Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 1210-0110

. 1210-0089
Department of the Treasury B en eflt Pl an
Internal 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
THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY CENTER 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2011
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) 58-2570563

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

THE CENTER FOR DIGESTIVE AND LIVER HEALTH, LLC 2C Sponsor's telephone number

912-790-2696

2d Business code (see instructions)

1139 LEXINGTON AVENUE
SAVANNAH, GA 31404 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 YEAT .............cc.civeveriieeeeeeee et 5a 83
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 91
C Number of pa(ticipants with account balances as of the end of the plan year (only defined contribution plans 5c 69

(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) 67
d(2) Total number of active participants at the end of the PIAN YEAT ..............ccc.covererveerereeereeeeeseeeeseeeeereeseeseees ] 5d(2) 71
€ 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. 05/22/2019 LYNNE MARINI
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



Form 5500-SF (2018) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtioNS.) ..........ccvcvevevieeeveeeieveeece e, Yes I:[ 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.).............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 Plan aSSEetS ........cccviiiiiiiiiiiii i 7a 6608566 6777122
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ................ccccccvvnrnn 7c 6608566 6777122
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS .. 8a(l) 163966
(2) PartiCiPantS..........c.cooueecureeieeiieeetieeieeeiee e eetee e eaeeeraesireennas 8a(2) 302576
(3) Others (including rollOVErS)............ccveueiveieeieiiseeiieaiesiesinans 8a(3) 290306
Other iNCOME (I0SS) ....c.vveeiieiiieeiie e eie ettt seesieeaneeees 8b -550351
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 206497
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 37391
€ Certain deemed and/or corrective distributions (see instructions)...| 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 550
g Other expenses 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 37941
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i 168556
j Transfers to (from) the plan (see instructions)..........ccccccvvveveeeiniinnns 8] 0

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:
2A  2E 2F 2G 23 2K 2T 3B 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 3433
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 23798
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
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 ........ccoiiuiiiieeeriiiiiieieee s 10i




Form 5500-SF (2018) Page 3- |1

[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 D 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 @ny PIaN YEAI? ............cccccoeievevivevirieeeieereeee e D 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)




REVIREMENT BENEFIT SOLUTIONS

Authorization for Retirement Benefit Solutions to Electronically Sign and File Form 5500
Please sign and return this Form to Retirement Benefit Solutions

Plan Name: The Center for Digestive and Liver Health 401(k) Plan
Plan Year Ending: 12/31/2018

I hereby authorize Retirement Benefit Solutions to electronically sign and file the Form 5500 forms on

my behalf.
| further understand the following:

e I must sign and date a paper copy of the completed Form 5500;

e Retirement Benefit Solutions must receive the signed paper copy prior to submitting the Form
5500 filing;

* Animage of my signature will be included with the rest of the return/report posted by the
Department of Labor on the internet for public disclosure; and

e This authorization applies only to the filing for the plan name and plan year specified above.

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have
examined this return/report, including all applicable schedules, 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.

Employer/Plan Sponsor Signature: k/c/’“’(" )'}")a"”u\’.\ff Kﬂ\ Date: 5//ZZ/ZO/C/

Printed Name of Employer/Plan Sponsor: L,V’ e /Z' '/(2‘” l/ / / (EZ



OMB Nos. 1210-0110

Form 5500-SF Short Form Annual Return/Report of Small Employee 1210.0089
Benefit Plan

Department of the Trea§ury
Intematievence Samice 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 . i
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to
; : Public Inspection
RensioniBenentiOtaranlyCorpomEion » Complete all entries in accordance with the instructions to the Form 5500-SF.
| Partl [ 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 Thi /report is
Is return/report | D the first return/report D the final return/report
D an amended return/report l:] a short plan year return/report (less than 12 months)
C Check box f fiing under: D Form 5558 D automatic extension [] DFVC program

D special extension (enter description)

| Partll | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY CENTER plan number
401 (K) PLAN (PN) b 001
1c Effective date of plan
01/01/2011
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)58-2570563
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2c Sponsor’s telephone number

CENTER FOR DIGESTIVE ER HE
THE O IG AND LIV. ALTH, LLC 912-790-2696

1139 LEXINGTON AVENUE 2d Business code (see instructions)

SAVANNAH GA 31404 621111

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

3¢ 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 WO AT o s e R T RS e e s 5a 83
b Total number of participants at the end of the PIAN YEAT .................ooueeereveereereeere e eeseeeeeeeeeeeeeeee e ee e sesessss 5b 91
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
completethislitem) .....cummmniimmmmmmrarmmerar s s T T e O e eSS e 69
d(1) Total number of active participants at the beginning of the PlaN YEAT ..............oc.eworevreroreeererereseeesreereesseeeseeeren. 5d(1) 67
d(2) Total number of active participants at the €nd of the PIAN YEAT «...........e.evvreeeeeereeereeeeeeeeeeses e eees s eeesesss s 5d(2) 71
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e
than 1009 VESEEM .:.uisuuuissiiiimiinsiiismsismisississsinseemmenmarervsassorssssssssossntssestasssasarsrassssoseassssassesassessontstesssssmsnrerear

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, corgétt, and complete. P
\ Y, £ )2/ . 5/[) - . M . 3

SIGN K. Vi~ Ad[)ofbynne Marini
HERE A

Signatu‘e of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE : L e

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



Form 5500-SF (2018) Page 2

6a Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStructions.) .............ccveveeevveveeveveieieeceee 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 CONItIONS.)............c.ceriveeoreeeeeseeeeeeeeeeieerese oo er oo @ 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 Ifthe planis a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes |:| 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
@ Total Plan @SSEtS .......c.oveivivreteeeeeceeeeeieeeeeseeeee e 7a 6,608,566 6,777,122
b Total plan liabilities ..................cccccoverevereren.. .| 7b 0 0
C_Net plan assets (subtract line 7b from line 7a) 7c 6,608,566 6,777,122
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS :.cocsisvsssmsissiasissssessisisnsensenssasnonssnossarsscesseoronestoncad 8a(1) 163,966
(2) _ PATICIDANES c.ssmvssurmssismmesomsset osesssisissinsnsensensassasesesessnaseas 8a(2) 302,576
(3) Others (including rollOVErs)...............o.ovvveveeveeeeerereerreerenennn. 8a(3) 290,306
b Otherincome (I0SS) .........c.ocovoeeeeeeeeeeeeeeeee oo, 8b -550,351
C _Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)....................... 8c 206,497
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENEMItS) .......ovvuvveeeeeeeeeeeeeeeeeeeeeeeseeeeeeeseeeeseeseessne 8d 37,391
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)........ 8f 550
g Other EXPENSES .......coucueriiireaeriseees et eeeseseeeseeeennean 8g . 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ............c..cocrverrerrenn.... 8h - 37,941
i Netincome (loss) (subtract line 8h from line 8c).............coccoueve...... 8i 168,556
j Transfers to (from) the plan (see instructions) 8 0

| PartIV | 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:
2A 2E 2F 2G 2J 2K 2T 3B 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

[PartV I 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 x
PEOGIAM simsssersrs svmsvssssnss o 50ms 5o o8 TR ST YSS (S0 ST 0EEE3 44 s s mns vassansmsssstonsssassnas carssapasssssonssons sonessanans 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions x
TEPOMEA ON N TO.) ...cceiiiiiiiiiieie ettt ettt et et te et e eeee e et eee e e e et et e e eeseeeans 10b
C  Was the plan covered by a fidelity BONd? .............cocovririniriciiee e 10¢c | X 500,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
Dy fraud oF dISNONESHY?.........c.veeiiiiecieiiiccc ettt 10d
€ 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 3 433
the plan? (See iNStIICHONS ) u..xxe s sesisrsmrmmiimsms i s T 155055 0F 3008 e ananoneamanesnenedon 10e !
f Has the plan failed to provide any benefit when due under the plan? ..............coovwoorvecommevreeeen... 10f X
g Did the plan have any participant loans? (If “Yes," enter amount as of year-end.) .......................... 10g X 23,798
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
T L 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 .......ccccovveveiieereeeeeeeeeeeeeeens 10i




Form 5500-SF (2018) Page 3-

lPart Vi l 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 D No
(Form 5500) @nd lINE 118 DEIOW) ...ttt et ev s v s e v s e e e e ees e e e e e e
11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... l 11a |
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
ERISAT .. ettt a ettt ettt eee e ee e e e et et et et et e e et eeeeeeeere et et eeeseren e et et ereeereneerernn
(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
Granting the WAIVEL. iciiseseuissiissssseuiiisssissis s sssis s ssrenisassensossassstonsareeonseseensssstssessessssssrassessess 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 YA ssusisirsmusssmssssisiasisassiviiiiassssmassnnssnssssonssesnessssannssseonsessasons snasas 12b

C Enter the amount contributed by the employer to the plan for this plan Year .................c.cccceeveveveeeeeeeieeereeeeeeeeeeseens 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
NEGAUVE AMOUN) .. vusvesnrivsoesssssessessusssssisissssysmsmossoss e TR F S SOy e RS 5504 a S mnmennenteansansasanead

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

[Part Vil | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted inany planyear? ..........ccccoceeeeeiceeeieeeee TS e e ntnans D Yes @ No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes E] No
COMTOL Of thE PBGC? ...ttt et ettt ee ettt teeateeeensasnsasesenesesenenenssseseseesesesnsseseesssennnmnessesnns

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.

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




SUMMARY ANNUAL REPORT FOR
THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY CENTER 401(K) PLAN

This is a summary of the annual report for the THE CENTER FOR DIGESTIVE AND LIVER HEALTH AND THE ENDOSCOPY
CENTER 401(K) PLAN (Employer Identification Number 58-2570563, Plan Number 001) for the plan year 01/01/2018 through 12/31/2018. The
annual report has been filed with the Employee Benefits Security Administration, as required under the Employee Retirement Income Security Act of

1974 (ERISA).
Basic Financial Statement

Plan expenses were $37,941. These expenses included $550 in administrative expenses and $37,391 in benefits paid to participants and
beneficiaries, and $0 in other expenses. A total of 91 persons were participants in or beneficiaries of the plan at the end of the plan year, although not
all of these persons had yet earned the right to receive benefits.

The value of plan assets, after subtracting liabilities of the plan, was $6,777,122 as of the end of the plan year, compared to $6,608,566 as
of the beginning of the plan year. During the plan year the plan experienced a change in its net assets of $168,556. This change includes unrealized
appreciation or depreciation in the value of plan assets; that is, the difference between the value of the plan's assets at the end of the year and the
value of the assets at the beginning of the year or the cost of assets acquired during the year. The plan had total income of $206,497, including
employer contributions of $163,966, employee contributions of $302,576, other contributions/other income of $290,306 and earnings from

investments of -$550,351.

Information Regarding Plan Assets

The U.S. Department of Labor’s regulations require that an independent qualified public accountant audit the plan’s financial statements
unless certain conditions are met for the audit requirement to be waived. This plan met the audit waiver conditions for the plan year beginning
01/01/2018 and therefore has not had an audit performed. Instead, the following information is provided to assist you in verifying that the assets
reported on the Form 5500 were actually held by the plan.

At the end of the plan year, the plan had qualifying plan assets at the following institution(s):
Voya Financial $6,673,800.92
The plan receives year-end statements from these regulated financial institutions that confirm the above information.

The remainder of the plan’s assets were held in individual participant accounts with investments directed by participants and beneficiaries
and with account statements from regulated financial institutions furnished to the participant or beneficiary at least annually and loans to participants

and other qualifying assets.

Plan participants and beneficiaries have a right, on request and free of charge, to get copies of the financial institution year-end statements.
If you want to examine or get copies of the financial institution year-end statements, please contact Lynne Marini, who is a representative of the plan
administrator, at 1139 LEXINGTON AVENUE, SAVANNAH, GA 31404 and phone number, 912-790-2696.

If you are unable to obtain or examine copies of the regulated financial institution statements, you may contact the regional office of the
U.S. Department of Labor’s Employee Benefits Security Administration (EBSA) for assistance by calling toll-free 866-444-EBSA (3272). A listing
of EBSA regional offices can be found at http://www.dol.gov/ebsa.

General information regarding the audit waiver conditions applicable to the plan can be found on the U.S. Department of Labor Web site at
http://www.dol.gov/ebsa under the heading "Frequently Asked Questions."

Your Rights to Additional Information

You have the right to receive a copy of the full annual report, or any part thereof, on request. The items listed below are included in that
report:

1. Insurance information, including sales commissions paid by insurance carriers.

To obtain a copy of the full annual report, or any part thereof, write or call the office of Lynne Marini, who is a representative of the plan
administrator, at 1139 LEXINGTON AVENUE, SAVANNAH, GA 31404 and phone number, 912-790-2696. The charge to cover copying costs will
be $1.50 for the full annual report, or $0.25 per page for any part thereof.

You also have the right to receive from the plan administrator, on request and at no charge, a statement of the assets and liabilities of the
plan and accompanying notes, or a statement of income and expenses of the plan and accompanying notes, or both. If you request a copy of the full
annual report from the plan administrator, these two statements and accompanying notes will be included as part of that report. The charge to cover
copying costs given above does not include a charge for the copying of these portions of the report because these portions are furnished without

charge. i

You also have the legally protected right to examine the annual report at the main office of the plan: 1139 LEXINGTON AVENUE,
SAVANNAH, GA 31404, and at the U.S. Department of Labor in Washington, D.C., or to obtain a copy from the U.S. Department of Labor upon



payment of copying costs. Requests to the Department should be addressed to: Public Disclosure Room, Room N-1513, Employee Benefits Security
Administration, U.S. Department of Labor, 200 Constitution Avenue, N.W., Washington, D.C. 20210.



