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

. 1210-0089
Department of the Treasury B en eflt Pl an
Internal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2018
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal . .
Employee Benefits Security Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

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

| Part| | Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning  11/01/2018 and ending  10/31/2019
a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This return/report is for: list of participating employer information in accordance with the form instructions.)
D a one-participant plan D a foreign plan
B This return/report is ) i
P D the first return/report D the final return/report
D an amended return/report D a short plan year return/report (less than 12 months)
C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
| Part Il | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. 401(K) PROFIT SHARING PLAN plan number
(PN) » 001
1c Effective date of plan
11/01/2001
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) 05-0475195

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

HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. 2C Sponsor's telephone number

401-943-4660

2d Business code (see instructions)

1220 PONTIAC AVENUE
CRANSTON, RI 02920 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 29
b Total number of participants at the end of the PIAN YEAI ...........c.ccccevevviveeeceeeeieieieeeeeeee e 5b 35
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c 35

(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) 15
d(2) Total number of active participants at the end of the PIAN YEAT ..............ccc.covererveerereeereeeeeseeeeseeeeereeseeseees ] 5d(2) 19
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 3

LT L0 0L = 1 (= PP

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

Under penalties of perjury and other penalties set forth in the instructions, | declare that | have examined this return/report, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this return/report, and to the best of my knowledge and
belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 01/15/2020 PLAKYIL JOSEPH, M.D.
HERE . . S L -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE ) s L
Signature of employer/plan sponsor Date Enter name of individual signing as employer or plan sponsor
For Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2018)

v.171027



Form 5500-SF (2018) Page 2

6a
b

Were all of the plan’s assets during the plan year invested in eligible assets? (See inStructions.) ...........cccccviiiiiiiiini e, Yes I:[ No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and conditions.).............cccocoiiviiiiiiii, Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7? ...... D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year . (See instructions.)

| Part Ill | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal Plan @SSELS ...eeuvveieiieiieiie et 7a 6832747 7795278
b Total plan abilities ...............c.ccoerreeereeeeeeeeereeeeeeeeeeeeeeeeee, 7b
C Net plan assets (subtract line 7b from line 7a) ............c..ccccoveevennne. 7c 6832747 7795278
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) 129946
(2) PartiCIDANTS. ...evieeieeeeeeeeeeee e 8a(2) 85638
(3) Others (including rolloVErs)............c...ooveevereeererereeereerenennn 8a(3) 2821
Other iNCOME (I0SS) .....vevieeieieieieciieiieeiectese et sie s eveenaeereens 8b 748224
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....................... 8c 966629
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 4098
g Other expenses 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 4098
i Net income (loss) (subtract line 8h from line 8C) ............c.c.cco.v...... 8i 962531
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:
2A  2E 2J 3D 2F
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 300000
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 27894
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.100-3.) .ottt ettt ettt ene e 10h X

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




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

[Part \ I Pension Funding Compliance

11 s this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB D Yes D No
(Rl TS0 0) I Vo g T K N o T (o I TP PP PPPPPPON

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40....................... I 1la I

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISA? ....ooooooooeeee s oo eeeeevoseseesssse e eees s [ ves ] No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

a If awaiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
OFANTING thE WAIVET. ....eiiiiiiieieie ettt ettt e e e e ettt et e e e e e bbbt eeeesaanbnbeeeaeesaanrnneen Month Day Year

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

b Enter the minimum required contribution for this PIAN YEAT ................c.ccceveviiiueueereieeeeeeeeeeeeeeeeeeeeeee e 12b

C Enter the amount contributed by the employer to the plan for this plan year ...............ccccccovviiiiiiiiiiiiii 12c

d Subtract the amount in line 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
LETe =T (g (o0 T T PP PPPTPPPPN

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in @ny PIaN YEAI? ............cccccoeievevivevirieeeieereeee e D Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
(o2 10T I o) 1 =Y = T O PP

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

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




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

Department of the Treasury Benefit Plan
- Internal Revenuo Servica This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2018
Dapartment of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal
Employea Benefits Secusity Administration Revenue Code (the Code). This Form is Open to

Pension Benefit Guaranty Corporation Public Inspection

M » Complete all entries in accordance with the instructions to the Form 5500-SF,
{“Part] .| Annual Report Identification Information

For calendar plan year 2018 or fiscal plan year beginning 11/01/2018 and ending 10/31/2019
@ a single-employer plan D a multiple-employer plan (not muitiemployer) (Filers checking this box must attach a
A This returnfreport is for: list of participating employer information in accordance with the form instructions.)
[] a one-participant plan [] a foreign plan

B This retum/report s D the first return/report D the final return/report

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

C Check box if filing under: D Form 5558 D automatic extension D DFVC program
D special extension (enter description)
{~Partll-| Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. 401 (k) plan number
PROFIT SHARING PLAN N > 001
1c Effective date of plan
11/01/2001
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) 05~0475195

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

Hematology and Oncology Associates of Rhode Island, Inc. 2c Sponsor's telephone number

401-943-4660
2d Business code (see instructions)

1220 Pontiac Avenue

Cranston RI 02920 621111

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

3c Administrators telephone number

4 ifthe name and/or EIN of the plan sponsor or the plan name has changed since the last returnfreport 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
€ Plan Name
Sa Total number of participants at the beginning of the plan year 5a 29

b Total number of participants at the @nd 0f thE PIAN YBAN ........vevreirs s sessesssssssessssassssmssisssssosssnmossens 5b 35
€ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c

complete this item). L Are i eisEeetererararrerantrans Aehs AR A s e etee R s e nRe s bt aReR e e e SEeEeRe Sttt e e sas e eReEaat e nrta b ea e e e st esmasareanane 35
d(1) Total number of active participants at the beginning of the PIaN YEaT ..cecuuveerveeecceees et esssssssss st s esssssnsseneond 5d(1) 15
d(2) Total number of active participants at the @nd 0f the PIAM YBAT ........wv.ereverrrnssrerscssesssssssessssesessssesesssesssssassossed 5d(2) 19
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e

than 100% VeSO ..ouiisiceiirirrersissiisrsenesinsinssciasescsnssssessssnsssmnservsssusasasssssssss sassas st sossntassesnssestassssssassnssatsss onsansssied 3

Caution: A penalty for the late or incomplete filing of this returnireport will be assessed unless reasonable cause Is established,
Under penalties of perjury and other penaities set forth in the instructions, | declare that | have examined this return/repon, including, if applicable, a Schedule
SB or Schedule MB completed and signed by an enrolled actuary, as well as the electronic version of this retum/report, and to the best of my knowledge and

fief, it is true, correct, and ¢
A M - | 11SpoprakyrL gosepr, M.D.
Signature inistrator Date Enter name of individual signing as plan administrator
i Signature 6f emp}byerlplan SPORSOr Date Enter name of individual signing as employer or plan sponsor_ |
For Paperwork Reduction Act Notice, see the Instructions for Form §500-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 INSIIUCHONS.) .......c..ovvveeeesiveeseeserseceeesnrsenssssessnns Yes D No
b Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467 (See Instructions on waiver eligbllity and COMGIIONS.) c....veericrsremreonenersssssssssmeresssssisessessesssssssmsessensons @ Yes D No

If you answered “No" to either line 6a or line 6b, the plan cannot use Form §500-SF and must instead use Form §500.
C If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes D No D Not determined
If “Yes” is checked, enter the My PAA confimation number from the PBGC premium filing for this plan year, . {See instructions.)

|: Part Il | Financial Information

7  Plan Assets and Liabilities . {a} Beginning of Year {b} End of Year
A TOLAI PIAN BSSEIS .....voveceereevsr e irervessresssssnsessconsssrasenesssssssssrssasensenen 7a 6,832,747 7,795,278
D Total plan Iabilies ..........cvoveevreecerirrercrrinreereecnessoressesesarsseesssnsenses 7b
C Net plan assets (subtract line 7b from Ne 78) ......cccvevevrerienenerveres 7c 6,832,747 7,795,278
8 Income, Expenses, and Transfers for this Plan Year S {a}) Amount {b) Total
a Contributions received or receivable from: o Tl c
{1) Employers ..... eeeeeerseeesseenacssmmsceneteserstenoces 8a(1) 129,946
{2) PAICIDANIS. c.....vecvecrscveeecessnssesosssrassassessssssssisssrssmssssssstsstsestens 8a(2) 85,638] °
{3) Others (including rollovers) 8a(3) 2,821}
b Other income (1058) ...cc.cc.ceurvvirrercererneas 8b 748,224 o L
C_Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ....ecvcverssccereens 8c R 966,629
d Benefits paid (including direct roliovers and insurance premiums B R R
10 Provide BONEMitS)......cccveerirereerreeenvesiioioicrinionsicsnonssmonrssesessrsisssass 8d
e Certain deemed and/or corrective distributions (see instructions)...; 8e
f Administrative service providers (salaries, fees, commissions)....... 8f © 4,088
O Other eXpenses......omrumeions it s s sonsiisss e 89
h_Total expenses (add lines 8d, 8e, 8f, and 8g) ...........cocoorrvnvcsssnsnnee, 8h o 4,098
i Net income (loss) {subtract line 8h from ing 8) ...eereeerevreccreerereas 8i el T S0 962,531
j Transfers to {from) the plan (see NStUCHONS).......vcevrrmrerrcrirsnans 8 el T

| Part IV'| Plan Characteristics
9a |!f the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2A 2E 2J 3D 2F

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 28 CFR 2510.3-1027 (See instructions and DOL’s Voluntary Fiduciary Correction X
PIOGIAMY 1oveeeertirrriervenerrsesneestssiorassssssmnnesessreessessess barstassarssnssosssssesbosstessssssssressssssssrsssersorsarsesetssass 10a
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions X
reported on line 10a.) Leeeessesstessaessassnteobetiertsensaia s e Are b arbe s iabs e et eenraEeasansen e eecrranatekbtersta 10b
C  Was the plan covered by @ fidlity BONA? ....ccuncrnicimimniicnnnnisissesisss s ssssiss resssessssassess 10c | X 300,000
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
by fraud or dishonesty?..........cceveerivn Heeveestestestessesbeerraneiteettetsarabaaese st asnsresesuesietben 10d
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the PlanT? (See INSHUCHONS.).....ccvereceieeccreererssroritorsesessisaesstsssinsastsesesssonersnsasarsasssssressassasessansrnsssasassas 10e
f Has the plan falled to provide any benefit when due under the Plan? ... 10f X
g Did the plan have any participant loans? (If “Yes," enter amount as of year-end.} .....cccoeemniirinncs 109 | ¥ ’ 27,894
h ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X o ‘ e
2520.10153.) cuvereeerevrrvnserererreerseerassisssssestsesessssssenertsiassisssntasssntyesossssssesssensssasssossnsessavassrssasesssassesans 10h
i If 10h was answered “Yes,” check the box if you either provided the required notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3. retreseeeesatrenrsasasirese 10}



" Form 5500-SF (2018) Page 3- I |

IPart Vi | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes,"” see instructions and complete Schedule SB D Yes D No
(Form 5500) and line 112 below)...........ccocsrvennsn tteesiieenersens it eateisat s tener s et s satestersortntennronseatens

11a_Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of D Yes @ No
ERISA? ..oovvricirinisiennseasssresnssssssssosensenissssesssnses .

(If "Yes,” complete line 12a or lines 12b, 12¢, 12d, and 12e below, as applicable.)

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

Granting the WAIVET. ..o b s s Month Day Year
If you completed line 12a, complete lines 3, 9, and 10 of Schedule MB (Form 5500), and skip to line 13.
b Enter the minimum required contribution for this plan year ..................... ettt s esr s eesressesesreee 12b
€ Enter the amount contributed by the employer to the plan for this PIan YEAT ............ccveiieinvirerieioisessersesorsoeres 12c
d Subtract the amount in tine 12¢ from the amount in line 12b. Enter the result (enter a minus sign to the leftof a 12d
NEGAIVE BMIOUNE) L.iiviesiiisiresssesnirisienreoieiiesionrorassssstsessassussestosssnssscsstssssissbntisssutsssssstsontbossssostsss shnaestassons sossos

[} yes [] N [] NA

DYes ENO

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes E‘ No
CONEIOL O 8 PBGBCT .....ocveovverreeririererienerersasersiessnssessrorsesssnesssasssnsssssonsas sossssasarsessssssssse tdisesasssssasasessssassars ystsntssoshstassssonsssnsass

€ 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.

43c{1) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)




