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
GASTROENTEROLOGY HEALTH PARTNERS, PLLC RETIREMENT SAVINGS PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2013
2a Plan sponsor’s name (employer, if for a single-employer plan) 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 45-4217766

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

GASTROENTEROLOGY HEALTH PARTNERS, PLLC 2C Sponsor's telephone number

812-945-0145

2d Business code (see instructions)
1919 STATE STREET 621111

SUITE 240
NEW ALBANY, IN 47150

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 104
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 108
C Number of pa(ticipants with account balances as of the end of the plan year (only defined contribution plans 5c 108

(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) 85
d(2) Total number of active participants at the end of the PIAN YEAT ..............ccc.covererveerereeereeeeeseeeeseeeeereeseeseees ] 5d(2) 82
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 12

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. 06/11/2019 CINDY MATTINGLY
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
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 Plan aSSEetS ........cccviiiiiiiiiiiii i 7a 9493948 10040888
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ................ccccccvvnrnn 7c 9493948 10040888
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS .. 8a(l) 764145
(2) PartiCiPantS..........c.cooueecureeieeiieeetieeieeeiee e eetee e eaeeeraesireennas 8a(2) 490227
(3) Others (including rollOVErS)............ccveueiveieeieiiseeiieaiesiesinans 8a(3) 23122
Other iNCOME (I0SS) ....c.vveeiieiiieeiie e eie ettt seesieeaneeees 8b -557552
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 719942
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENefits)............ccuvevuieviuieciieiciiieeieeeeeeee e 8d 119462
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 53540
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 173002
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i 546940
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:
2A  2E 2G 2J 2K 2R 2T 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




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 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)




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

. 1210-0089
Department of the Treasury - Benefit Plan
Intermal Revenue Senice 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

Public Inspection

pension B -
ension Benefit Guaranty Corporation » 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 retum/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 retum/report i
sre eportis D the first return/report Dthe final return/report

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

C Check box if filing under: D Form 5558 [] automatic extension D DFVC program
D special extension (enter description)

| -Part Il . | Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
GASTROENTEROLOGY HEALTH PARTNERS, PLLC RETIREMENT SAVINGS PLAN ZLE:\?) nl;mber 001
1c Effective date of plan
01/01/2013
2a Plan sponsor's name (employer, if for a single-employer plan) ' 2b Employer Identification Number
Mailing address (include room, apt., suite no. and street, or P.O. Box) (EIN) 45-4217766

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

Gastroenterology Health Partners, PLLC 2c Sponsors telephone number

(812) 945-0145

2d Business code (see instructions)

1919 State Street 621111
Suite 240 .
New Albany, IN 47150
3a Plan administrator's name and address x| 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 YEar ............cccveeevevrivirenenreesnres e sesresssnssessesesecenend 5a 104
b Total number of participants at the end of the plan Year ........c.....ceeerrevereneres e sttt 5b 108
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 108
(ool 10T (= TR (=1 1) O OO
d(1) Total number of active participants at the beginning of the PIaN YEAF ........c.c...uueeersresssnssesesensessmmssssssasssssnss 5d(1) 85
d(2) Total number of active participants at the end of the PIaN YEAK ..........co..ceirreeecrnsermemmiiseemmmssmsesssnississssssasns 5d(2) 82
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 12

tHAN T00% VESTEA wuveeenneeieueeenneeerseneresrsseesssnssesnnneaasssesasssesnassessssersasasnssattsebass sbssssessnssntssssnssssssssassgnsssvossansronsass

Caution: A penalty for the late or incomplete filing of this return/report will be assessed unless reasonable cause is established.

Under penaities of perjury and other pena ties set forth in the instructions, | declare that | have examined this retum/report, including, if applicable, a Schedule

8B or Schedule MB compl d 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, correcf ardcompiete. .

‘SIGN / ) o/it/ 19 |[cindymatingy

SF - 7 v

"”t:'lERE .. Slg@ﬁ of ;Rag; adm(nistréter/ Date Enter name of individual signing as plan administrator

. élGN o '
HERE Si 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 5500-8F1(7210(;1287)

V.

2010-04-17712:19:37 812-05:00




Form 5500-SF (2018) : Page 2

Were all of the plan’s assets during the plén year invested in eligible assets? (See INStrUCions.) ........cccoiiiiiiiiiin e E Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See instructions on waiver eligibility and cONditions.)........cc.ovuuiiininininnnnsi s EI Yes D No

If you answered “No” to either line 6a or line &b, 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)? ...... 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.)

[-Partill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year - (b) End of Year
a Total plan assets 9493948 ) 10040888
b Total plan liabilities ...
C Net plan assets (subtract line 7b from line 7a) 9493948 10040888
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) To
a Contributions received or receivable from: '
(1) EMPIOYETS ..ovuoeeeececisrecssaasesecscnasssasssas s sssssssssssnassssne s ssssens 8a(1) 764145
(2) PAMCIDANES.covecccccesseeeoneesssssssssssssssssessssssssssssssssssssssssssss 8a(2) 490227
(3) Others (iNCIUAING FONOVETS)....criiccrsraseriaciscisisisssss s ssiseassians 8a(3) 23122
B Other iNCOME (I0SS) .......overveuererecrerereersrrareacseneaserionassenecsesssssnssssenns -557552
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)..
d Benefits paid (including direct rollovers and insurance premiums
10 PrOVIAE DENEMS) covevveensersssessssssmssessssesssssassszssssassssmascnnsees S 8d 119462
e Certain deemed and/or corrective distributions (see instructions)...| 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 53540
_ O Other eXpenses oo iisisnsre et sttt 8g o
h Total expenses (add lines 8d, 8e, 8f, and 89) ........ eeneernrare e 8h 173002
i Netincome (loss) (subtract line 8h from line 8¢) ....ccoveerviianscnnnnenn 8i 546940
j Transfers to (from) the plan (see INStruCtions).......eeeuseevenssevesneeneen. 8j ot

" 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 2G 2J 2K 2R 2T 3D
b |ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
[ Part V- ;B:ompliance 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
Program) ....... tetensemeeserasesersesaseacrscerasssestestetEisrebetstteteaE iSO Ee e SN YRR S e s n et e R SRS eb s RS s 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactlons X
< repOorted ON HNE 108.) ccvevrirseciercrrictiiticcsins et sste s irsse st s ase e ra st ar s sanarasessaarans s et ssssbana st sansinansaas 10b
C  Was the plan covered by a fidelity DONA? ......cc.ovvvureuncrs ettt 10¢c | X 500000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
by fraud OF diIShONESTY?....ceuirieeetiriciaeiseenatiinte et ss et aasas s sr s 10d
e Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (S€e INSHIUCHONS.) ..cecviicteiriciiitiite ittt cb et cearcsnseaese e s saess s enasnas s s assnasnae s 10e
Has the plan failed to provide any benefit when due under the plan? .........c.cweomcnmaesnnns 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) et esss st 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.107-3.) cuurueerrereriierestisuasiesaestesseeaansietassetssstasanss st aasssassassean s ana s g et e e he s Ee Rt EE e AT S e b e s s g e E e ekt aae s 10h

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




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

IPart Vi | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If “Yes," see instructions and complete Schedule SB D Yes l')_Zl No
(FOrm 5500) @Nd JINE 118 DBIOW) «c...oeniiniiiiee ettt ettt et eeuaeeneetteateeeeestssuaesteeenseenttonssistessseesnessnnsnnnsesnnseentienteessessnemnsssns

11a_Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... [ 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 E' No
ERISAT .ottt st et sae s bbb e e e g h eSS b e e ke a e s R e eSS R SRR A e R R A eEan et et e neaE aneae et e e eReRe e enesanaents
(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
9ranting the WaIVer. ..t e s e Morith Day Year

If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form §500), and skip to line 13.

b Enter the minimum required contribution fOr this PIAN YEAF ............c..evvvecverreriseneresensisersssesesemesssssesesorsensersessnsesessees 12b

C Enter the amount contributed by the employer to the plan for this plan year ...........cccccovevvvieiciecvnicieiirirrcnreciecee, 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
NEGAtIVE @IMOUNL) 1o e

€ Will the minimum funding amount reported on line 12d be met by the funding deadiine?............cevweeveeeeeeereereeeereeennes L] yes |} No [] N

l@ﬁf\/l[”’LPlan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAI? ...........ccverveceeimeerinressisisssssanseseesesssssssssssssessesasnses [] Yes IZ] No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes E] No
CONEOl OF 18 PBGICT ....neeueetce s et aeeteeies s teetiseeieesieeaseesiesanneaseasessmeasseasstsassnnnssnsansnsses bussstannsnensesasssesatssnt ionnasansensnssasassssnas

C If, during this plan year, any assets or liabilities were transferred from this plan to another plan(s), identify the plari(s) to
which assets or liabilities were transferred. (See instructions.)

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




