Form 5500-SF Short Form Annual Return/Report of Small Employee oM oS - 008

Department of the Treasury B en eflt Pl an
Interal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2018
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 2018 or fiscal plan year beginning  01/01/2018 and ending  12/31/2018
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.)
D a one-participant plan D a foreign plan
B This return/report is ) i
P D the first return/report D 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: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
ANESTHESIA ASSOC OF CINCINNATI INC 401K PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
12/31/1962
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 31-0645252

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

ANESTHESIA ASSOC OF CINTI INC 2C Sponsor's telephone number

513-585-2422

2d Business code (see instructions)
DEPT OF ANESTHESIOLOGY 621111

2139 AUBURN AVE
CINCINNATI, OH 45219-2906

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 YEAT .............cc.civeveriieeeeeeee et 5a 11
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 6
C Number of pa(ticipants with account balances as of the end of the plan year (only defined contribution plans 5c 6

(ool 0411 1= (= (g TR (=Y 0 ) OSSP PPRTPTPRN
d(1) Total number of active participants at the beginning of the plan year 5d(1) 0
d(2) Total number of active participants at the end of the Plan YEar ..............co.vuiveeiieiiicreeee e 5d(2) 0
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

LT L0 0L = 1 (= PP

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. 04/04/2019 THOMAS J. LEKAN, M.D.
HERE . . S L -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2018)

v.171027
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6a
b

Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.) ...........cccccviiiiiiiiini e, Yes I:[ 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 conditions.).............cccocoiiviiiiiiii, 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)7? ...... D 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 . (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS ....vevveriiceieie ettt 7a 247811 243623
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ..................c..c........ 7c 247811 243623
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS .. 8a(1)
(2) PArtiCIPANTS.....coviiiiiiiiiiiiieeeee e 8a(2)
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3)
Other INCOME (I0SS) .....c..oveurerieuieieeteiieeieieeee ettt 8b -1533
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c -1533
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 2655
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 2655
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -4188
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8]

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:
2E 2F 2G 2J 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 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
g oo =13 o) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
TEPOTEO ON lINE LOB.) c...vvoeieeeeeeeeee e eee et ee st n et ee et s st en et enes e en et eneneeen e 10b X
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 AU OF ISNONESIY? ...........veeeeeeeceeeeeeeeeeeeeeeee et enr e 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.) .. ....uuii ittt 10e X
f Has the plan failed to provide any benefit when due under the plan? .........ccccccooernineninineennnn, 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............c............ 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.100-3.) .ottt ettt ettt ene e 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 ........ccoiiuiiiieeeriiiiiieieee s 10i
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[Part \ I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes No
(Rl TS0 0) I Vo g T K N o T (o I TP PP PPPPPPON

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la I

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ....ooooooooeeee s oo eeeeevoseseesssse e eees s [ ves ] No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver 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
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen 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.ccceveviiiueueereieeeeeeeeeeeeeeeeeeeeeee e 12b

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

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LETe =T (g (o0 T T PP PPPTPPPPN

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted iN @any PIAN YEAr? ...........cccoeeveueeveeeeeeeeeee et Yes [[ No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
(o2 10T I o) 1 =Y = 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)
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Form 5500-SF

Daparment of he Treasury
internel Revenue Service
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ShoEt Form Annual Return/Report of Smaull Employee

OMB Nos. 1210.0113
1215-0089

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

2018

Income Security Act of 1974 (ERISA), and sections 8057(b} and 6058(a) of the Internaj

Revenue Gode (the Code). This Form is Gpen to

Pansion Bonafit Guaranty Corgoralicn

¥ Complote all eidriag In aceordance with the Instructions {0 the Form 5500-5F.

Pubiic Inspection

[ Part] .| Annual Report identification Information

Eor calendar planyear 2018 or fiseal plan year beginning 03781 /2018 and anding

{573172018

@ & single-employer plan
A This retumireport is for:

E] a pne-participant plan D a foreign plan

B This returnireport is

['] the first returniraport [ ] the final returnirepost

[] an amended return/report

C Check box if fling under: f] Form 5558

[:] special extension (enier description)

D automalic exiension

[l a short plan year return/report (less than 12 months}

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

:} DFVC program

[ Part II''| Basic Plan Information—enter all réquested information

1a& Name of plan 1b Three-digit
ANESTHESIA ASSOC OF CINCINNATI INC :’;5;3‘3 ”‘;”’ber 001
- . 3 -
401K PROFIT SHARING PLAN 1¢ Efiective date of plan
1273171962
2a Plan sponsor's name {employer, if for a single-employer plam) 2b Employer Idantification Nurnber
Maiting address {Include room, apt., suite no. and street, or P.O. Box) (EiN)31-0645282
City or town, state or province, cotmi? and ZIP or foreign postal code (if fereign, see instructions) ; )
ANESTHESLA ASsSOC OF CINT 2¢ Sponsor's telephene number
{513)585-2422
20 Business code (see instructions)
DEPT OF ANESTHESICLOGY
2139 AUBURN AVE
CINCINNATI OH 45219-2906 621111
3a Pian administrator's name and address El Same as Pian Sponsor. 3b Administrator's EIN
3¢ Administrator's telephone number
4 Ifthe name and/or EiN of the plan spensar o7 the plan hame has changed since the last return/report filed for 4bh BN
this plan, enter the plan sponsor's name, EIN, the plan name and the plan number from the last retusn/report.
& Sponsors name 4d oN
C Plan Name
§a Total number of participants at the beginming 6f the PIAN YEaT ... oo mrmcars oo crorscesreciorcrntosrmzsss e 5a 11
b Total number of participants at the end of the plan year .. R 5b &
C Number of pamc;pants with account batances as of the end of tha piaﬂ year (anly deﬁned coniribuilon p ans 5¢
COMPIBIR TS HEMI} .o orrrvororomvnss s banirsw s vt ssns s yed s simrisd sar e s €070 £ 4 bs 228 b o3 memsE s 00w e k4 RS2 aF A1 E23 1 vn w087 0
d{1) Total number of aclive parilmpants at the beginning of the pltan year................ et 5d(1)
(2} Totat number of active participants at the end of the plan year . -t 5d(2)
e Number of participants who terminated erﬂpioymeni during the plan year w;th acerued beneﬁts that were Iess 5a
than 100% vesled ............ G
_Gaution: A génalty for the iate or incompfate ﬁllng of this return!repart wli! o assessed un[ess reasonabie causs s pstablished,
“Under penalties of perjury and other penalties set forth i it e Instruciions, 1-geciare ihat | have axarnined this return/report, including, if applicable, a Schedule
8B or Schedu!e MB compieted and sngned by an enroiled actuary, as well as the electrontc versien of this return/repori, and {o the best of my knowledge and
g//%’j/;}(”y Thomas J. Lekan, M.D.
5 SEgnature éf plan adt{iq{{tf/ for Date Enter name of individual signing as plan adminisirator
i S i Slgnature of empioyerlplan 5p0RSor Date Enter name of individual signing as emplover or plan sponsor
For Fapemrcrk Reduction Act Notice, see the Instructions for Form 6500-8F. Form B600-8F {2018}

v. 171027




Form 5500-SF (2018) _ Page 2

Sa

were all of the plan's assets during the plan year invesied in eligible assels? (See instructions.j ...

under 28 CFR 2520.104-467 (See instructions on walver eligibifity and conditions ...

If you answered “No™ to either line 6a or line &b, the plan cannot use Form SSGD-SF and must instead usg Form 5500

b Are you claiming a walver of the annual examination and repori of an independent qualified public accoumant (iQPA)

¢ if the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ... D Yes B No D Not determined

if "Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year,

- {See instructions.)

I Partiil | Financial Information

7  Plan Assets and Liabllijes {a) Beginning of Year {b} End of Year
A Tobal PN BSEELS .t oo ] T8 247,811 243,623
b ol plan liabilities ., eeremeroesseeesnrnsenmeesomeransessnnsosimeecrececnnecd  TH
C Net p?an assets {sublracl fine 7b from line ”r'a) 7c 247,811 243,622
8  Incomie, Expenses, and Transfers for 1his Plan Year e {a) Amount ih} Total
a Conlributions received or recelvabe from: :
{1} Employers .. i e g d B8E)
{2} Parlicipanis... DRV UUpIVCRUUUPD RO, S -1 1)
{3} Others (mn{udmg rolt cwars) it s 82(3)
b Other income 1088, 8h -1,533 R
¢ Tolal income (add iines 8af1), Bal?), 8af3), and 8b)... it BC -1,533
d Benefits paid {mcludmg diredt rallovers and iﬂsurance premiums '
1o provide bengfits)... S U USSR B | 2,655
¢ Ceridgin deemed and/or corrective distributions (see anst{ucsmns) 8a
f Administrative service providers {salaries, fees, commissions] ... af
{1 Other expenses .. e &g .
h Total experses {acw lines 8d, Be, Bf, and ﬂg} SR I 2,655
i Netincome {loss) (subtract line 8h from line 8.(:} TR UN I : | -4,188
j Transfers to {from) the plan (see INSrUCHONS). oo 8 :
[ Part 1V | Plan Characteristics
9a {if the plan provides pension benefits, enter the applicable pension feature cades from the List of Plan Characieristic Codes in the instructions:
2F 2F 2G 2J 3D
b |if the plan provides weifare bensfits, enter the applicable welfare fealure codes from the List of Plan Characteristic Codes in the instructions:
| partVv { Compliance Questions o
10  During the plan year: Yos | No Amount
a Was there a failure 1o transmit to the plan any participant contributions within the time period
described in 20 CFR 2510.3-1027 (See instructions and DOL's Voluntary Ffdumary Correction
Program) ... e e reced ne S ek o - TP I 117 X
b were there any nonexempt fransactions wrlh any partynm mterest? (Do not include fransactions
egported on line 1083, ... O ereanesertreanreces s en vl 10b X
¢ Was the plan covered by a fidelity hond? ..o iivemininioons f0c | X 500,000
d Did the plan have a loss, whether or not reimbursed by the plan s fi deilty bend, that was caused
by fraud or dishonesiy?.... R I 1 X
€ Were any fees or commissions pald to any brokers agents cor ather persons by an insurance
carrier, insurance service, or other orgamzahon that pmmdes some or all of the benefits under
the plan? {See ingtruclions.}.. . 10¢e
Has the plan failed to prowde any benefit when due under the plan? ..., 10f
g Did the plan have any paricipant loans? (if “Yes,” enter amount as of yehf-end.) ....ccveriecieinneny 10g
b ifthis is an individual account plan was there a blackout peraodT’ {See instructions and 28 CFR
2520,101-3.) .. oo .| 1ok X
i Ifi0hwas answered “Yes." check lhe box |f you e1ther provnded the requxred notnce or one of the
exceptions o providing the notice applied under 28 CFR 2520.101-3.. s ey 101




Ferm 5500-SF (2018) ‘ Page 3-{ |

[Pari VI I Pension Funding Compliance

11  Is this a defined benefit plan subjeci to minimum fundmg requ;rements? (If 'Yes " see instructions and complete Schedule SB D Yes @ No
(Foin 5500) and line 11a bolow . e fe T e e s bt e e Lty EA Y e SR LSS L L1

14a Enter the unpald minitium required contributions for al yeﬂrs from Schedide SB (Foroy 85003 line 40 .................. ! 1ia ; _

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 @ Na
{1 “Yes, cm'npia%e e 12:5 or lines '§2b 12, 1 2d and 128 btz {sw a5 ;)plicahlei

& M a waiver of the minimum fumimg standard for a prior year is helng amortized in this pian year see instructions, and enter the date of the letter ruf mg
granfing the waiver. .- Monih Day Year

If you comalstad line 123 campieta S:nes 3 9, and 'm of Schadute ?138 (Form 5590}, and ski;; io line 43,

1 Enter the minimum required contribution for this PR YL ..\ oo i itisecentiae st ] 2D
€ Enter the amotnt contribuled by the emplover to the plan Tor this plan year . s
d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter 4 minus signto the leﬁ of a 134
negative gmolnt .. .
___e_will the minimum fundmg amount repoited on fine 12d be met by the iundmg deadling? oo U Yes D No U N/A
#’a .'f*VI! ! Plan Terminations and Transfers of Assets 5
13a Has & resolution to temninate the plan beenadopled in any PN YBRIT ..o i faccivion oot ey i ieennescoeneos @ Yes  [] No
if "Yes,” enter the amount of any ;)Ién assets that reverted to the employer this ¥ear ... 13a '
b Were a the plan assets distributed to parﬂctpants ar benef‘ iciaries, transferred to ancther plan of brought under me D Yes @ Mo
confrol of the PRIC? .. e FROII Geiise s

¢ I, during this plan year, any assets or liabilities were transferred from this plan to another plan(s) mfennfythe plan(s} to
wiich agsels or fablities were fransteried, {See instructions.)

13¢(1) Name of plan{s); 13¢(2) EIN(s) 13¢i3} PN(s}




