

Statement by Enrolled Actuary
To the best of- my knowledga, the information supplied in this schedule and accompanylng schedules, statements and attachments, i any, is complete and accurate, Each prescribed assumption was appliedin
accardance with appiicable law and regulations, In my opinion, each other assumption is reasanable: {1aking inte account the axpefience of the plan ard reasonable expectations) and such ether assumplions, in
combination; offer my best estidrte of aniicipated expérience under the plan. ’

SIGN
HERE |sara Ark 08/09/2018

¥ - R

Signature of actuary Date
Sara Ark, FSA, EA, MAAA 1706142

Type or print name of actuary Mostrecenf enrollment number
Independent Actuaries, Inc. 503-520-0848
Firm name. Telephone number (including area code)
4500 Kruse Way .
Suite 200
Lake Osweqo OR 97035
Address of the firmm

if the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule. check the box and see D

instructions

ForPaperworl Reduction Act Notice, see the Instructions for Form 5500 or 5500-S¥. Schedule SB (Form 5500) 2017



Scheduls SB (Form 5500) 2017

Page 2 F I

( Par'f‘llJ Beginning of Year Carryover and Prefunding Balances

7 Balance at beginning of prior. year ‘after apphcable adjustments. {line 13 from prior

(a) Carryover balance

(b) Prefunding balance

8 Porion elected for use to offset prior year's funding requirement (line 35 from prior

-year)

9 Amount remaining (line 7 minus king 8)......... rearens

10 . B6.32%

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

1

Prior year's excess coniributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior Year) ... e

b(1) Iriterest on the excess, if any, of line-38a over line 38b from prior year
Sthedule-SB, using prior year's effective intesest rate of 6 . 05%_

b{(2) Interest on:line-38b from priar year Schedule SB, using prior year's actual
refum...o.iinn.

263,664

15,952

€ Total available at beginning af current plan year to add to prefundmg balance .........

d Portion of (c) to be added te prefunding BAIANCE: ... ...ccocvicerrmsersressiarersensn

0

279,616

¢]

12

Ofther reductions in balances due to elections or deemed electons.........occviecceciinie

0

13

Balance at beginning of current year {line 9 +Jine 10 + liné 11d ~ line 12)

0

fPart"lll | Funding Percentages

14 Funding-target attainment percentage .,

14 | 102.80%

15 Adjusted funding farget attainment percentage....

15 102.80%

16

Prior-year's funding percentage for purposes-of determmlng whether carryoverlprefundmg balances may be used to reduce current

18 | 100.17%

year's. funding requirement ... s e

17

If the current value of the assets of the plan is less. than 70 percent of the funding target, enter SUCH Percentage. ..o e eremsereivanes

17 %

(ﬂ%ﬂw |cmmmmMsmduwmwsmmws

18 Contributions made to he plan forthe plan year by employer(s).and eémployees:

(a) Date
(MM-DD-YYYY)

{b) Amount paid by -
employer(s)

(c) Amount paid by
employees

(3) Date
(MM-DD-YYYY):

{b) Amount paid by
employer(s)

(c) Amount paid by
employees

05/04/2017

78,512

05/31/2017

177,811

06/26/2017

177,811

07/25/2017

177,811

08/30/2017

177,811

09/25/2017

177,811

10/30/2017

177,811

11/22/2017

177,811

01/02/2018

159,245

olojo|lojoloc]lo]lolo

Totals »

18(b)

1,482,434

18(c) | 0

19 Discounted employer coniributions — see instructions for smail plan with a valuatian dafe aftér the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years,

b Contributions made to avoid restrictions atjusted to valuation.date

€ Contributions-allocated loward minimum required confributidn for currént year adjusted to valuation date

19a

19b

18¢c

1,427,962

20

Quarterly contributions and liquidity shorfalls:

a Did the plan have a “funding shortfall” for the prior Year? ... S6on: asseassees asbaamesssuannatadese onra s oBh vee T L en ST, SO [] Yes [g] No
b If line 20a is "Yes." were required- quartery installments for the currenf year made in-a timely mannes? ... iereesesresreranrace s ez oo D Yes. D No

G If line 20a is."Yes," see instructions and complete the following table as applicable!

[

Liquidity shorifall as of end of quarter of this plan year

{1) 1st

@ 2nd

(3 ard

(4) 4th




-Schedule SB (Form 5500) 2017 Page 3

PartV 1Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:
a Segment rates: 1st S‘l&gl'lr!gl'l‘;° 2nd ;eg'r?n;r; 3rd 5;?2%"; D N/A, full yield curve used
b Applicable month (enter code) o — = - 21b 4
22 Weighted average refirement age e ST ") 62
23 Mortaiity fable(s) (see instructions) @ Prescribed ~ combined D Prescribed - separate D ‘Substitute
Part VI |Miscellaneous Items
24 Has a change been made in the non-prescribed actuariat assumptions for the current plan year? H “Yes,” see instructions regarding required
AHACKIMENL. ..o oiirenerrcccrsisniesresstir e caos ioe sabnessanseavmrbnsnsosdeeats ons stmsfansmms s raame s s s e omas re s eoteeeeamh e seesb s ba e b b e e henamaras e s eraassomary 1a sremtegmnas < enasnrnsans reerrereraan D Yes @ No
25 Has a method change been made for the currént plan year? If *Yes,” see instructions regarding required altachment. . .....icoeeouierreecionie D Yes E No
26 Is the plan required to provide a Schedule of Active Pariicipants? If "Yes,” see'instructions regarding required atiachment. ......c....ccuivivue @ Yes D No
27 ifthe planis subject to alternative funding rules, enter applicable cade and see instruclions regarding 27
atlachment... fviee suersiiananiranrrrs i e i bansiananbnesbogh b0t b v nnnsees
Part Vil [Reconcﬂlatlon of Unpaid Minimum Required Contrlbutlons For Prlor Years
28 Unpaid minimum required contributions for all prior years . preeresstversnessennsesasenaeres] 28 o
29 Discounted employer contriblitions atiocated toward unpaid minimum requ:red contributions from prlor years 29
(tine 194)... . . areryerrsentenyberet Rt R eR e taen e rnt et n s e sara on
30 Remaining amount of unpaid minimum required conmbuhons {line 28 MiNUS HNE 29) ... rveemrrserremrmnsrreeariereresanes] 30
Part Vil ' |Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost {line 6)... s bt een et bnr e baba e et s netaens 31a 1,257,231
b Excess assets, if-applicable, Sut not greater than ine 318 .iewiecnrarsecrcscruennas e — ..] 31b 260, 095
32 Amortization instaliments; Qutstanding Balance Instaliment
a Net shortfall amortization instaliment............. revrmeraesemareie remneeep s enspseare s aresi R 0 e
b Waiver amortization IiStallment L..........cieuverermssrererseerctsomssmostnmcarse s seesavisrinesssanas 0 0
‘33 i awaiver has'been approved for this plan year, enter the date pf'-the n_xli_ng letter granfing the approval 13 '
(Month Day Year ) andthe waived amount ..ot oo
34 Total funding requirement before reflecting carmryover/prefunding balances {lines 31a- 31b +32a +32b- 33)....] 34 987,136
Carryover balance Prefunding balance: Total balance .
'35 Balances elected for use fo offset funding
TEQUIEMENT.occerr et nmeenr s snrariescesnisaane 0 0 4]
36 Additional éash requirement (liN€ 34 MINUS HNE BB)....icsererewveersrrsireses rserersscrssrmssosseceoemmssommsiomsermsscasisssesssrss isrok) 36 987,136
37 - Contributions allocated toward minimum required contribution for current year ad;usted to valuation date (Ilne 37
19C) citercereneiornins erre - rereiaverananivireesiraraasrraassd 1,427,962
38 Present value of excess contributions. for current year (see instructions)
a Total {(excess, if BNy, OF B 37 OVEL NG 36) ........coveecivrsesueriorcessssssssresrermssserssessassessessorsreest s assssessesssssssess 38a 430,826
b Portion includéd in line 38a attributable to use of prefunding and funding standard carryover balances -......... 38b 0
39 Unpaid minimum required contribiition for current year (excess, if any, of line 36 over ling 37). ool 39 0
40 unpaid minimum required CONErIBULONS TOr All YEATS o.vvevueersseressverecmssrcremisensscsscresarseericens hevverasserierns T I 0
PartIX | Pension Funding Relief Under Pénsion Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
A Schedule elected ....... OO OO OO ORIV IIOS ]:] 2 plus 7 years D 15 years

‘b Eligible plan year(s) for. which the election in line 41a was made

.[]2008 []2008 []2010 [ 2014

42

Amount of acceleration adjustment. ......

42

43

Excess instaliment acteleration amount to be carried over 10 future plan Years ... cieecicos PPN

43




DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN

EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Statement of Actuarial Assumptions/Methods

Actuarial Method for Minimum Required Contribution

Asset Valuation Method
Valuation Date

Yield Curve Selected

Lookback Month for Determining
Segment Interest Rates

Fair market value.

First day of plan year.

24-month average Segmented Yield Curve, subject to
corridor provided by MAP-21 as adjusted by the
Highway and Transportation Funding Act of 2014.

4™ month prior to valuation date.

Actuarial Assumptions for Minimum Required Contribution

Segment Interest Rates

Assumed Form of Payment

Lump Sum Payment Assumptions

Interest Rate to Project Balances
Assumed Commencement Date
Average Retirement Age
Mortality
Pre-Retirement
Post-Retirement

Salary Scale

First Segment (Under 5 years): 4.16%

Second Segment {5 to 19 years): 5.72%

Third Segment (20 or more years): 6.48%

Lump sum.

Projected Hypothetical Account Balance discounted by
applying the appropriate yield curve segment to
deferral period.

5.5%.

Normal Retirement Date.

Age 62.

None.
See lump sum payment assumptions (above).

No explicit assumption.

Z:\C-D\Digestive Health\Govt\2017\DHS 2017 Sch SB attachments.docx



DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Statement of Actuarial Assumptions/Methods
(Concluded)

Turnover Rate No explicit assumption.

Expenses None.

Future Compensation Actual compensation for prior year.

Future Annual Hours Worked Actual hours worked in prior year, with annualization for
new hires.

Z:\C-D\Digestive Health\Gaovt\2017\DHS 2017 Sch SB attachments.docx



DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Summary of Plan Provisions

1. Effective Date
2. Plan Year
3. Plan Eligibility

Eligible Employees

Requirements

Entry date

4. Years of Service

Eligibility

Vesting

Benefit

5. Normal Retirement

Eligibility

Benefit

6. Pay Credits

January 1, 2010. Last amendment effective January 1, 2013.

January 1 to December 31.

All employees except those whose retirement benefits are subject to
collective bargaining, certain non-resident aliens with no US income,
leased employees, and anyone who is not employed as a doctor or
receptionist.

Later of attainment of age 19 and completion of 1 year of service.

January 1 or July 1 coinciding with or next following completion of
eligibility requirements.

12-Month period commencing on employee’s date of hire during which
the employee is credited with at least 1,000 hours; switches to plan year
on annijversary of employee’s date of hire if employee fails to complete
1,000 hours in first 12-month period.

Plan year during which employee is credited with at least 1,000 hours of
service.

Plan year during which the participant is credited with at least 1,000
hours of service.

The first day of the month coincident with or following the later of the
participant’s 62™ birthday or 5 years of plan participation.

Hypothetical Account Balance resulting from annual pay credits and
interest credits.

As specified in plan document for select doctors.
2% of compensation for receptionists.
0% of compensation for all other participants.

Z:\C-D\Digestive Health\Govt\2017\DHS 2017 Sch SB attachments.docx



DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EiN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Summary of Plan Provisions

(Continued)

7. Interest Credits

8. Early Retirement

9. Late Retirement
Eligibility

Benefit

10. Disability Benefit

11. Death Benefit
Eligibility

Benefit

12. Termination Benefit

Eligibility

Benefit

13. Compensation
Limits

Plan

14. Accrued Benefit

Lesser of 5.5% or third segment rate applicable to 417(e).

Not provided.

Defer commencement of benefit beyond normal retirement date.

Hypothetical Account Balance.

Not provided.

Death of participant prior to commencement of benefits.

Hypothetical Account Balance.

Termination of employment for reasons other than retirement or death.

A percentage of a participant’s accrued benefit based on the following
schedule:

Years of Vesting Service Vested Percent
Less than 3 0%
3 or more 100%

$200,000 as indexed; $270,000 for plan years beginning in or after 2017.

W-2 compensation. Compensation includes regular pay and excludes
leave cashouts paid within 2% months of the participant’s severance from
employment. All other types of post-severance compensation are
excluded from compensation.

Life annuity which is the Actuarial Equivalent of the Hypothetical Account
Balance.

Z2:\C-D\Digestive Health\Govt\2017\DHS 2017 Sch SB attachments.docx



DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule $B, Part V - Summary of Plan Provisions
(Concluded)

15. Normal Form of Benefit Life annuity which is the Actuarial Equivalent of the Hypothetical Account
Balance.

16. Optional Forms of Benefit Lump sum, joint & survivor annuity (50%, 75%, 100%).

17. Actuarial Equivalent

Interest 5.5% pre- and post-retirement.
Mortality Pre-retirement: None.
Post-retirement: Applicable mortality table.
§417(e) Stability Period is plan year; lookback month is third month preceding
plan year.
18. Top-Heavy Provisions In the event the plan becomes top-heavy, certain provisions will apply.

Generally, a plan is top-heavy if more than 60% of the total present value
of accrued benefit and account balances are held for key employees, as
defined in the Internal Revenue Code.

Minimum Accrual Top-heavy minimums are provided by contributions to a companion
profit sharing plan.

Vesting The regular vesting schedule meets the minimum requirements.
Status Plan is top-heavy.
19. Changes Since None.

Last Report
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DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Line 26 — Schedule of Active Participant Data

Schedule of Active Participant Data

Benefit Service
Age Under 1 1-4 5-9 10-14 15-19 | 20-24 25-29 30-34 35-39 |40 & up Total
Under 25 3 3
25-29 i1 3 N 14
30-34 4 4 8
35-39 6 1 7
40-44 2 11 13
45-49 4 4 8
50-54 3 12 15
55-59 7 7
60-64 i 6 7
65-69 0
70 & up 0
Total 0 34 48 0 0 a 0 0 0 0 82
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SCHEDULE SB Single-Employer Defined Benefit Plan OMB Mo, 12100110
(Form 5500) Actuarial Information

Departmenit of ihe Treasury 201 7

jeme) vene ot This schedulé is required to be filed under section 104 of the Employee
IR .. L L TR Retirement Income Security Act of 1974 (ERISA) and section 6059 of the This Form is Open to Public
. . —= Internal Revenue Code (the Code). Inspection

Pension Benefil Guaranty Corparation

» File as an atfachment to Form 5500 or 5500-SF,
For calendar plan year 2017 or fiscal plan year beginning 01/01/2017 and ending 12/31/2017
» Round off amounts to nearest dollar.
> caution: A penally of $1,000 will be assessed for late filing of this report unless reasonable cause is established.

A Name of plan B  Three-digit
DIGESTIVE BHEALTH SPECIALISTS, INC., P.S. CASH BALANCE plan number (PN) » 002
PLAN
C Plan sponsor's name as shown on line 2a of Form 5500 or §500-SF D Employer Identification Number (EIN)
Digestive Health Specialists, Inc., P.S. 91-0880426
E Type of plan: E] Single D Multipte-A D Multiple-B | [ F Prior year plan size: @ 100 or fewer D 101-500 D More than 500
[ Part:| | Basic Information
1 Enter the valuation date: Month__ OL Day 01 Year_ 2017
2  Assets;
a Market vall.....eeroarieninne e T SRR - | 9,537,668
b Actuarial value ........coeeerees ettt s s sanee S . 1. ) 2b 9,537,668
3 Funding larget/participant count breakdown (1) Number of (2) Vested Funding (3) Total Funding
) participants Target Targat
a For retired panticipants and beneficlaries receiving payment ..o v 0 0 o]
b For terminated vested ParliCiPants .....cwccesuerceerremmsiarsmiinrmresisssssssssassssns 82 645,378 645,378
C For active particlpants .......c.vesienn S nnan el e s e PO~ 12 8,623,607 8,632,195
d Total .....oueueeeve L, e e e AR SO SRS 94 9,268,985 9,277,573
4 Ifthe planis in at-risk stalus, check the box.and complete lines (a) and-(b) ........... D
a Funding targel disregarding prescribed at-risk assumplions’......c....o... P sorsnnest L f 4a
b Funding target refliecling at-risk assumptions, but disregarding transition rule‘for plans that have been in at-risH 4b
status for fewer tharn five consecutive years and disregarding 10ading factor.,....ou i sy
5 Effective interest rate......... T — 5 5.73%
6 Target normal cost ..... n el N . | 1,257,231
Statement by Enrolled Actuary
Ta tha bast of my knowledgs, the infarmation suppliad In this schedule and hedul and altachments, i any, 15 complela and aceurate. Each prascibed assumption was applied in

aceordance wiin applicable |aw and requisions. In my opinion, esch other assumplion In reasonabla [laking Inte account the aaperence of ihe plan and reasonable expectations) and such ainer assumplions, In
combination, affer my best estimate of anlicipater experience under the plan.

SIGN ;
HERE |Sara Ark ; P 08/09/2018

]
Signature of actuary Date

Sara Ark, FSA, EA, MAAA 1706142

Type or print name of actuary- Most recent enrollment number
Independent Actuaries, Inc. 503-520-0848

Firm name Telephone number (including area code)
4500 Kruse Way '
Suite 200
Lake Oswego OR 97035
Address of the fim

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

instructions
For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF, Schedule SB (Form 5500) 2017




Schedule SB (Form 5500) 2017

Page2f | _ )

Part |l Beginning of Year Carryover and Prefunding Balances
(a) Carryover balance (b} Prelunding balance

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

WEBE) seeis s rirassnssoistiscasncmbssseasssbasiasiyasss s tiaian foisa et iasbe e nbi vt et aabsar b 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

WEBE) 1uurererrseenssessanssseanesesossostntassssasiasssahesspsosstet asesacnissbastostsobesssattathssnsabassssshssaretassss s 0 0
9  Amounl remaining (line 7 minus Jine 8).... S 0
10 [nterest on line 9 using prior year's actual return of 6.32% 0
11 Prior year's excess contributions to be added to prefunding balance: o

a Pregent value of excess contributions (line 38a from Prior year)......ueeeesrecsserrnns 263,664

b(1) Iriterest on the excess, if any, of line 38a over line 38b from-prior year

Schadule SB, using prior year's effective interest rate of 6.05% oo
b{2) interest online 38b from prior year Schedule SB, using prior year's actual 15,952
retum-........ . 0

C Total available at beginning of current plan year to add to prefunding balance....... — 279,616

d Portion of {c) to be added to prefunding balance..........ccovniiisnisnnns rvennes 0
12 Other reductions In balances dug lo elections or deemed elections ....c..vvieeeriveess 0
13 Balance at beginning of current year {line 9 +line 10 + ling 11d — line 12).......... & 0

iiPart' 1} l Funding Percentages

14 Funding target altainment percenlage ., 14 | 202.80%
15 Adjusted funding larget attainmenf percentage.... . . T — 15 | 102.80%
16 Pricr year's funding percentage for purposes of delermlnmg whether carryover/prefundmg balances may be used lo reduce cument | 4

year's funding reqUIFEMENL ... misseserinseeisssasme s sisssscors T s e A e AV A SO RS 38 100.17%
17 If the current value of the assets of the plan is less than 70 percent of the funding target enter SUCh Percentage. . ..o iinsniiaeinad 17 %

| Partiv | 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
05/04/2017 78,512 0
05/31/2017 177,811 0
06/26/2017 177,811 0
07/25/2017 177,811 0
08/30/2017 177,811 0
09/25/2017 177,811 0
10/30/2017 177,811 0
11/22/2017 177,811 0
01/02/2018 159,245 0

Totals » | 18(b) 1,482, 434] 18(c) | 0

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 pricr years.. . 19a 0

b Contributions made {o avoid restrictions adjusted to valualion gate .....eeereececennns | 19b 0

¢ Contributions allocated toward minimurm required contribution for current year adjusted to valuation date..........ccves 19¢c 1,427,962
20 Quarterly contributions and liquidity shorifalls:

a Did the plan have a “funding shortfall” for (N Prior YEar?..... et sismissisiicssss s T s s s s D Yes @ No

b lfline 20ais "Yes,” were required quarterly installments for the current year made in a timely Manner? ..., D Yes D No

G If line 20a is “Yes," see instructions and complete the following lable as applicable: r

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 Segment rates: 1st ??Tgn‘; 2ndEs’e-g';nzen°t/; 3rd sgg-n;%n;; D N/A, full yield curve used
D ApPHCADIE MON (EOIEE COUEY..rrurarrveressreneeestereereemcareesessesresessarasssarerssistansetssetemsenssssssssaptasessessiseieesstrssssncsoras 21b 4
22 Weighted average retirement age . reereennssneenennn] 22 62
23 Mortality table{s) (see instructions) @ Prescribed - combined D Prescribed - separate D Substitute
Pait VI |Miscellaneous ltems
24 Has a change been made in the non-prescribed actuarial assumptions for ihe current plan year? If “Yes,” see instructions regarding required
attachment. .....cccicrenserininieiens Y S e S ———— S — D Yes @ No
25 Has a method change been made for the current plan year? If "Y&s,” seé instructions regarding required attachment. ......cc.ooooeeviiieeees D Yes E No
26 s the plan required to provide a Schedule of Aclive Pardiclpants? If "Yes,"” see'instructions regarding required attachment. ...t @ Yes |:] No
27 |fthe planis subject to alternative fundmg rules, enter apphcable code and see instruclions regarding
LTS 1171 1=1 1| GRS e &
Part VII | Reconciliation of Unpaid Minimum Reqmred Contributions For Prior Years
28 Unpaid minimum required contributions for all prior years .. JO SO U UEUU OO OOV 28 0
29 Discounted employer contribuitions allocated toward unpald minimum requu‘ed contribulions from prior years 29
(Iine 198).....coverervireeinnss N et e — Lavssessiresssnasasaranssesrevanssnnssesassnvensnyseedit perenens MERRRIRH 0
30 Remaining amount of unpald minimum required comnbuhons (line 28 mMINUS N 29) ...civvvmmriimrmssmisserimmssensssss 30 0
Part Vill ITV!inimum Required Contribution For Current Year
31 Targel norma) cost and excess assets (see instructions):
a Targel normal Cost (1IN B)..iv. v ceseeriesirerernee T ——— T . 31a 1+267;231
b Excess assets, if applicable; but not greater than line 31a A 31b 260, 095
32 Amortization installments; Qutstanding Balance Instalimenl
a Net shorlfall amortization installment. 0 0
b Waiver amottization iristalment ............ B msrem renis s sans s 0 0
33 If a walver has been approved for this plan year, enter ihe date of the ruling lgtter granling the approval 33
(Month Day Year ) and the waived aMOUNt ..ot siesanas
34 Total lunding requirement before reflecting camryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)... 34 997,136
Carryover halance Prefunding balance Tatal balance
35 Balances elected for use to offset funding
FEAUINEMENE o cerieeasrrssseiirinsbsananrsar s ssn s b eanesie 0 0 0
36 Additional ¢ash requirement (Iing 34 MInUS KN 35). ...t cuuiermiiims sttt sssssemes s 36 997,136
37 Contributions allocaled toward minimum required contribution for current year ad]usled to valuation date (line 37
L1 15 PN e T e B _ evivesnavariasssss Faeruepes ThnesTooen SR 1,427,962
38 Present value of excess contributions for current year (see Instructions)
a Total (excass, if any, of NG 37- OVEr KB 3B) oocveswssiosiommmrsiissemssssssssssssesesssecss s e T .| 38a 430,826
b Portion included in line 38a attributable 1o use of prefunding and funding standard carryover balances ......... 38b 0
39 Unpaid minimum required contribtition for current year (excess, if any, of line 36 over Ine 37).....c.ovcvmmmvrerrn 39 0
40 Unpaid minimum required contribulions fOr @ll YEAIS e.v.eewmrerersssisseitiecsss st corss i b e i e | 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made ta use PRA 2010 funding relief for this plan:
A Schedule elected ............ sesroneefivessdonssssasessmsrensanneiiasrarsasor sFie Fssasatsatstonsenavart ssasanassrasttsoscres P ——— D 2 plus 7 years D 15 years
b Eligible plan year(s) for which the election in line 41a was made .........ccoeo..o. T sesenransesssnensarsnaty D 2008 U 2009 D 2010 H 2011
42 Amount of acceleration adjustmENt ... comrereieermsasrise orveitibsensie s sanebensseakeas srtaranas sy satssbesbtins ose snnmsss e NEFTIIRE) 42
43 Excess installment acceleration amount to be carried over to fulure plan Years ..o fvnssonssivarins nihL 43




DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Summary of Plan Provisions

1. Effective Date
2. Plan Year

3. Plan Eligibility

Eligible Employees

Requirements

Entry date

4. Years of Service

Eligibility

Vesting

Benefit

5. Normal Retirement

Eligibility

Benefit

6. Pay Credits

January 1, 2010. Last amendment effective January 1, 2013.

January 1 to December 31.

All employees except those whose retirement benefits are subject to
collective bargaining, certain non-resident aliens with no US income,
leased employees, and anyone who is not employed as a doctor or
receptionist.

Later of attainment of age 19 and completion of 1 year of service.

January 1 or July 1 coinciding with or next following completion of
eligibility requirements.

12-Month period commencing on employee’s date of hire during which
the employee is credited with at least 1,000 hours; switches to plan year
on anniversary of employee’s date of hire if employee fails to complete
1,000 hours in first 12-month period.

Plan year during which employee is credited with at least 1,000 hours of
service.

Plan year during which the participant is credited with at least 1,000
hours of service.

The first day of the month coincident with or following the later of the
participant’s 62" birthday or 5 years of plan participation.

Hypothetical Account Balance resulting from annual pay credits and
interest credits.

As specified in plan document for select doctors.
2% of compensation for receptionists.
0% of compensation for all other participants.
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DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Summary of Plan Provisions

(Continued)

7. Interest Credits

8. Early Retirement

9. late Retirement
Eligibility
Benefit

10. Disability Benefit

11. Death Benefit
Eligibility
Benefit

12. Termination Benefit
Eligibility

Benefit

13. Compensation
Limits

Plan

14. Accrued Benefit

Lesser of 5.5% or third segment rate applicable to 417(e).

Not provided.

Defer commencement of benefit beyond normal retirement date.
Hypothetical Account Balance.

Not provided.

Death of participant prior to commencement of benefits.

Hypothetical Account Balance.

Termination of employment for reasons other than retirement or death.

A percentage of a participant’s accrued benefit based on the following
schedule:

Years of Vesting Service Vested Percent
Less than 3 0%
3 or more 100%

$200,000 as indexed; $270,000 for plan years beginning in or after 2017.

W-2 compensation. Compensation includes regular pay and excludes
leave cashouts paid within 2% months of the participant’s severance from
employment. All other types of post-severance compensation are
excluded from compensation.

Life annuity which is the Actuarial Equivalent of the Hypothetical Account
Balance.
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DIGESTIVE HEALTH SPECIALISTS, INC. P.S. CASH BALANCE PLAN
EIN: 91-0880426 PN: 002

2017 Form 5500 Schedule SB, Part V — Summary of Plan Provisions
(Concluded)

15. Normal Form of Benefit Life annuity which is the Actuarial Equivalent of the Hypothetical Account
Balance.

16. Optional Forms of Benefit Lump sum, joint & survivor annuity (50%, 75%, 100%).

17. Actuarial Equivalent

Interest 5.5% pre- and post-retirement.
Mortality Pre-retirement: None.
Post-retirement: Applicable mortality table.
§417(e) Stability Period is plan year; lookback month is third month preceding
plan year.
18. Top-Heavy Provisions In the event the plan becomes top-heavy, certain provisions will apply.

Generally, a plan is top-heavy if more than 60% of the total present value
of accrued benefit and account balances are held for key employees, as
defined in the Internal Revenue Code.

Minimum Accrual Top-heavy minimums are provided by contributions to a companion
profit sharing plan.

Vesting The regular vesting schedule meets the minimum requirements.
Status Plan is top-heavy.
19. Changes Since None.

Last Report
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