Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 2210-0110
Department of the Trea§ury B en Eﬂt PI an
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 . ]
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

and ending  12/31/2017

A Thi

B This return/report is

a single-employer plan

s return/report is for:

|:| a one-participant plan

|:| the first return/report

|:| an amended return/report

D the final return/report

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

D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)

D a foreign plan

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
NORTH SHORE GASTROENTEROLOGY, INC. CASH BALANCE PLAN plan number

(PN) 003
1c Effective date of plan
04/01/2004
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)
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)

NORTH

SHORE GASTROENTEROLOGY, INC.

850 COLUMBIA ROAD
SUITE 200
WESTLAKE, OH 44145-7215

(EIN) 34-1350987

2c

Sponsor’s telephone number
440-250-7611

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 105
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 115
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) 63
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 67
€ Number of participants who terminated employment during the plan year with accrued benefits that were less
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. 10/08/2018 MOUSAB TABBAA
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 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 4108698. (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 4700661 5745982
Total plan HabilitiesS...........c..coivreieiieieiieeieeeeee e 7b 0 0
C Net plan assets (subtract line 7b from line 7a)...........c.cccccocverrnnnn.e. 7c 4700661 5745982
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 430188
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 0
(3) Others (including rolloOVers)............c.ucovuiiiiiiiiaiiiiaeiiiieeeeees 8a(3) 0
Other iNCOME (I0SS).........ccocveiiviriieieiiectiieieeeteeeeeeeeeeee e 8b 641473
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 1071661
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 12063
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 14277
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 8¢ 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 26340
i Netincome (loss) (subtract line 8h from line 8c).. 8i 1045321
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:
1A 1C 1D 3D
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)




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2017

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

Department of Labor

This Form is Open 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
» 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

NORTH SHORE GASTROENTEROLOGY, INC. CASH BALANCE PLAN plan number (PN) 3 003

D Employer Identification Number (EIN)
34-1350987

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF
NORTH SHORE GASTROENTEROLOGY, INC.

E Typeof plan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: | | 100 or fewer [x| 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 4687131
D ACHUATIAI VAIUE ..ottt sttt s ettt bt s et n e s 2b 4687131
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 41 104481 104481
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 63 5146115 5161299
O TOtAL oot ean] 104 5250596 5265780
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 4.42%
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 63200

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 10/08/2018
Signature of actuary Date
DONALD BUNGENSTOCK 17-05702

Type or print name of actuary
NILES LANKFORD GROUP, INC.

Most recent enrollment number
574-936-6200

Firm name
1500 NORTH OAK DRIVE
PLYMOUTH, IN 46563

Telephone number (including area code)

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 118361
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 118361
10 Interest on line 9 using prior year's actual return of __ 4.71 %......ccoccevueverereerennnnn) 5575
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year)..........ccoccveeviveennind) 109441
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 4.92% ..ueeunnnnnn) 5384
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 114825
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 123936
Part lll Funding Percentages
14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 86.65%
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 86.65%
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 91.08%
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
05/22/2018 143396
06/12/2018 143396
07/17/2018 143396

Totals » | 18(b) 430188 | 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¢ 398780
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it Yes D 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 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 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 64

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...... Yes D 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 VIl | 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 63200
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment... 702585 115373
b Waiver amortization inStallMENt ................cc.ccrerriueiiieieieieiieeeeeeseeee e 0 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 178573
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 178573
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 398780
[0 T TSSOSO TSP U PP TP TPO PR TR UPPPPRPPORPPPON
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 220207
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




Form 5500-SF Short Form Annual Return/Report of Small Employee O s, e o
Department of the Treasury Beneﬂt Plan
Intemel Revene Senice 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 Intemal j .
Employee Benefits Security Administration Revenue Code (the Cods). This Ft_mn is Open to
Pension Benefit Guaranty Corporation Public Inspection
™ » _Complete all entries in accordance with the instructions to the Form 5500-SF,

| Partl | Annual Report Identification Information

Far calendar plan yvear 2017 or fiscal plan year beginning 01/01/2017 and ending

12/31/2017

EI a single-employer plan
A This retumn/report is for: ‘
[] a one-participant plan [] aforeign plan

B This retumireport is D the first return/report D the final return/report

|:| a multiple-employer plan (not multiemployer) {Filers checking this box must attach a
list of participating employer information in accordance with the form instructions )

|:| an amended return/report D a short plan year returm/report (less than 12 months)

C Check box if filing under: k| Form 5558 [ ] automatic extension [ ] DFVC program

D special extension (enter description)

i _Partll_| Basic Plan Information—enter all requested information

1a Name of plan 1b Threedigit
NORTH SHORE GASTROENTEROLOGY, INC. plan number
CASH BALANCE PLAN (PN) ¥ 003
1c Effective date of plan
04/01/2004

2a Plan sponsor's name (employer, if for a single-emplayer plan)
Mailing address (in¢lude room, apt., suite no. and street, or P.O. Box)

2b Employer Identification Number
(EIN)34-1350987

City or town, state or province, country, and ZIP or forsign postal cade (if foreign, see instructions)
NORTH SHORE GASTROENTEROLOGY, INC.

2c Sponsor's telephone number
(440) 250-7611

850 CCLUMBIA ROAD

SUITE 200
WESTLAKE OH 44145-7215

2d Business code (see instructions)

621111

3a Plan administrator's name and address @ Same as Plan Sponsor.

3b Administrator's EIN

3¢ Administrator's telephons number

4 Iithe name and/or EIN of the plan sponsor or the plan name has changed since the last returnireport filed for
this plan, enter the plan sponsor's name, EIN, the ptan name and the plan number from the last retum/repart.

a Sponsor's name
€ Plan Name

5a Tatal number of participants at the beginning of the plan vear..

b Total number of participants at the end of the plan year ...,

€ Number of participants with account balances as of the end of the plan year (only defined contribution plans
COMPIEER THIS HBIMY ... et et ettt e e meb e e st ettt oot ee e e e e 1ot e eeeeeee e e ee s e

€i(1) Total number of active participants at the beginning of the plan year

d(2) Total number of active participants at the end of the PIAN VAT ...........ov..vee.eeeeee oo eoseerrs oo oo

@ Number of participants who terminated employment during the plan year with accrued benefits that were less
B D WSO ..ottt e e e eeereeeeseee et eeee et et eeeseeses oo

4b EIN
4d PN
Ba 105
5b 115
5c
5d(1} 63
5d(2) 67
be

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 applicabie, & Schedule
SB or Schedule MB completed and signed Wﬁuaw, as well as the electronic version of this return/report, and to the best of my knowledge and

belief, jt is frue. correct. and complete.
T ———e
SIGN w i Mocsab TTabhas
HE | Signature of plan administrator Date ib'% \\% Enter name of individual signing as plan administrator
- N
SIGN
HERE B 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 5600-SF (2017)
v.170203




Form 5500-SF 2017 Page 2

Were all of the plan’s assets during the plan year invested in eligible as5ets? (See INSUUGHONS.) ..o eoseveeee s eee v eescereree e eeeens

Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (JQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and ConIONS.Y........oceeeriverie e oot et eeeeeee e eeeeeeensseetesesesemsans

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-8F 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)7 ...... @ 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,

4108698 (See instructions.)

| Part lll | Financial Information

7  Plan Assets and Liabilities {a) Beginning of Year {b) End of Year
A Total PIAN 88SEES ...veeee et 7a 4,700,661 5,745,982
b Total plan liabilities 7b 0 0
C Net plan assets (subtract line 7b from line 7a) 7c 4,700,661 5,745,982
8  Income, Expenses, and Transfers for this Plan Year {a) Amount (b} Total
a Confributions received or recsivable from;
{1} EMPIOYETS ..ottt ver e ga(1) 430,188 _
(2) PartiCiPBNES. ..ot 8a(2) 0
(3) Cthers (including rolloVers). .........ccocovereeerreace e rarsvsran 8a(3) 0
D Other inGome (I085) ........vveeeeeeeeeeeeeee oot 8b 641,473
¢ _Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........ccccv.e.....|  Be 1,071,661
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits).........ooovvoiiieeeeieeeecee e Bl 12,063
€ Certain deemed and/or corrective distributions (see instructions) ... ge 0
T Administrative service providers (salaries, fees, commissions)....... 8f 14,277
_ O Oher eXpenses e 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 88) ......ooc.vvveeeveeereen, 8h 26,340
I Net income {loss} (subtract line 8h from ne 8¢} .....oveovovevvereeresernn, 8i 1,045,321
J Transfers to {from) the plan {see iNSIUCHONS).. . vvv.voveveeeoeee, 8

| Part IV |Plan Characteristics

9a (Ifthe plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Godes in the instructions:
1A 1C 1D 3D
b [ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
i PartV l Compliance Questions
10  During the plan year: Yos | No Amount
& Was there a faflure to fransmit to the plan any participart contributions within the time period
described in 29 CFR 2510.3-1027 (See instructions and DOL’s Voluntary Fiduciary Correction
PIOGIAIM) oottt et et ranat sttt e ee et e e s seeeea st ee s eeseeeeaes et emen s e e e s s s semen e sas 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
TEPOMed ON N8 TOB.) coeeeeeieeeeeeeeeet st eeesanaeeeeeeen 10b X
C Was the plan covered by a fidelity bond? ..........coeeeerrnreenene. 10c | x 500,000
d Did the plan have a loss, whether or riot reimbursed by the plan’s fidelity bond, that was caused
DY AU OF AISHONEELY P ...ttt e ave et eeeeeees oo 10d X
€@ Were any fees or commissions paid to any brokers, agents, or cther persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under
the PlaNT (SEE INSITUCHONS .. veu et e e e 10e
Has the plan failed to provide any benefit when due under the plan? _........oeeeoeeeoeeeeeeeeo. 10f
9 Did the plan have any participant loans? (If “Yes,” enter amount as of yearend.} .........ccc.ccoeocoovn. 10g
h ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR
2B20.00T=8.) triee e ettt eee e e e e eeeeeee oo ee oottt eee e eeeeeen e e e e 10h ¥
i If 10h was answered “Yes,” check the box if you either provided the required notice or ane of the
exceptions to providing the notice applied under 28 CFR 2520.101-3 .....ovcveu....... 10i
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[Part Vi | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see Instructions and complete Schedule SB

{FOm 5500) AN N8 118 D IO ottt v na e bbb ant bt beree e eeecnmnaeaneesesememnnansent et verasaneretean

Yes [] No

11a_Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40...........

g

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

B R A e et o et RE e RS R b i e anna e m et s ne st ee e emeeeemtesreeesrananassneesanmnen ]

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

[ Yes | No

a [f a waiver of the minimum fundlng standard for a prior year is belng amortized in this plan year, see Instructions, and enter the date of the letter ruling

graniing the waiver. ............ e .. Month Day Year
If you completed line 12a, complete Iines 3.9, and 10 of Schedule MB (Fonn 5500), and skup fo Ilne 13.
b Enter the minimum required GONtribUtion TOr IS P YEAL .......ec..veeeeeeeeeeeeeeeeeeeessee s ees oo 12b
C Enter the amount contributed by the employer to the plan for this plan YEar .........ooeevveeoovoeeeeerereeece e, 12c
d Subtract the amount in line 12¢ from the amouni in line 12b. Enter the resuli (enter a minus sign to the left of a 12d
B A Y BT OIITE) L oiritii i et ettt bt e e e renene seseens e mrmeeseeenen emeeerarateentessoseeee

e Wil the minimum funding amount reported on line 12d be met by the funding deadling?..........oooooeveeeeeeen...

[{ ves [[No [] A

|P§rt Vi | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted INany PIANYEArT? ... e

DYes @No

If *fes,” enter the amount of any plan assets that reverted to the employer this year .......o.oooveeeeoeoeeeeeen

............. 13a

b Were all the plan assets distributed o participants or beneficiaries, transferred to another plan, or brought under the
CONMTO] Of 118 PG ittt ee e eeeeee e e enenes s e eneteeeeeeen sennen

D Yes No

C If, during this plan year, any assets or liabilities were transferred from this plan fo another plan(s), identify the plan{s) to

which assets or liahilities were transferred. (See instructions.)

13¢{1) Name of plan{s):

13¢(2) EIN(s)

13¢(3) PN(s)




SCHEDULE SB Single-Employer Defined Benefit Plan PR BT
(Form 5500) Actuarial Information 2017

Department of the Treasury
Internal R Senvi . . ) ) )
e DoVoue Senvice This schedule is required to be filed under section 104 of the Employee

Department of Labor i i i p . 5
Employee Benefits Security Administration Refirement lncome”?tzcr:x:lt %@5;?]5;%,: d(eEgglz/g:drg-SeChOn 6059 of the This Fonin 1S Or;_en to Public
Pension Benefit Guaranty Corporation fispackon
P 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

> 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
NORTH SHORE GASTROENTEROLOGY, INC. CASH BALANCE PLAN plan number (PN) 4 003
C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
NORTH SHORE GASTROENTEROLOGY, INC. 34-1350987
E Type of plan: @ Single D Multiple-A D Multiple-B F Prior year plan size: D 100 or fewer gl 101-500 D More than 500
{ Part | ; Basic Information
1 Enter the valuation date: Month 1 Day 1 Year 2017
2 Assets:
- QY1 T ([T S| 2a 4,687,131
B ACHUAIEI VAIUE ... e e ] 2b 4,687,131
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 ..............c.ccocooveeenen. 0 0 0
b For terminated vested Paricipants ..................ooovvooreoieeoeeoeee oo 471 104,481 104,481
C For active participants ...........cccoririiii e 63 5,146,115 5,161,299
s ] O, 104 5,250,596 5,265,780
4 ifthe plan is in at-risk status, check the box and complete lines (@) and (b) ..o D
a Funding target disregarding prescribed at-risk @SSUMPHONS ..........oovovivivirieeeie e 4a
b Funding target reflecting at-risk assumptions, but disregarding transition rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............ccooveeovieevereneen.
B EMECHVE INTEIESE TAIR. .......o.. oo oo e eeee e e e e e e s ee s ee s 5 4.42 %
B TAIGEE NOMMAI COSE .ovveviivrrririeiieseeeeiee e s 6 63,200

Statement by Enrolled Actuary

To the best of my knowledge, the information supplied in this schedule and accompanying scheduiles, 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.

e | N 00 A2 e okl S 2o/g

Signature of actuary Date
Donald Bungenstock 17-05702
Type or print name of actuary Most recent enroliment number
NILES LANKFORD GROUP, INC. (574)936-6200
Firm name Telephone number (including area code)
1500 NORTH OAK DRIVE
PLYMOUTH IN 46563
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 D
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-[ |

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

L2101 OO 0 118,361
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

VBAL) eeeeeiietitet ettt e ettt ee e e ee e e e en st et s eeeeeeeen et eee e ee e et ee et e e e s er e e e e e e e 0
9 Amount remaining (iN€ 7 MINUS NG 8)...vvvvvrveive oo 0 118,361
10 Interest on line 9 using prior year's actual return of __ 4. 71 % oo 0 5575
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prioryear).............................. 109441

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 _4 - 92 %.............
B(2) Interest on line 38b from prior year Schedule SB, using prior year's actual =X
PRI s mm st smess e ot 0 TS B SRS RS 0

C Total available at beginning of current plan year to add to prefunding balance............... 114825

d Portion of (c) to be added to prefunding balaNCe. .......oveevveeoeeeeeeeeeeeeoe, 0
12 Other reductions in balances due to elections or deemed elections..............oc.oeeen.... 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d = fine 12).....cc.coeve..... 123936

L Part {ll Funding Percentages

14 Funding target attaiNMENt PETCENTAGE ... vvecerreereeesreeseeseeeeseeeeseeeesees s seeeeeeeesesseeeeeeee e eeesee oo e oeseeeeeesseeeees oo s s eeee e eee s eeeeeeee oo 14 86.65%
15 Adjusted funding target attainmENt PEICENTAGE. ... .....o.. .. ooooo oot eeee e et ee e e s ee e eeeee e eee e e ee e e eeees s 15 86.65%
16 Prior yeal‘s_ funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

YEAI'S FUNAING MEOUINEMENT ...ttt ettt es e s s es e eeea et ee e e e eeeeee oo ee e e ered 91.08%
17 Ifthe current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. .. 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
05/22/2018 143,396
06/12/2018 143,396
07/17/2018 143,396

Totals > | 18(b) 430,188 | 18() | a

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...........cccccooeeveveevennn. 19a 0

b Contributions made to avoid restrictions adjusted to valuation date ................o.coccooooooooveoo oo 19b 0

¢ Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 398,780
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?. . ...ttt s s s ee e as e e esa s sa e e s e saeseeeresaeseennene s E{I Yes D No

b Ifline 20a is “Yes,” were required quarterly instaliments for the current year made in a timely Manner? ...............cocooovviveeveeeer e, D Yes @ 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) st (2) 2nd

(3) 3rd

(4) 4th




Schedule SB (Form 5500) 2017 Page 3
Part V. |Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:

1st segment:
4.16 %

a Segment rates: 2nd segment:

5.72 %

3rd segment:
6.48 %

[ \/A, full yield curve used

b Applicable month (enter code)

21b

22 Weighted average retirement age

22

....................................................................................................................... 64
23 Mortality table(s) (see instructions) @ Prescribed - combined D Prescribed - separate D Substitute
Part VI |Miscellaneous ltems
24 Hasa change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
A B I BT oorstartiissiatinsansnmanesmssssmenssssassonsssssmanssss s sompine s anansnen o ms Saane b s e smms e s S 5 S S RS S S SRR D Yes Ig No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...........cccoovovvveeenn... @ Yes D 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
BUACHITEEE cocvuuvnmovessmsssns sy srmemsss s sy B T SV L R S 0 e omsama e et g st st s e
Part Vil | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions fOr @l PrIOT YEATS ...........v. v reeree e e eeeesee oo ee oo 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
QNG DA . vvms smssisnssiissssosss T 5752 s bmeennme s pa g s e A S R e 5 5 S A R e e S v s e e
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30
Part VIIl | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
a Target normal cost (IN€ B) ... 31a 63,200
b Excess assets, if applicable, but not greater than line 31a 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment...........c.coooiiiii 702,585 115,373
b Waiver amortization installment ... .............o....coooiuireeeeeeeeeeeeeeeeeee e eee G 0
33 if a waiver 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 ..........c.occooiiiiniiii
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 178,573
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEOUITEMENT. ... 0 0 0
36 Additional cash requirement (N 34 MINUS NG 35)..............ooiveieieeeeeeeeeeeeeeeeeeeseeeeeeeeseeseeeteereseeere e e eeeeeneeen) 36 178,573
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
B C s r i s ssnssnsmnasmanmsssonsmsns shan s axms SRS RS SR A S A R A R A S R S SRR £ AR AR SR At 398,780
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, 0f N 37 OVET lINE B6) ......ov oottt ee ettt et 38a 220,207
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 BT 39 0
40  Unpaid minimum required CONtriDULIONS fOr @Il YEAS «........v.eveieeeereeeeereeeeeeee e seeseseeeeeseseese s eseese s eeeseeseeeeeeeeeeee) 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 elected

.......... []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




North Shore Gastroenterology, Inc

Cash Balance Plan

Employer ID# 34-1350987: Plan No. 003
Quarterly Installment Payment: $40,179.00

Schedule SB, line 19 - Discounted Employer Contributions

Plan Year: 1/1/2017 to 12/31/2017

Valuation Date: 1/1/2017

Date Amount Year Rate Period Adj Ctb
05-22-2018 40,179.00 2017 9.42% 05-22-2018 to 04-15-2017
4.42% 04-15-2017 to 01-01-2017 35,934.02
40,179.00 2017 9.42% 05-22-2018 to 07-15-2017
4.42% 07-15-2017 to 01-01-2017 36,356.67
40,179.00 2017 9.42% 05-22-2018 to 10-15-2017
4.42% 10-15-2017 to 01-01-2017 36,784.29
22,858.96 2017 9.42% 05-22-2018 to 01-15-2018
4.42% 01-15-2018 to 01-01-2017 21,173.76
06-12-2018 17,320.04 2017 9.42% 06-12-2018 to 01-15-2018
4.42% 01-15-2018 to 01-01-2017 15,961.85
126,075.92 2017 4.42% 06-12-2018 to 01-01-2017 118,431.30
07-17-2018 143,395.96 2017 4.42% 07-17-2018 to 01-01-2017 134,138.51
Totals: 430,187.88 398,780.40
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 contribution from prior years 0.00
b Contributions made to avoid benefit restrictions adjusted to valuation date 0.00
c Contributions allocated toward minimum required contribution for current year, adjusted to valuation date 398,780.40



NORTH SHORE GASTROENTEROLOGY, INC. CASH BALANCE PLAN
EMPLOYER ID #: 34-1350987: PLAN #: 003
PLAN YEAR ENDING: 12/31/2017

SCHEDULE SB, LINE 22 -DESCRIPTION OF WEIGHTED AVERAGE RETIREMENT AGE

The method for determining the Weighted Average Retirement Age is as follows:

A weighting factor is determined for each active participant by multiplying their assumed Retirement Age
by the Present Value of their Accrued Benefit (PVAB). The sum of these factors is then divided by the
sum of the PVAB’s to determine the Weighted Average Retirement Age.



Attachment to 2017 Schedule SB, Part V - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc

Cash Balance Plan

Summary of Actuarial Assumptions and Method
Plan Year: 1/1/2017 to 12/31/2017

Valuation Date: 1/1/2017

For Funding
Min Max
Interest Rates Seg1: 4.16% 1.57%
Seg2: 5.72%  3.77%
Seg3: 648%  4.73%

Applicable Date 01/2017 01/2017

Pre-Retirement

Turnover None
Mortality None
Assumed Ret Age Normal retirement age 62

Post-Retirement

Mortality Male-modified RP2000 combined healthy

male projected 32 & 24 years
Female-modified RP2000 combined
healthy female projected 32 & 24 years

Assumed Benefit Form For Funding
Percent Assumed Married 0% assumed married

Spouse assumed to be the same age as
participant

Assumed Spouse's Age

Participant is assumed to be married to
current spouse at retirement if spouse's
date of birth is known

Calculated Effective Interest Rate

Cash Balance Projected Interest Crediting Rate

Actuarial Cost Method

For Actuarial Equivalence

Seg 1: 1.57%

Seg 2: 3.45%

Seg 3: 4.39%
10/2016

None

None

2017 Applicable Mortality Table from
Notice 2016-50

Lump Sum

4.42%
5.00% annual rate

The Unit Credit funding method was used as prescribed
by the Pension Protection Act. This method sets the
funding target equal to the present value of accrued
benefits, and sets the normal cost equal to the present
value of the benefit accrued in the current year.

An actuarial value of assets is used for funding purposes. This year the actuarial value of assets is 100.0% of

the market value of assets.



Attachment to 2017 Schedule SB, Part V - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan
Summary of Plan Provisions

Plan Year: 1/1/2017 to 12/31/2017
Valuation Date: 1/1/2017

Plan Effective Date April 1, 2004

Plan Year From January 1, 2017 to December 31, 2017

Eligibility All employees not excluded by class are eligible to enter on the
date coincident with or following the completion of the following
requirements:

1 hour of service

Normal Retirement Age All participants are eligible to retire with their full retirement
benefit on attainment of age 62

Cash Balance Contribution Credit The plan provides cash balance contribution credits to
participants based on their group classification.

0% of average compensation

The maximum monthly benefit is the lesser of $17,916.66 and 100%
of the highest 3-year average salary, subject to service requirements.

Salary based contribution credits are applied to current

compensation.
Normal Form of Benefit A benefit payable for the life of the participant
Accrued Benefit The normal retirement benefit described above calculated based

on salary and/or service on the calculation date, and payable on
the normal retirement date.

Credited years are 12-month periods from date of entry to the
anniversaries of date of entry excluding the following:

Years with less than 1 hour of service
Termination Benefit Upon termination for any reason other than death or retirement
a participant shall be entitled to a portion of the actuarial
equivalent of his accrued benefit in accordance with the
following vesting schedule:

Immediate 100% vesting

Credited years are plan years from date of hire excluding the
following:

Years before the effective date
Years with less than 1,000 hours

Top-Heavy Minimum Benefit Top-heavy minimum benefits are provided under another plan
of the employer



Attachment to 2017 Schedule SB, Part V - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan

Summary of Plan Provisions
Plan Year: 1/1/2017 to 12/31/2017
Valuation Date: 1/1/2017

Top-Heavy Status A plan is top-heavy if over 60% of the value of all accrued
benefits in all of the employer's plans are for the benefit of key
employees. A key employee is generally an officer or owner of
the company. This plan is currently top-heavy.

Death Benefit Actuarial Equivalent of the accrued benefit earned to date of
death

Cash Balance The annual Interest Crediting Rate for this plan year is 5.00%



NORTH SHORE GASTROENTEROLOGY, INC. CASH BALANCE PLAN
EMPLOYER ID #: 34-1350987: PLAN #: 003
PLAN YEAR ENDING: 12/31/2017

SCHEDULE SB, LINE 25 - CHANGE IN METHOD

As permitted by Revenue Procedure 2017-56, and agreed to by the plan sponsor, the valuation date has
been changed to the first day of the plan year. The plan satisfies the requirements for automatic approval
as provided in section 3.02 of this revenue procedure.



Sve/
Age

<25
Avg Mo Comp

25-29
Avg Mo Comp

30-34
Avg Mo Comp

35-39
Avg Mo Comp

40-44
Avg Mo Comp

45-49
Avg Mo Comp

50-54
Avg Mo Comp

55-59
Avg Mo Comp

60-64
Avg Mo Comp

65-69
Avg Mo Comp

70+
Avg Mo Comp

Total
Avg Mo Comp

Attachment to 2017 Schedule SB, line 26 - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan
Schedule of Active Participant Data

Plan Year: 1/1/2017 to 12/31/2017
Valuation Date: 1/1/2017

<1 1-4 59 10-14 15-19 20-24 25-29 30-34 35-39

0 25 15 17 2 3 1 0
n/a 1586 n/a n/a n/a n/a n/a n/a

* Employees who have not met the minimum eligibility requirements are excluded

Average Age: 51.5 Average Service: 7

40+

Total

12
n/a

15
n/a

63
7373



Attachment to 2017 Schedule SB, line 32 - Schedule of Amortization Bases - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan

Shortfall Amortization
Plan Year: 1/1/2017 to 12/31/2017
Valuation Date: 1/1/2017

If the plan has a funded status below 100%, the plan may require additional payments in the form of shortfall
amortization payments. A plan's amortization payments are calculated to pay down the plan's underfunding over
a seven year period (unless a plan sponsor has elected to use allowable relief, in which case the payment period
will be longer).

Number of Value of
Amortization Future Future
Valuation Date Method Installments Installment Installments
01/01/2017 7-year 7 $115.373 $702.585

Total $115,373 $702,585



