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: 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
COMMONWEALTH HEMATOLOGY-ONCOLOGY, PSC 401(K) PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2003
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) 61-1277847

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

COMMONWEALTH HEMATOLOGY-ONCOLOGY, PSC 2C Sponsor's telephone number

859-236-2203

2d Business code (see instructions)

520 TECHWOOD DRIVE, SUITE 100 621111
DANVILLE, KY 40422

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 66
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 57
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 57

(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) 44
d(2) Total number of active participants at the end of the Plan YEar ..............co.vuiveeiieiiicreeee e 5d(2) 36
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 1

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. 08/28/2019 MARK ALLEN
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 8521271 7777407
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ................ccccccvvnrnn 7c 8521271 7777407
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS .. 8a(l) 121654
(2) PartiCiPantS..........c.cooueecureeieeiieeetieeieeeiee e eetee e eaeeeraesireennas 8a(2) 221080
(3) Others (including rollOVErS)............ccveueiveieeieiiseeiieaiesiesinans 8a(3) 149292
Other iNCOME (I0SS) ....c.vveeiieiiieeiie e eie ettt seesieeaneeees 8b -330618
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 161408
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENefits)............ccuvevuieviuieciieiciiieeieeeeeeee e 8d 887015
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 18257
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 905272
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -743864
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 2K 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 14
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
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)




08-28-"19 11:02 FROM- commorwsalth cancer 8532360320 T-357 POO04,/0008 F-806

5. 1210-0110
Form 5500-SF Short Form Annual Return/Report of Small Employee O s 0088
Daparment of tha Traazury BEnEflt Plal'l
Intamat Rayenue Service Thig form is required o be filed under sections 104 and 4065 of the Employee Retirement 201 8
Deparment of Lab Ineome Secutity Act of 1974 (ERISA), and sections 6057{b} and §058(a} of the Internal .
Eanpletyess B?a?‘n:ms ng‘ilitywr:‘iniahmim Revenue Code (the Code). Tl;:s;gmr is Opt?n to
- ublic Inspection
Pension Benefil Guaranly Caiparalon ¥ Complete all entries in accordance with the instructions to the Form 5500-5F.

i
w\u

Tﬂ Annual Report Identification Information

Bart

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/31/2018
a single-smployer plan D a multiple-employer plan (not muliemplayer) (Filers checking this box must a?‘lach a
A This returnfreport is for: list of participating employer infermation in aceordance with the form instrucfions.)
|:| a ane-participant plan D a foreign plan

B Thi frepom is
Thizs return/rep |:| the first raturnfraport D the final returnireport

D an amended refurn/report D a short plan year retur/report (less than 12 months)

C Check box if filing under: E Form 5558 D automatic extension D DFVC program
|:| special extansion (enter description)
%1 Basic Plan Information—anter all requested information

1a Name of plan b Three-digit
COMMONWEALTH HEMATOLOGY-ONCOLOGY, EB5C 401 (K) FLAN plan number
(FN) b 001
1c  Effective date of plan
01/01/2003
24 Plan sponsor's name (emglayer, if for a single-emplayer plan) 2b Emplayer Identification Number
Mailing address (include room, apt., suite no, and street, or P.O. Box) (ElNlE‘ 1-1277847

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

Commonwealth Hematology-Oncology, PEsc 2c Sponsor’s telephone number

B59-236-2203

. . Busi o instructi

520 Techwood Drive, Suite 100 2d Business code (see instructions)
Danville EY 40422 621111

34 Plan administrater's name and address E Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4  If the name and/ar EIN of the plan sponsor ar the plan name has changed since the last refurm/repart filed far 4h BN
thiz plan, enter the plan spensor's name, EIN, the plan name and the plan number froim the last retumfreport.

a Spohsor's name 4d PN
¢ Plan Name
5a Total number of participants at the baginning of the PIBR YEAM ... ........ereeeee e eeeee oo ee] O 66

b Total number of participants af the end of The PIEN YEEF . e et s e rn Sb 57

¢ Numbar of Parjlicipants with account balances as of the end of the plan year (only defined contribution plans 5c¢ 7
Lt 1 L= = (T = 3

¢{1) Total number of active participants at the beginning of the PN YERF ..o e 5d{1) 44

d(2) Tolal humber of aclive participants at the end of the plan year ... i msmass e 5d(2) 36

€ Number of paricipants who terminated employment during the plan year with accrued henefits that were less 5e 1
than 100% Vested oo e e

Gaution; A ponalty for the late or incomplate filing of this returnfreport will he assessed unless reasonable cause is egtahlished.
Under penalties of perjury and other penalties set forth in the instructions, | dectare that | have examined this relurn/report, including, if applicable, a Schedule
SB or Scheduls MB cnrnplaled and a|gned by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

.LQ(M_,_\_M ot/ 95/ jlMARK ALLEN
hais o i

: Sinature”of plan adminfstrator ' Date Enter name of individual signing as plan administrator

B I Signature of employaer/plan sponsor Date Enter name of individual signing as emplover or plan sponsar
) FDr Paperwork Reduction Act Notice, see the Instructions for Form 5500-5F. Form 5500-3F1(2-:3{;I:28)
vATI027
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Form 5500-SF (2018) Page 2

63 Woare alt of the plan’s assets during the plan year invested in eligible ageets? (See INStrUCHONS.) ..o

@ Yes |:| No
b Are you claiming a waiver of the annual examination and report of an Independent qualified public accourtant (IQF'A)
under 29 GFR 2520.104-467 (See instructions on waiver eligibility and conditions. )....

. l% Yes D Mo
If you answered “No” to either line Ga ar line &b, the plan cannot use Form SEUO-SF and must Instead use Farm 5500
€ Ifthe planis a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 D Yas D No |:| Not detemined

If "Yes" is checked, enter the My PAA confirmation number from the PRGC premium filing for this plan yeat, . [See instructions. }

7 Plan Assels and Liabilities

(a) Beginning of Year

(b} End of Year

A Tolal PIAN GSSEIS .ovveerernece e resersesensnsersessrsrsrssssesessssensessrses 8,521,271 7,777,407

b Total plan Bl ...

€ Net plan assets (subtract line 7b from line 78} ..o, Te 8,521,271 7,777,407
8 Income. Expenses, and Transfers for this Plan Year K@%W’ {a) Amaunt

a Contributions received or receivable from:

(1) EINBIOVETS ..o rvesssseeeeeeseeneesesesnencessessensarmsesssnnmeereeesessenececceeeee]  82(1) 121,654
(2) BARIDANS .o eeeeeeeeeeeseeveseeeeeeeeemseas Ba(2) 221,080
(3) OHhers (INCIUDING FOllOVErS). ..., eserrressesirereressasmersnssessressses 8a(3) 149,292
B OHher iEome {055). .ottt 8b =330, 618}

B

€ Totzl income (add lines 8a{1), 8a{2), 8a(3), and 8b)....
d Benefits paid {including direct rollovers and insurance premiums

10 ProVide BOMBALS) . .oovoe oot e Bd 887,015
& Certain deemed and/or corractive distributions {see insfructions) ... 8eg
f  Administralive service providers {salares, fees, commisslons)....... Bf
9 OiRer BXPENSES v ess s v issns s ssssnsnsrsss s s s 8y |
h Total expenses (add lines 8d, Be, &1 and B ..o, Bh 205,272
8i —7 4 3 B 64
8]

YBariVE] Plan Characteristics
If the plan provides pension banefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
ZE 2F 2G 23 ZK 2T 3D

b |If the plan provides welfare benefits, enter the applicable welfare feature codes fram the List of Plan Characteristic Codes in the instructions:

During the plan year: Yes | No Amount
@ 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 %
L [ =T OV PP TR 10a
b Woere there any nehexempt transactions with any party-in-interest? (Do nat include transactions v
T@PMEd ON HE OB oo ey e e et eneen e 10b
€ Was the plan goverad by a fidelity BONG? ... e e toc | X 500,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused ¥
by fraud or dishonesty 7 10d
€ Were any fees or commissions paid to any brokers, agents, or other parsons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under ¥ 14
the plan? (See INSIUCHONE. ). ...ttt 108
Has the plan failed to provide any benefit when due under the plan? ......cromrenm e 10F
g Did the ptan have any participant loans? {If "Yes,” enter amount 85 of year-end.) ..o 10g
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR ¥
By L 1 o 0 ST UR UV 10h
i IF10h was answered “Yes,” chack the box if you either provided the required natice or ong of the
axceptions to praviding the notice applied under 20 CFR 2520.101-3 ..o | 106
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Form 5500-5F (2018) Page 3-

\ | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule 58 ]:l Yes D Mo
(Form 55003 and line 11a below) ... o P o PO P PP PP PP -

11a Enter the unpaid minimum required contributions for all years from Schedule 8B (Form 5500) line 40... I 11a |

12 s this = defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes No
ERIBAT oo ticsrereserssesssessessars e tns prasesasomemeseemmassessesesaesbsbebs teEa eRRARREREEERES R RERRERTA S ennnaeeea e e senanseoTid AETIIR YR T e s en s ers e
{If "Yes." complete line 12a ar lines 12b. 12, 12d. and 12e below, as applicable.)

a If a waiver of the minimum funding standard for a prior year is being amartized in this plan year, see instructions, and enter the date of tha lelter ruling

Qranting the WaIVEr (... s e g s e Month Day Year
if you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Farm 5500), and skip to fine 13,

b Enter the minimum required conttbution For thS PIAN YEAT . euwwrsarreceoreareseeieesseiiras s s assarms s sasssnsass 12b

€ Enter the amount confributed by the employer to the plan for this plan year . 125

d Subtract the amount in line 12c from the amaunt in line 12b. Enter the result (enter a minus sign 1o the left Df a 124

NEQAHVE AMOUMY sy s g s

& Will the minimum funding amaunt reported on fine 12d be met by the funding deadling? ... e, [] ves [ Mo [] wA
7

13a Has a resolution to terminate the plan been adopted i any plan YEAI? ... s e e s isss s srsseses o D Yes @ No

IF “Yes," gnter the amount of any plan assets that revertsd to the employer this YEar . wrnaees e e 138

b were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or breught under the D Yes E No
CONIEO] OF t1E PB ST 1ivvivuiuesvansrrnssses vrsnsay sogmss cassossas cacssesscsosatcesecacaba 11 oL EL LB UL T F YT P T e er 111112 L MR BT AT AT S

G If, dwring this plan year, any assets or liabilities were transferred from this ptan to another plan(s), identify the plan(z) to
which assets or liabilities were transferred.

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




