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

» Complete all entries in accordance with the instructions to the Form 5500-SF.

Public Inspection

| 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
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)

(EIN) 34-1350987

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

2c

Sponsor’s telephone number
440-250-7611

850 COLUMBIA ROAD
SUITE 200
WESTLAKE, OH 44145-7215

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 YEAT .............cc.civeveriieeeeeeee et 5a 115
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 102
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c
(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 Plan YEar ..............co.vuiveeiieiiicreeee e 5d(2) 56
€ Number of participants who terminated employment during the plan year with accrued benefits that were less
5e
ENAN 1000 VST ... iittiitie ettt ettt ettt e e e s ekttt e e e e s sttt et e e e e 4 am skttt et e e 24 RE b b ettt e et 4 nn bbb et e e e e e anbn b e e e eeeeaanbnbneeeeaaannee

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. 09/30/2019 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 (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,

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 CONAItiONS.)..........cooiiiiiiiiiiii e

Yes [[ No
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? ...... 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

4171833. (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS ...eeuvveieiieiieiie et 7a 5745982 5812547
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b 0 0
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 5745982 5812547
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ...voiieiiieeiieeeee e 8a(l) 424494
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 0
(3) Others (including rollOVErS).........ccc.uveiiiviiiiiiieiiieeeeeeee 8a(3) 0
Other iNCOME (I0SS) .....vevieeieieieieciieiieeiectese et sie s eveenaeereens 8b -324566
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 99928
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEILS) .......cveuieiieiiieiiieeeeeeeee e 8d 1260
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 32103
g Other expenses 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 33363
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i 66565
j Transfers to (from) the plan (see instructions)...........ccccceeevcvieinnee. 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:
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 2510.3-102? (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
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 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 0

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)




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2018

Department of the Treasury

Internal Revenue Service This schedule is required to be filed under section 104 of the Employee

Department of Labor i i i . . .
Employee Benefits Security Administration Retirement Incomel r?tz(lfrl:gltyRé\szegL;gggd(fang())(ijn(gSecuon 6059 of the This FOFTIT;]ISSp(e)(?“e(:\ntO Public

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending  12/31/2018

P 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) > 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 101-500 D More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month _ 01 Day _ 01 Year 2018
2  Assets:
BUMATKEE VAIUE. ....cveveeeeivteteeesesi ettt ettt s ettt et bbb s s et s bbbt s et e s e bbb s e st s bbbt e e s s s s s enen s 2a 5737515
D) ACHUAHEI VAIUE .......coocoocvceceeeee ettt n et ena s n e st ena e enaensnsand 2b 5737515
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 ...........cccccovvveeviiiennns 0 0 0
b For terminated vested PartiCipants ...............ccceeveveveveuererieeeereeeeeeeeses e enennas 48 121012 121012
C FOr aCtiVE PAITICIPANTS ....eeivieeiiiie ettt ettt et e s e et e e e naneeas 67 5649843 5663372
Lo I o1 v | OO RR 115 5770855 5784384
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (0) .............ccceveeerenee. D
a Funding target disregarding prescribed at-risk @SSUMPLIONS .........coiuiiiiiiiiiiiiie e 4a
b Fun_ding target reflecting at—ri_sk assumptiqns, but disregarding trgnsition r_ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccoccceeviieiiineennns
D EffECHVE INEIESE FALE ... cuvvi.iieeetetesisitete e tetesese ettt e bbb e s se sttt e bt e s e s e s e bbb s e et b et b et et e e s b s ebese e s s b sns 5 4.27%
(ST I V(o L= 1o 0 P Ut X OO 6 148889

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 10/11/2019
Signature of actuary Date
DONALD BUNGENSTOCK 17-05702
Type or print name of actuary Most recent enrollment number
LATITUDE RETIREMENT 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) 2018

v. 171027



Schedule SB (Form 5500) 2018

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
L= L PR 0 123936
8 Portion elected for use to offset prior year’s funding requirement (line 35 from prior
== L I 0 0
9 Amount remaining (line 7 minus line 8) 0 123936
10 Interest on line 9 using prior year's actual return of 12.77 % 0 15827
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year).........cccceeevcveennnnnd) 220207
b(l) 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 4.42% ..o 9733
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=10 TR UU VSR U PR OUURTOURUROPRTROY 0
C Total available at beginning of current plan year to add to prefunding balance 229940
d Portion of (c) to be added to prefunding BalanCe..............ccccevivevrireeeeiieesieeeiennd 0
12 Other reductions in balances due to elections or deemed elections................cccceevene..] 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................] 0 139763
Part Il Funding Percentages
14 Funding target attaiNMENt PEFCENTAGE .......c..c.evveiviriieeseieisesiessessssse st st ss st s bbbt s s s bbbt s s bbbt s bbbt n st st ba 14 96.77%
15 Adjusted funding target attaiNMENt PEICENMTAGE. .........ceiviveietiiiteeieteteetetet ettt ese st ete st et et ete e e s esesaese st ese s ebe e ebesessese st ebessebe e et enesbese e sensens 15 96.77%
16 Prior year’s_ funding‘ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
YEAI'S FUNGING TEOUITEBIMENE ........v.vvseeeeeeeeeeeeteeete ettt ee et ee et eete s aet et et et eneeas s e s st sansasan s e eeeaeanantetat et asennenananenenenanennaninsees 86.65%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..............c..ccccoeuene.. 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
05/30/2019 106123
07/03/2019 106124
07/23/2019 106123
08/02/2019 106124

Totals » | 18(b) 424494 | 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............cccccceeviieiiineennd 19a 0

b Contributions made to avoid restrictions adjusted to VAIUALION JALE ..............cccveveveveeererereteececee e eeeees e 19 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 392535
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ei et e et e et e et e e e ab e e ebbeeeanneeas Yes U No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? .............c.ccococovveeeeveverevevenecennnn, [[ 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) 2018 Page 3

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

D Applicable MONth (ENTEF COUE)..........c.iieeeeiieeeeeee ettt ettt e et en s et e s tenee e e ennaneseneeenand 21b 0

22 Weighted average retirement age 22 64
23 Mortality table(s) (see instructions)  Prior regulation: D Prescribed - combined D Prescribed - separate D Substitute
Current regulation: Prescribed - combined D Prescribed - separate D Substitute

Part VI |Miscellaneous ltems

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

=i £= T 4= o PSSO P RSP PR T D Yes No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..................cc.c........ D Yes 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

L= o) 1 (=T o | PP PP PPPPPPPPPP

Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years

28 Unpaid minimum required contrioutions for all PrOT YEATS ........ccuvivivereeiiierisisieieesassisiese e sessssesesessssssssesens 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
[T T ) PP PPPPNt
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrMAal COSE (INE B) .......veiiiiiieiit ettt ettt ab et e e et e s e e e sbneee e 3la 148889
b Excess assets, if applicable, but not greater than N 31a ............ccceeieeereeireeeeeee e s 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallMENt.............cooiiiiiiiiii e 186632 44112
b Waiver amortization iNStallMENt ................c.cveveveerrceieeeeeere et eeesseeeeee e enenens 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........cccceeviveeinieeeniiieeennn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 193001
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUINEMENT....eveieieeesieeiee ettt ens 0
36 Additional cash requirement (line 34 MINUS INE 35)...........c.coviuiieiiirerereeieeeeeesete ettt eess s sens 36 193001
37 fg;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 392535
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iNE 37 OVEN INE 36) ..........ccoeevevveeeeeeeeeeeeeeeeeeeeeeeeeeeee e ses e ses et enenned 38a 199534
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)...........ccccco.o....... 39 0
40 Unpaid minimum required coONtribUtions fOr @ll YEATS .............ccceveveveveueueeeeeeeeeeeeeeeeeeeeeee e eseses e 40 0
Part I1X 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:
o RS ol g [To (U] Lo (=T ox (=T AT OO PRP R POPPPPIN D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in iNe 418 WAS MAUE .......v..veeevvererereererereseeeeeeessseeeessreereseseeseesees [ ]2008 []2009 [ ]2010 [] 2011




Form 5500-SF

Department of the Treasury
Internal Revenue Sarvice

Benefit Plan

Employee Benefits Security Administration

Department of Labor
Revenus Code (the Code).

Pension Benegfit Guaranty Gorporation

Short Form Annual Return/Report of Small Employee

This farm is required to be filed under sections 104 and 4066 of the Employee Retirernent
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

»_Complete all entries in accordance with the instructions to the Form 5500-SF.

OMB Nos. 1210-0110
1210-0089

2018

This Form is Open to
Public Inspection

| Paril | Annual Report identification information

For calendar plan year 2018 or fiscal plan year beginning

01/01/2018 and ending

12/31/2018

A This returnfreport is for:

B This retum/report is

C Check hox if filing under:

Jg a single-employer plan

D a one-participant plan D a foreign plan

D the first return/report D the final return/report

D an amended return/report

@ Form 5558 D aufomatic extension

|:[ special extension (enter description)

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

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

[ ] DFVC program

Part Il | Basic Plan Information—enter ail requested information

1a Name of plan 1b Three-digit
NORTH SEORE GASTROENTEROLOGY, INC. ?FI’?) ”‘;mber 003
E PL
CASH BALANCE PLAN 1c Effective date of plan
04/01/2004
Za Plan sponsor's name (employer, if for a single-employer plan) 2b Employer Identification Number

NORT

850 COLUMBIA ROAD
SUITE 200
WESTLAXE

Mailing address (include room, apt., suite no. and street, or P.0. Box)

(EIN)34-1350987

City or town, state or %rovince country, and ZIP or foreigh postal code (if foreign, see instructions)
SHORE GASTROENTEROLOGY, INC.

2¢c

Sponsor's telephene number
(440) 250-7611

OH 44145-7215

2d

Business code (see instructions)

621111

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

3b

Administrator's EIN

3c

Administrator’s {elephone number

4 i the name and/or EIN of the plan sponser or the plan name has changed since the last return/report filed for 4b EIN
this plan, enter the plan spansor's name, EIN, the plan name and the plan number from the last retum/report.
a Sponsors name 4d PN
€ Plan Name
Sa Total number of participants at the beginning of the PIan Year ... 5a 115
b Total number of participants at the end of the plan year 5b 102
€ Number of participants with account balances as of the end of the plan year {only defined contribution plans 5¢
COMPIETE H1ES BN Yoot eee e et
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 PIER VAT «..orv.vvvv. oo ooeeeeeoeeoeoeoeooooeooeoeeeoeeeeosoeeooe 5d(2) 36
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5a
Hhar 1009 VESEEH ... erre e serinsimsr e s st smes s e seeceesmnenes s s meeesn s sse e oo enesensesesmennene s

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

Under penalties of petjury and other penalfies 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 enrclied actuary, as well as the electronic version of this return/report, and to the best of my knowledge and

belief. it is true_correct. al

SIGN P M ) Al2¢ | Mousap Tabbaa
HERE .
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

Were all of the plan’s assets during the plan year invested in eligible assets? {See instructions.) ..
Are you claiming & walver of the annual examination and report of an indepsndent qualified public accountant (IQPA)

under 28 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)

Yes D No
@ Yes || No

If you answered “No” to either line 6a ot 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 ...... @ Yes D No |:| Not determined

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

24171833 (ses instructions.)

(Part il | Financial Information

7 Plan Assets and Liabilitics (a) Beginning of Year (b) End of Year
A TOM PIAN BSSBES cevevvvvveeee i eeeeecesees s eeeeeeeeesseesnessesseeessssonen 7a 3,745,982 5,812,547
b Total plan Habillties ............ocoeveveeeeveee oo eeeseeeeeseeeeoeeoeoeooeoos 7b 0 0
C_Net plan assets {subtract line 7b from line 7a) 7c 5,745,882 5,812,547
8 Income, Expenses, and Transfers for this Plan Year (a) Amount {b} Total
& Contributions received or receivable from:
(1) EMPIOVETS coeeetitieesee e seereeenee s smeenensas 8a(1) 424,494
{2) Participants 8a(2) 0
{3) Others (including rolloVers).......c.o.o—ovoveoeeeeeeeoreeereeerrerresres 8a(3) 0
B Other inCome (I0S5) ..ovve.vreerree s eeeeee oo eeseetes oo eseeseseeneeeen 8b ~324,566 )
€ _Total income (add lines 8a(1), 8a(2), 8a(3), &and 8b) ..oe...cevreeneenn 8c 99,928
d Benefits paid (including direct rollovers and insurance premiums
10 Provide BENeMES) .. .....oovcveeeeoeeeeeeeeeeeee e 8d 1,260
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 32,103
O OtNer BXPENSES ittt e e eeeeee et 8g 0
h_Total expenses (add fines 8d, 86, 8f, and 89) .voovvverreooeoen. 8h 33,363
I Net income (loss) (subtract ling 8h from line 8} ......coveewvuvvvevusees s 8i 66,563
i Transfers to (from) the plan (see INStrUCHONS)......ovve.eeoeeess s 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:
1A 1C 1D 3D
b [If the plan provides welfars benefits, enter the applicable welfare featurs codes from the List of Plan Characteristic Codes in the instructions:
]ﬁart v l 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
Program} 10a X
b Were there any nenexempt transactions with any party-in-interest? {Do not include transactions
1eported O iNe 108.) .....c..cecveceeeeeeeeceee e 10b X
C Wasthe plan covered by a fidelity bond? 10¢ | X 500,000
d Did the plan have a loss, whethsr or not reimbursed by the plan’s fidelity bond, that was caused
by fraud or dishonesty?...... 1od X
e Were any fees or commissions pald 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? (S8 INSHUCHONS. J. e e oreee e eree et 10e X
Has the plan failed to provide any benefit when due under the Plan? .....oeeeeeeeemeeee oo 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ....owoovm... 10g
h ifthis is an individual account plan, was there a blackout period? {See Instructionsend29CcFrR | ¢+ | |
F O L e USRS 10h X
i [f 10h was answered "Yes,” check the box if you either provided the required notice or one of the -
exceptions o providing the notice applied under 29 CFR 2520.107-3 1..eveeeeeeeeeeeee e veeee e e 10i




Form 5500-SF (2018) Page 3-

[Part Vi l Pension Funding Compliance

11  Is this a defined benefit plan subject to minitnum funding requirements? (lf "Yes," see instructions and complete Schedule SB Yes D No
{Form 5500) and line 11a below)...
11a Enter the unpaid minimum required eontributions for all years from Schadule SB (Form 5500) ine 40.....cccerrrnnn. I 11a | 0
12 Is this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes @ No
B R B A e et et e e aeR s AR R e e e e e ettt eoeeeee ettt anme e et et e ee e ee e e et e e e eeereeeene e een
(If "Yes," complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

@ 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 Istter ruling
ranting e WaIVEL. i i e e e e ee e reeseeeereesameeeseneenn s Month Day Year

If you completed line 12a, compisate lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.

12b
12¢

b Enter the minimum required contribution fOr this PIAN VEAN «......ce.oeveeeeeeeeeeeeeeeeeee et e e

€ Enter the amount contributed by the employer to the plan for this PIaN YEar ...........co.o.oooeevomeeeoeoeeeoeeeeoee e

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 i2d
O AV AIIOUNE) 1okttt et rr ettt sk sesetsas e eemenemnns eceseeneeeeeseeeessenns e tetessessesens seeeee e eeeeee

e Wil the minimum funding amount reporied on line 12d be met by the funding deadling?........oooveevrveeoeenn | D Yes D No |:| N/A
Faﬁ hiill ] Plan Terminations and Transfers of Assets
13a Has a resolufion to terminate the plan been adoptes N AMY FIAR YEAL? . ooooeeeeeoeeoeeeeeeeeeoeeeooeeeoeeoeoeeeoeeeoeeeeeeeee e |:| Yes @ No
If “Yes,” enter the amount of any plan assets that reverted to the employer this Year ...t 13a

b Were all the plan assets distributed to participants ar beneficiaries, transferred to another plan, or brought under the D Yes @ No
COMMOL OF the PBGET? it e s sttt cemeeaeseeseec s e et ees s eseenessesesssememeeneseesseesomee e eeneeeeeen

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

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




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information

Department of the Treasury
Internal Revenue Service

This schedule is required to be filed under section 104 of the Employee
Department of Labor Retirement Income Security Act of 1974 (ERISA) and section 6059 of the
Employee Benefits Security Administration Internal Revenue Code (the Cod e)

This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

P File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 12/3172018

» 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. plan number (PN) > 003
CASH BALANCE PLAN
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 [l Multiple-A D Muttiple-B F Prior year plan size: D 100 or fewer EI 101-500 D More than 500
LPartl ] Basic Information
1  Enter the valuation date: Month 1 Day 1 Year__ 2 018
2 Assets:
AMATKEE VEAIUE. ...ttt et e et e e e e e e e e 2a 5,737,515
D ACHIANE! VAIUE ........ooooooocoo oo oo e 2b 5,737,515
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 ................cooocovevvoon... 0 0 0
b For terminated vested Participants ............................oo.....cccooccoocorooereerereseeress oo 48 121,012 121,012
C For active participants ...............c...ccoriminrinrne e 67 5,649,843 5,663,372
O T0tA e 115 5,770,855 5,784,384
4 ifthe plan is in at-risk status, check the box and complete lines (a) and (b}
a Funding target disregarding prescribed at-risk @sSUMPHONS ... _...........coovmeeeeeeeeeeeeoeeoeeeeoeeeoee oo, 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 .................ooocooovvvevoveon.
I L L TS —_— 5 4.27 %
L T L o S 6 148,889

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 reasonabile expectations) and such other assumptions, in
combination, offer my best estimate of anticipated experience under the ptan.

SIGN A /
HERE M 7S October I, 2009
Signature of actuary N D’ate !
Donald Bungenstock 17-05702
Type or print name of actuary Most recent enroliment number
Latitude Retirement (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 5§500) 2018
v. 171027




Schedule SB (Form 5500) 2018

Page2-[ |

Part i 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

YA oottt ettt ee oo eee oo 0 123,936
8 Porti)on elected for use to offset prior year's funding requirement (line 35 from prior 0

YBAT) o e e
9 Amount remaining (line 7 minus line 8) 0 123,936
10 interest on line 9 using prior year's actual retun of _ 12-77¢5 0 15827
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year ............................ 220207

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 4.4 Yoo, 9733
b(2) interest on line 38b from prior year Schedule SB, using prior year's actual
TBEUTI ..ottt e et 0

C Total available at beginning of current plan year to add to prefunding balance............... 229940

d Portion of (c) to be added to prefunding balance.....................c.ococooovini oo 0
12 Other reductions in balances due to elections or deemed elections.............. 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d ~ line 12) 0 139763

L Part lli I Funding Percentages

14 Funding target attainment percentage ............oooooooooomooooooooo 14 96.77%
15 Adijusted funding target attainment percentage . 15 96.77%
16 Prior year's funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

YE3I'S funding reqUINBMENt ..........iio st ee o] 86.65%
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
05/30/2019 106,123
07/03/2019 106,124
07/23/2019 106,123
08/02/2019 106,124

Totals > | 18(b) 424,494 | 18(c) | 0

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...........cccocoeveveeeneen | 19a 0

b Contributions made to avoid restrictions adjusted to valuation date .........................ooo....._ o] 19b 0

€ Contributions allocated toward minimum required contribution for current year adjusted to valuation date................... 19¢ 392,535
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding Shortfall” for the PHIOT YEA?................ov.veooeeeeeeee oo oo @ Yes D No

b Ifline 20a is “Yes,” were required quarterly instaliments for the current year made in atimely manner? ...........cccooooooeeeiiooe D Yes E’ 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

@) ath




Schedule SB (Form 5500) 2018 Page 3

Part V ]Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 31?5;9"‘9";, 52"%3289“"‘;’ 36rd ;eggmen:/; []\/A, full yield curve used
b Applicable month (enter code)...............ocooooeoooooooorooooo 21b 0
22 Weighted average retirement age 22 64
23 Mortality table(s) (see instructions)  Prior regulation: D Prescribed - combined D Prescribed - separate D Substitute
Current regulation: @ Prescribed - combined D Prescribed - separate D 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
BHACRMENE. ... ettt e oo e e [] Yes ® No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ............................ D Yes @ 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 planis subject to alternative funding rules, enter applicable code and see instructions regarding 27
BUACHMENE . e e
Part VIl | Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PrOT YE&TS ..............ooooooovooooooooooooooooo 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(N 1) ...ttt et
30 Remaining amount of unpaid minimum required contributions (line 28 minus line 29) 30 0
Part VIlil_{Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
& Target NOMMal COSE (NE B)..............oiuiuiueeeeeteeiis ettt oo e 31a 148,889
b Excess assets, if applicable, but not greater than ine 31a .................ccooovcoooooooooooooe 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment....................coooooooioee e, 186,632 44,112
b Waiver amortization inStaliment ...__...................cccocoooreooooeoeeeooeeoooeoe 0 0
33 if a waiver has been approved for this plan year, enter the date of the n_JIing letter granting the approval 33
(Month Day Year ) and the waived amount ........................ooo ool
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)...] 34 183,001
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUIreMENt........ociiiiiiiiei et 0
36 Additional cash requirement (N 34 MINUS N 35).................oo......ooveoooooooeoeroeeeoeeeoeoeoeooeoeoeeoeoeoeoeeoo 36 193,001
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
TOC) vttt ettt bttt bbb et ee e et e e e et ee s et e e e e e et e e e e e ee et eeenn 392,535
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, of iN@ 37 OVEr lIN€ 36) ........ovooreoeeeeeeeeeeeeeeeeeeeeeeeeeeeeoeeeeeeeeeeee 38a 199,534
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)....................... 39 0
40 Unpaid minimum required CORtRBULONS FOF @ll YEAS —.............ocoooooo oo 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

......... D 2 plus 7 years D 15 years

[]2008 []2009 []2010 [] 2011




North Shore Gastroenterology, Inc
Cash Balance Plan
Employer ID# 34-1350987: Plan No. 003
Quarterly Installment Payment: $43,425.00

Schedule SB, line 19 - Discounted Employer Contributions

Plan Year: 1/1/2018 to 12/31/2018
Valuation Date: 1/1/2018

Date Amount Year Rate Period Adj Ctb
05-30-2019 43,425.00 2018 9.27% 05-30-2019 to 04-15-2018
4.27% 04-15-2018 to 01-01-2018 38,837.81
43,425.00 2018 9.27% 05-30-2019 to 07-15-2018
4.27% 07-15-2018 to 01-01-2018 39,295.26
19,273.50 2018 9.27% 05-30-2019 to 10-15-2018
4.27% 10-15-2018 to 01-01-2018 17,646.00
07-03-2019 24,151.50 2018 9.27% 07-03-2019 to 10-15-2018
4.27% 10-15-2018 to 01-01-2018 21,928.43
43,425.00 2018 9.27% 07-03-2019 to 01-15-2019
4.27% 01-15-2019 to 01-01-2018 39,892.25
38,547.00 2018 4.27% 07-03-2019 to 01-01-2018 36,195.44
07-23-2019 106,123.50 2018 4.27% 07-23-2019 to 01-01-2018 99,425.68
08-02-2019 106,123.20 2018 4.27% 08-02-2019 to 01-01-2018 99,313.71
Totals: 424,493.70 392,534.58

Discounted employer contributions -- see instructions for small plan with a valuation date after the beginning of the year
Contributions allocated toward unpaid minimum required contribution from prior years 19a 0.00
Contributions made to avoid benefit restrictions adjusted to valuation date 19b 0.00
Contributions allocated toward minimum required contribution for current year, adjusted to valuation date  19¢  392,534.58



NORTH SHORE GASTROENTEROLOGY, INC. CASH BALANCE PLAN
EMPLOYER ID #: 34-1350987: PLAN #: 003
PLAN YEAR ENDING: 12/31/2018

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 2018 Schedule SB, Part V - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan
Summary of Actuarial Assumptions and Method

Plan Year: 1/1/2018 to 12/31/2018
Valuation Date: 1/1/2018

For Funding
Min Max For 417(e) For Actuarial Equiv.
Interest Rates Seg1: 3.92% 1.81% Pre-Retirement: 5.00% Pre-Retirement: 5.00%
Seg2: 5.52% 3.68% Post-Retirement: 5.00% Post-Retirement: 5.00%

Seg3: 6.29% 4.53%
Applicable Date 01/2018 01/2018

Pre-Retirement

Turnover None None None
Mortality None None None
Assumed Ret Age Normal retirement age 62 Normal retirement age 62

Post-Retirement

Mortality Male-2018 Optional Static 2018 Applicable Mortality 2018 Applicable Mortality
Table - Combined Male Table from Notice 2017-60 Table from Notice 2017-60
Female-2018 Optional Static
Table - Combined Female

Assumed Benefit Form For Funding Lump Sum

Pct Assumed Married 0% assumed married 0% assumed married

Assumed Spouse's Age  Spouse assumed to be the Spouse assumed to be the
same age as participant same age as participant
Participant is assumed to be Participant is assumed to be
married to current spouse at married to current spouse at
retirement if spouse's date of retirement if spouse's date of
birth is known birth is known

Calculated Effective Interest Rate 4.27%

Cash Balance Projected Interest Crediting Rate 5.00% annual rate

Actuarial Cost Method 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 2018 Schedule SB, Part V - EIN: 34-1350987 PN: 003

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

Plan Year: 1/1/2018 to 12/31/2018
Valuation Date: 1/1/2018

Plan Effective Date April 1, 2004

Plan Year From January 1, 2018 to December 31, 2018

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 $18,333.33 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 2018 Schedule SB, Part V - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan

Summary of Plan Provisions
Plan Year: 1/1/2018 to 12/31/2018
Valuation Date: 1/1/2018

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%



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 2018 Schedule SB, line 26 - EIN: 34-1350987 PN: 003

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

Plan Year: 1/1/2018 to 12/31/2018
Valuation Date: 1/1/2018

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

29 35 16 10 5 4 2 0

15036 1837 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: 50.0 Average Service: 5

40+

Total

11
n/a

n/a

17
n/a

22
11020

10

n/a

n/a

101
9135



Attachment to 2018 Schedule SB, line 32 - Schedule of Amortization Bases - EIN: 34-1350987 PN: 003

North Shore Gastroenterology, Inc
Cash Balance Plan

Shortfall Amortization
Plan Year: 1/1/2018 to 12/31/2018
Valuation Date: 1/1/2018

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 6 $115,373 $623,147
01/01/2018 7-year 7 $(71,261) $(436,515)
Total $44,112 $186,632

Shortfall Amortization Charge (sum of installments, no less than zero): $44,112



