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

Department of the Treasury B en eflt Pl an
fntemal 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).

Pension Benefit Guaranty Corporation

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

This Form is Open to
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
PREMIER WALK-IN CLINIC PENSION PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2007
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) 20-1553372

City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
PREMIER WALK-IN CLINIC & PRIMARY CARE, L. L. C.

2c

Sponsor’s telephone number
863-644-3400

5408 BURNT HICKORY DRIVE
VALRICO, FL 33596

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 4
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b
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) 4
d(2) Total number of active participants at the end of the PIAN YEAT ..............ccc.covererveerereeereeeeeseeeeseeeeereeseeseees ] 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
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. 10/07/2019 NARINDER BRAR
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

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 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 @SSELS ...eeuvveieiieiieiie et 7a 1601780 1577292
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 1601780 1577292
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) 58119
(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 -72332
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c -14213
d Benefits paid (including direct rollovers and insurance premiums
to provide DENEitS) .......c.uviiiiiiiiiiiiiiiiiei 8d
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 10275
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 10275
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i -24488
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 3B 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

‘ Part V | Compliance Questions

10 During the plan year: Yes | No Amount
a Was there a failure to transmit to the plan any participant contributions within the time period
described in 29 CFR 2510.3-102? (See instructions and DOL’s Voluntary Fiduciary Correction
g oo =13 o) 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
TEPOTEO ON lINE LOB.) c...vvoeieeeeeeeeee e eee et ee st n et ee et s st en et enes e en et eneneeen e 10b X
Was the plan covered by a fidelity bond? ... 10c | X 140000
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

2520.1070-3.) ettt h e a ettt et e 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 ........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
PREMIER WALK-IN CLINIC PENSION PLAN plan number (PN) > 001
C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)
PREMIER WALK-IN CLINIC & PRIMARY CARE, L. L. C. 20-1553372
E Type of plan: Single D Multiple-A D Multiple-B F Prior year plan size: 100 or fewer D 101-500 D More than 500
‘ Part | | Basic Information
1  Enter the valuation date: Month __ 12 Day _ 31 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 1519173
D) ACHUAHEI VAIUE .......coocoocvceceeeee ettt n et ena s n e st ena e enaensnsand 2b 1671090
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 ...............c.cceveeerererereuererereieseeeeesere e 0 0 0
C FOr aCtive PartiCIPANTS ........eeirierieireeiie et 4 1860360 1860360
O TOMAL .ottt ettt ettt ettt n et 4 1860360 1860360
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 5.57%
(ST I V(o L= 1o 0 P Ut X OO 6 4070

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 09/30/2019
Signature of actuary Date
STEVEN D. OLSON 17-04221
Type or print name of actuary Most recent enrollment number
ASCENSUS, LLC 813-490-1223
Firm name Telephone number (including area code)

2203 N. LOIS AVE.
SUITE 1150
TAMPA, FL 33607

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 0
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
10 Interest on line 9 using prior year's actual return of 8.15 % 0
11 Prior year's excess contributions to be added to prefunding balance:
a Present value of excess contributions (line 38a from prior year).........cccceeevcveennnnnd) 1976
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 5.72%.cccccunnenn 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=] (010 D TP TS PP R UP PP ORI 0
C Total available at beginning of current plan year to add to prefunding balance 1976
d Portion of (c) to be added to prefunding balance...............ccccocveuerereerererereeeeeennnn)
12 Other reductions in balances due to elections or deemed elections................cccceevene..] 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)................... 0
Part 11l 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 89.82%
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 92.63%
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 91.05%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............c.cccceervevenn.n. 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
09/03/2019 58119

Totals » | 18(b) 58119 | 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 54689
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 3

22 Weighted average retirement age 22 71
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. ....................... D Yes 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 contributions for @ll PriOr YEAIS .............ccceueeveueoeeeeeeeeeeeeeee e ee e esee e eeen e 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 4070
b Excess assets, if applicable, but not greater than liN@ 31a .............ccceveueueueviierieeeeeeeeeeee e sese s 31b 0
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallMENt.............cooiiiiiiiiii e 189270 37099
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 41169
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUITEMENT. ... .eeiiieieeieiieii ettt 0
36 Additional cash requirement (line 34 MINUS INE 35)...........c.coviuiieiiirerereeieeeeeesete ettt eess s sens 36 41169
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 54689
Lo} TSRS
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 13520
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 Short Form Annual Return/Report of Small Employee oMe "f"s- :g}g;g;g,_g

D[:partmen! of the Treasury Benefit P Ia n
remal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 201 8
Department of Laber Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058{a) of the Intemnal .
Emmployee Benefits Security Adiministration Revenue Code (the Code). This Form s Open to

Pension Benellt Guaranty Corporation

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

Public Inspection

[ Partl | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning 01/01/2018 and ending 1273172018
@ a single-employer plan D a multiple-employer ptan (not multierployer) (Filers checking this box must attach a
A This returmnfreport is for: Iist of participating employer information in accordance with the form instructions.)
|:| a cne-participant plan D a foreign plan : .

B This ret i
Is retumireport is D the first returnreport |:| the final return/report

|:| an amended returryreport D a shor! plan year return/report (Jess than 12 months)

G Check box if filing under: Fom 5558 |:| automatic extension
D special extension {enter description)

|:| DFVC program

|_Part Il | Basic Plan Information—enter al requested information

1a Name of plan 1b  Three-digit '
¥
Premier Walk-In Clinic Pension Plan plan number
(PN} » 001
1¢ Effective date of plan’
. . 0L/01/2007 ¢
2a Plan sponsor's name (employer, if for a single-employer plan) 2b Employer ldentification Number

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

City or town, state or province, cauntry, and ZIP or foreign postal code (if foreign, see instructions)
Premier Walk-In Clinic & Primary

Care, L. L. C.

5408 Burnt Hickory Drive
Valrico FL. 33596

(EIN)20-1553372

2c

Sponsor's telephune:number
(863)644-340)

2d

Business code (see ipstructions)

L]

621111

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

3b

Adminlstrator'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 retum/report filed for

4b EIN

this pfan, 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 v

€ Plan Name '

5a Total number of participants at the beginning of the plan year... AL et e e e ma s aanrans Sa '
b Total number of participants at the end of the plan year ............ Sh < 4

C Number of participants with account balances as of the end of the plan year {only defined contribution pfans 5¢ .

complete this item)...... s
d(1) Total number of active participants at the beginning of the ptan year..... 5d(1) N 4
d(2) Total number of active participants at the end 0f e PIAN YEAT ............vveceeeeesseessesrsesesssssesssssssseessssssseessssss e 5d(2) * 4

e Number of parlicipants who terminated employment during the plan year with accrued benefits that were less 5e '
than 100% VESIEH Louuivunniersionssimsisiinssis st oo msssss st rss s ans s srs b s s e csnt et enmesone e eensececees ! 0

Caution: A penalty for the late or Incomplete filing of this returnireport will be assessed unless reasonable cause |5 established. v

Under penalties of perjury and other penalties set forth in the instructions, 1 declare that | have examined this return/report, including, if applicablesa Schedule
S$B or Schedule MB completed and signed by an enrglled actuary, as well as the elecironic version of this retum/repert, and to the best of my knowledge and

belief, it is true,'comect, and complete,

»

HERE

SIGN /\/Mp{_ " S' , ng fn 219 10 -7 -9 [Narinder Brar

Signature,of plan administrator Date Enter name of individual signing as plan administrator

»

i 1
SIGN Al e s Bden pan | 1o =7 ~lo
HERE v ™4 L - L 17 T 7

Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor

For Paperwork Reductlon Act Notice, see the Instructions for Form 5500-SF.

Form 5500-SF {2018)
L v 171027




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

2018

This schedule is required to be filed under section 104 of the Employee
Retirement Income Security Act of 1974 (ERISA) and section 6059 of the

Department of Labor
Employee Benefits Security Administration

This Form is Open to Public

Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2018 or fiscal plan year beginning 0170172018 and ending 1273172018

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 L ) B  Three-digit
Premier Walk-In Clinic Pension Plan plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF D Employer Identification Number (EIN)

Premier Walk-In Clinic & Primary
Care, L. L. C.

20-1553372

F Prior year plan size: @ 100 or fewer D 101-500 |:| More than 500

E Type of plan: m Single D Multiple-A |:| Multiple-B

‘ Part | | Basic Information
1 Enter the valuation date: Month 12 Day 31 Year 2018
2  Assets:
BUMATKEE VAIUE. .....cveueeivteeeeiet ettt ettt st ettt b st b et e b s e se st b et e b eb s se e et e b b e b e sess s b b et et s ese et s s esenans 2a 1,519,173
D) ACHUBHAI VAIUE ..ot ee e n et eneen s anaenen, 2b 1,671,090
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 ..............ccccooveveevenns. 0 0 0
b For terminated vested PartiCipants .................ccoveveveveueeeeeeeeeeeee e, 0 0 0
C FOr ACHVE PAMTICIPANES ........veeeeeeeeceeeee et eeee s e et st ee et ee et eneneeean 4 1,860,360 1,860,360
O TOAI .o 4 1,860,360 1,860,360
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b) .............ccccveveerenee. |:|
a Funding target disregarding prescribed at-risSk aSSUMPLIONS ...........uuiiiiiiiiiiiiie e e 4a
b Funding target reflecting at—r[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
D EffECHVE INEIESE FALE ... c.e.i.iiieetetiriesiete sttt ettt ettt b bt e bt e bbb et s s e e s bbb e s s e s e e b s be b s et es bt erennse s b s e 5 5.57 %
B TAIGEL NOMMAI COSE .....vieveieeecee ettt ettt ettt e et e e et e ae et et e ee et et e te e et ese et et e eseae s eae s euensetesneseteneeennaaas 6 4,070

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 /&4&- i 9/30/19
Signature of actuary Date
Steven D. Olson 17-04221

Type or print name of actuary
Ascensus, LLC

Most recent enrollment number

(813)490-1223

Firm name Telephone number (including area code)
2203 N. Lois Ave.
Suite 1150
Tampa FL 33607
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 |:|
instructions

For Paperwork Reduction Act Notice, see the Instructions for Form 5500 or 5500-SF.
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Schedule SB (Form 5500) 2018

Page 2 I:l

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

D LCE: L3 T PO PPT PP PPPPPPPPPRN 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

VST 10 I PP PPPPPPON 0 0
9  Amount remaining (line 7 minus line 8) 0 0
10 Interest on line 9 using prior year's actual return of 8. 15% ................................ 0 0
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year).........ccccoevvvieeenee 1976

b(1) Interest on the excess, if any, 'of line 38a over line 38b from g’im]&ear

Schedule SB, using prior year's effective interest rate of - L JOTUOTOT 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEEUIT ...ttt ettt ettt ettt e s s e ettt e b et s e et et et ee s s esene e e 0

C Total available at beginning of current plan year to add to prefunding balance 1976

d Portion of (c) to be added to prefunding BalanCe............covrrrerrenrnrerernireenenenn] 0
12 Other reductions in balances due to elections or deemed elections................c.cc.c......] 0 0
13 Balance at beginning of current year (line 9 + line 10 + line 11d — line 12)..................] 0 0

Part Ill Funding Percentages

14 Funding target attAiNMENT PEICENTAGE .............ovvveeereeeeeeeeeeeeeeeeeeeeeeeeeeeeseesseeeseesesesseeseseeeessseeeesseeeseeesseseeeesseeeee s eees s seees s eesesseeeeeseeesesseeseseees 14 89.82%
15 Adjusted funding target attaiNMENt PEICENTAGE ..........cvevvvverreeseerertetetesesesesesssessesetessteses s s ssssssseestssssesessses s s sesesesesseesatasesesensnansseseesasas 15 92.63%
16 Prior year’g funding. percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

N R VT aTo 1ol (=T [N 11T 0= oL OO P PP PPPPPPN 91.05%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..............c.cccceveven.... 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
09/03/2019 58,119

Totals » | 18(b) 58,119 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............cccccoevcuvveeeeennnnnnd 19a 0

b Contributions made to avoid restrictions adjusted to VAIUALION JALE .............cccceveveveveeerereeeeeeeeeeeeeeeeeeeeeeeneseseenes 19b 0

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19c 54,689
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........eii ittt e et nb e e Yes D No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...............ccccceveveveeeeeeenereneennn. D Yes @ No

C If line 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:

: 1st segment: 2nd segment: 3rd segment:
a Segment rates: 3. 929 % 5.52 g % 6. 299 % D N/A, full yield curve used
D Applicable MONth (ENTEF COUR).......c.cuiviviveieeeeeeeeee et et e e es ettt ettt es st a et esenen e 21b 3
22 Weighted average retirement age 22 71
23 Mortality table(s) (see instructions)  Prior regulation: |:| Prescribed - combined D Prescribed - separate |:| Substitute
Current regulation: Prescribed - combined D Prescribed - separate |:| 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

o125 T 4 T=T o PSP O PP PUR TR STRRPRRTPR D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ..................ccccco.o..... D Yes m No
26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ....................... D Yes m No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

AHEACHIMENT ...ttt e e

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

28 Unpaid minimum required contributions for @ll PriOr YEAIS ............c.ccveueeveueeeeeeeeeeceeeee e 28 0
29 Discounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(LTI R - ) PP 0
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 NOMMAL COSE (N 6) ....v.veveeeeeeeeeeeeeeeee e e e e ee et e e e e e e ettt e e e e et et eeeeeeee e e e s e e eeeeeeseseeenenenennened 3la 4,070

b Excess assets, if applicable, but not greater than liNE 1A ...........c.ccoveuevevevereverereeeeeeeeeeeees e s sesesenend 31b 0
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization INSLAIIMENL..................c.oeuevervrrereeseeseessesseseesee s sereenen) 189,270 37,099

b Waiver amortization iNStAlMEN ...................cccovvevevrrereeeeeeseeeieeereeeeeseseseesee s 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 ..........ccccceeeevvciiveene e, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 41,169

Carryover balance Prefunding balance Total balance

35 Balances elected for use to offset funding

LE=To U= 1T | SRS 0
36 Additional cash requirement (line 34 MINUS INE 35)..........ccovevueuirivreieeeseireeesiersessesesesese et eressesesessesenessennessenend 36 41,169
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37

LOC) ettt ettt ettt ettt ettt ettt et ettt ettt ettt ettt et ettt et ettt ettt ettt et ee et ettt ee et er e 54,689
38 Present value of excess contributions for current year (see instructions)

a Total (excess, if ANy, Of INE 37 OVET INE 36) .....c.oveueeeeeeeeeeeeeeeeee ettt eeeeee e 38a 13,520

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)...........c.cccc.......... 39 0
40 Unpaid minimum required CONtribULioNS fOr @ll YEATS ...........ccceeveveveveueeeeieeeeeeeeeeeeeeeeee e er e eresese s 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:

E IS Tt g Lo [0 Lo Y 1= Tox 1o PSS SSPRSE D 2 plus 7 years |:| 15 years

b Eligible plan year(s) for which the election in ine 418 Was MAAE ..........ccceeveveveveveveveeeeeeeeee e eeeen D 2008 D 2009 D 2010 D 2011




Name of Plan Sponsor:
Name of Plan:

Plan Sponsors EIN:
Plan Number:
Reference :

Valuation Date:
Effective Interest Rate:

ATTACHMENT TO SCHEDULE SB (form 5500) Line 19

Premier Walk-In Clinic & Primary Care, L.L.C.
Premier Walk-In Clinic Pension Plan

20-1553372
001

Line 19
12/31/2018
5.57%

Quarterly Contribution Requirement: $7,648
Effective Interest Rate + 5.0%: 10.57%
Actual Late
Quarterly Contribution Amount Days Payment Days Total for
Due Date Date Due Late Penalty to 12/31 Interest Line 19¢
04/15/2018 09/03/2019 7,648 506 459 -246 -274 6,915
07/15/2018 09/03/2019 7,648 415 378 -246 -274 6,996
10/15/2018 09/03/2019 7,648 323 296 -246 -274 7,078
01/15/2019 09/03/2019 7,648 231 213 -246 -274 7,161
Total Quarterlies 30,592 1,346 -1,096 28,150
Other
Contribution  Contribution Days Total for
Dates Amount to 12/31 Interest Line 19c
09/03/2019 27,527 -246 -987 26,540
Total Other 27,527 -987 26,540
Total 58,119 1,346 -2,083 54,689

Method = (contribution x rate) ” (days/365)
Rate is valuation effective investment return rate



ATTACHMENT TO SCHEDULE SB (FORM 5500) Line 22

Name of Plan Sponsor: Premier Walk-In Clinic & Primary Care, LLC
Name of Plan: Premier Walk-In Clinic Pension Plan

Plan Sponsor’s EIN: 20-1553372

Plan Number: 001

Reference: Line 22

All participants, except the owner, are assumed to retire at their Normal Retirement Age.
The owner is assumed to retire at Age 72. If later, the assumed retirement age is one year
from the valuation date.

Method of Weighted Average Retirement Age:

The sum of the product of the assumed retirement age for each participant and the present
value of accrued benefits using plan rates divided by the sum of present value of accrued
benefits.



Name of Plan Sponsor:
Name of Plan:

ATTACHMENT TO SCHEDULE SB (form 5500) Line 32

Premier Walk-In Clinic & Primary Care, L.L.C.

Premier Walk-In Clinic Pension Plan

Plan Sponsors EIN: 20-1553372

Plan Number: 001

Reference : Line 32

Valuation Date: 12/31/2018

Effective Interest Current Remaining
Type of Base Date Rate Initial Amount Initial Amort Balance Amortization Payment
Shortfall 12/31/2015 3.92/5.52 6,763 7.00 4,252 4.00 1,125
Shortfall 12/31/2016 3.92/5.52 129,995 7.00 99,588 5.00 21,478
Shortfall 12/31/2017 3.92/5.52 28,288 7.00 25,088 6.00 4,645
Shortfall 12/31/2018 3.92/5.52 60,342 7.00 60,342 7.00 9,851
Totals 189,270 37,099



Premier Walk-In Clinic & Primary Care, L.L.C.
Premier Walk-In Clinic Pension Plan
Plan Sponsor's EIN: 20-1553372 Plan Number: 001

Schedule SB. Part V - Statement of Actuarial Assumptions

Funding Method:
Cost Method: PPA Unit Credit

Asset Valuation: Fair Market Value

Target Assumptions: Options:

Male Nonannuitant: Use optional combined mortality table for small plans:

2018 Nonannuitant Male

Female Nonannuitant: 2018 Nonannuitant Female

Use discount rate transition:

Male Annuitant: 2018 Annuitant Male Lump sums use proposed regulations:

Female Annuitant: 2018 Annuitant Female Actuarial Equivalent Floor

Applicable months from valuation month: 3 Stability period: plan year
Probability of lump sum: 0.00% Lookback months: 1
Use pre-retirement mortality: No Nonannuitant: N/A
Annuitant: 2018 Applicable
1st 2nd 3rd
1st 2nd 3rd

Segment rates: 2.28 3.81 4.46 Current: 233 3.55 4.11
25 year average rates: 4.35 6.13 6.99 Override: 0.00 0.00 0.00
Final rates: 3.92 5.52 6.29
Override: 0.00 0.00 0.00
Salary Scale Late Retirement Rates

Male: 0.00% Male: N/A

Female: 0.00% Female: N/A
Withdrawal Marriage Probability

Male: N/A Male: 0.00%

Female: N/A Female: 0.00%
Withdrawal-Select Expense loading: 0.00%

Male: N/A Disability Rates

Female: N/A Male: N/A
Early Retirement Rates Female: N/A

Male: N/A Mortality

F le:

emate N/A Male: N/A

Subsidized Early Retirement Rates Female: N/A

Male:

Female:

N/A
N/A

Yes

Yes

Setback
0

Setback

0
0



EFFECTIVE DATE

VALUATION
DATE

ELIGIBILITY

HOURS
REQUIREMENT

AVERAGE
ANNUAL
COMPENSATION

NORMAL
RETIREMENT

BENEFIT
FORMULA

NORMAL FORM
OF BENEFIT

EARLY
RETIREMENT

VESTING
SCHEDULE

ACTUARIAL
EQUIVALENCE

DEATH BENEFIT

DISABILITY
BENEFIT

LATE
RETIREMENT

Premier Walk-In Clinic & Primary Care, LLC
Premier Walk-In Clinic Pension Plan
Plan Sponsor’s EIN: 20-1553372 Plan Number: 001
Schedule SB, Part V - SUMMARY OF PLAN PROVISIONS

01/01/2007

12/31/2018
Minimum Age: 21
Minimum Service: 1 Year

Entry 1/1 or 7/1 next following
Excludes union employees and non-resident aliens

Eligibility — 1,000 hours
Credited Year of Service — 1,000 hours
Vesting — 1,000 Hours

Average of annual compensation during 3 consecutive determination periods that produces the
highest average during all plan years

Age 65 or participant’s fifth anniversary of joining the plan, if later

3% of Average Compensation per Credited Year of Service (up to 25)
Years before effective date of plan are excluded for benefit accrual purposes

Life Annuity

N/A. No Early Retirement provision is provided

6-year graded schedule
Service prior to effective date of the plan is not counted for vesting purposes

Pre-retirement: 5.5%
Post-retirement: 5.5% & 1994 GAR Unisex Table projected to 2002

Excess of present value of participant’s vested accrued benefit minus present value of QPSA benefit

N/A. No Disability Benefit provision is provided

The greater of the Normal Retirement benefit and Actuarial Equivalent benefit



