Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 400086

Department of the Trea§ury B en Eﬂt PI an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
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 2017 or fiscal plan year beginning  11/01/2017 and ending  10/31/2018
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.)
|:| a one-participant plan D a foreign plan
B This return/ ti ) )
IS returnreport 1s |:| the first return/report D the final return/report
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 |:| DFVC program
|:| 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. CASH BALANCE PLAN plan number
(PN) 002
1c Effective date of plan
11/01/2006
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 05-0472881
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 HEMATOLOGY & ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. 4d PN 002

C Plan NameHEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND CASH BALANCE PLAN

5a Total number of participants at the beginning of the Plan YEar .................cociioeeeeeeeeeeeeeeeeeee e 5a 21
b Total number of participants at the end Of the PIAN YEAT...........cv.ieeeeeeeeeeeeeeeeeeeeeeee e 5b 21
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c

[oToTaa] o111 (TR {0 ESTN1 (=02 TR

d(1) Total number of active participants at the beginning of the plan year 5d(1) 17
d(2) Total number of active participants at the end of the PIaN YE&T ..............cccceriviiriieeieiieieeeeie e 5d(2) 17
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN 1000 VESTEA ...ttt e e ettt ettt e e e e ettt e e e e e e ettt e e e eeesenataeeeeeennbaeeeeaesaansssseeaeeesannrbeneeeas

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. 07/09/2020 PLAYKIL JOSEPH
HERE . o Lo - -
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN
HERE . Lo 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 (2017)

v.170203



Form 5500-SF 2017 Page 2

6a

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCHIONS.) ........ooiiiiiiiiiiiiiiiee e Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified public accountant (IQPA)
under 29 CFR 2520.104-467? (See instructions on waiver eligibility and CONItIONS.)........ccuuiiiiiiiiiii s 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)? ...... 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 Il | Financial Information

7  Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtal PIAN ASSELS .....cuecviiviiviieeieeietieteeieieeeteete ettt e et 7a 2951315 3090568
Total plan HabilitiesS...........c..coivreieiieieiieeieeeeee e 7b 0 0
C Net plan assets (subtract line 7b from line 7a)................c.cc............ 7c 2951315 3090568
8 Income, Expenses, and Transfers for this Plan Year (&) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYEIS ..ot 8a(1) 0
(2) PArtiCIPANES. .......cveeveeeeerereeeeereeeeeeteeteeteeeeeneseseeeeteesenenereeneeneans 8a(2) 0
(3) Others (including rollOVErs)...............ccoveueeveueeereeeneeeerereenerennas 8a(3) 167327
Other iNCOME (I0SS) .......eeeiuiiiiiiiiiiiiii e 8b
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)........................ 8c 167327
d Benefits paid (including direct rollovers and insurance premiums
t0 Provide DENEFILS)........c.cviueivieeieeieieieie et 8d 28074
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f Administrative service providers (salaries, fees, commissions)....... 8f 0
0 Other EXPENSES....ccuiiiiiiiiiiiiiieiiiicee e 8¢ 0
h Total expenses (add lines 8d, 8e, 8f, and 8g)... 8h 28074
i Netincome (loss) (subtract line 8h from line 8c).. 8i 139253
j Transfers to (from) the plan (see instructions) ...........ccceveeeevienenns 8j 0

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
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 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction

[T 1= 131 PSPPSR 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

FEPOMEA ON lINE LOA.)......cviveveriieisieitetitetett ettt sttt b et sese e es s nsssesese s enn e 10b X
C Was the plan covered by a fidelity BONd? ... 10c X

Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

DY fraUd OF GISNONESTY? ..........oeivviieeeeeeceee et eeee st n st enenees s s s nesened 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.) .....ueiiiiiiie ittt sae e ebeee s 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........ccccocccoveeeveveeereneneninnns) 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) .............ccccccoee 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.10L-3.) 1ovveieiitieeieeete sttt ettt ettt 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..........cccceeviiiiiienieniieieenie 10i
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[Part VI | 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
(FOrm 5500) ANd N 118 DEIOW) ....eveiiieeiie ettt e e et e e ettt e et e e e et eaeene e eanteeaaanteeesnneeeesseaesnseeeennnenennseeesnneeees]

11a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40........................] ‘ 1la ‘ 0
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
L1 PSP

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

a |If a waiver of the minimum funding standard for a prior year is being amortized in this plan year, see instructions, and enter the date of the letter ruling
GrantiNg the WAIVET. ........iiiiiiiiiiiiiiii ettt ettt st et e ear e st eseeeareesteesnne 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.cccevevruieeeeeeeeeeieeeeeeeeeeeeeeeeeeeeeeeeeeeee e, 12b

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

d Subtract the amount in line 12c from the amount in line 12b. Enter the result (enter a minus sign to the left of a 12d
NEGALIVE BIMOUNT) ...ttt ettt e et et eee e et e e e et e ettt eetd ettt ee e et e eee e e sh e e aet £ et e asreeabeeenneenrreaireenees

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

‘Part VI | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in @ny Plan YEAr? ...........ccccoceeveeveeeeeeeeeeeeeee e Yes D No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year ...........cccccoiiiiiiiii e, 13a 0

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the I:I Yes No
[l LT ge I oY o =T 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)




OMB No. 1210-0110

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan

Actuarial Information 2017

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

This Form is Open to Public

Employee Benefits Security Administration Internal Revenue Code (the Code). Inspection
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 11/01/2017 and ending  10/31/2018
» 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

HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. CASH BALANCE plan number (PN) 3 002

PLAN

D Employer Identification Number (EIN)
05-0475195

C Plan sponsor's name as shown on line 2a of Form 5500 or 5500-SF
HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC.

E Typeof plan: [X] Single [ ] Muttiple-A [ ] Multiple-B F Prior year plan size: [X| 100 or fewer [ | 101500 [ | More than 500

‘ Part | | Basic Information

1  Enter the valuation date: Month Day Year
Assets:
AMATKEE VAIUE .......eceeveiieec ettt ettt ee sttt s s s e sae e et e et ssnsee st et e st ee s s s s e esesans et et et et s snans st etesasenenensnanes 2a 3118642
D ACIUANAI VAIUE ...ttt n s s e st en s s naneneetenen e 2b 3118642
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 ..........ccccceeveveeiveeennnnd| 0 0 0
b For terminated vested PartiCiDANLS .............ccc.cceveveeuerceeiesieseeee e 7 47278 47278
C FOr aCtiVe PArICIPANTS ......eeiiiiiiiii ettt e et e e s 15 2354277 2354277
O TOtAL oot ean] 22 2401555 2401555
4 |fthe plan is in at-risk status, check the box and complete lines (&) and (b)........c..ccccevveuenn.... |:|
a Funding target disregarding prescribed at-risk asSUMPLIONS...........cociiiiiiiiiiiii e 4a
b Fuqding target reflecting at—ri§k assumptiqns, but disreggrding trgnsition r'ule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor ..............cccccoevveciiiecciineenne
B EffECHVE INEEIEST TALE ........e.eeceeeceeeee ettt ee et e et e s e e et et e s s e e e e et eeese e ee st es s ensnaeantesesenennenenaneen 5 5.65%
B TAIGEL NOMMAI COSE ..evivviieececectete ettt ettt ettt ettt e st et et e s aet e s et et et ennsee st et e se st e e st es s s eanaeteses s s snanesaneen 6 354629

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 12/20/2018
Signature of actuary Date
MARK VIDAL 17-05069

Type or print name of actuary
THE HILB GROUP OF NEW ENGLAND, LLC

Most recent enrollment number
800-678-1700

Firm name
931 JEFFERSON BOULEVARD
SUITE 3001
WARWICK, RI 02886

Address of the firm

Telephone number (including area code)

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.

Schedule SB (Form 5500) 2017

v. 170203



Schedule SB (Form 5500) 2017

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

DL I PSP PP PP PP UPRPPRPPPPRPPORY 0 0
8 Portion elected for use to offset prior year's funding requirement (line 35 from prior

D=2 L [P 0 0
9  Amount remaining (line 7 MiNus iN€ 8)..........ccceveevrvrviveriiirerierernns 0
10 Interest on line 9 using prior year's actual return of ___ 0.00 %.........ccccvevevereerennnnn) 0
11 Prior year's excess contributions to be added to prefunding balance:

a Present value of excess contributions (line 38a from prior year)..........ccoccveeviveennind) 0

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 5.79% ..cvevnnnnn) 0
b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
(=100 ] 0 TR PR RPN PPRPRPPPPRPR 0

C Total available at beginning of current plan year to add to prefunding balance 0

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

Part lll Funding Percentages

14 FUNding target AttaiNMENt PEFCENTAGE ........ov.veeeveeeeeeeeeeeeeeee e eeeeeeeeeeeeeeeeeeeeeee e seeseeeesese e eeeseeeee s eeeseeeseeee e seeseseeeseeseeeeeesseseeeseeeeeseseeseeesseeeseseeeeeee 14 129.85%
15 Adjusted funding target attaiNMENt PEICENTAGE ........cv.v.ieeeeeeeeeeeeeeeeeeeee oot ee e e e eeeeee et eeee e e e st ee e e e e eeen et eeeeeeee e s neeeeeneeens 15 129.85%
16 Prior year’s_ funding_ percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16

YEAI'S FUNGING TEOUITEIMIENT. .........ocvevceeeeeeeeecee e eeeee e eee et eee ettt es e et ee st e s s aesenessesaesen e es s ee s s sen s sns s et enestesnassenessensnaesenansned 124.01%
17 If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ..............cc.cocveveeen... 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
Totals » 18(b) 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. .........ccccceveevvveeriveennnns 19a

b Contributions made to avoid restrictions adjusted t0 VAlUALION ALE .................ccceueveveeereeeeecereeieseresececeeeeesenesenans 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date..................... 19¢ 0
20 Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriOr YEAI?...........ocii it D Yes No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner? ...........c.cc.ccoeveerveioeuerieeeneeneneeenn, D Yes D 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) 2017

Page 3

PartV | Assumptions Used to Determine Funding Target and Target Normal Cost
21 Discount rate:
a Segment rates: 1st segment: 2nd segment: 3rd segment: )
4.16% 572% 6.48 % D N/A, full yield curve used
b Applicable MONth (ENEEF COUR) ...t e e 21b 0
22 Weighted aVerage FEtIBIMENE A0E...........ov oo eeeeeeeeee e eeee et e e et ee e e e e oo e e e e et e s e et ee e 22 62

23 Mortality table(s) (see instructions) Prescribed - combined D Prescribed - separate |:| Substitute
Part VI |Miscellaneous Iltems
24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

= L= o] 0 01T o SRR D Yes No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment.................c.cococouev...... 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
AHACHIMENT ... ettt sttt eb et ettt et siee e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for @ll PHIOF YEAIS .........c.c.cvcuevcuereeeeeeeeeeeeeeeie et es s ies st 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(g TR R ) TSSOSO SO P OPRRURRPPRP 0
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS liN€ 29) .........ccceceevvveerierreeeierennss 30 0
Part VIll | Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B) .........eeeuiveveeeieeeececeeteetee s eeeeee ettt es s s eaeaete s et et eesesesesese s et s s s ssssesessnssssaetesesenessssnansesasans 31a 354629
b Excess assets, if applicable, but not greater than liNE 3La ..........c.ccoeeueveveverieceeeeeeseeeseeee e 31b 354629
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment...
b Waiver amortization inStallMENt ................cc.ccrerriueiiieieieieiieeeeeeseeee e 0
33 if a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ...........ccccovvvvriieniiniienneenn 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
TEQUINEMENT ...t 0 0 0
36 Additional cash requirement (liN€ 34 MINUS NE 35) ..........ccevreieeieieeeeeesieeeeeseeeeee st eee st sse s eness e 36 0
37 fgr;tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 0
[0 T TSSOSO TSP U PP TP TPO PR TR UPPPPRPPORPPPON
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, Of [INE 37 OVEN N B6) .........ccvvrveiverceeeeeeeeereceeieeeeeeeeseeseneeee s ese s st eee st enesaes e snesd 38a 0
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) .........cc.c..ccceuevue... 39 0
40 uUnpaid minimum required cONHBULIONS O All YEATS............cc.cvevevereeeeeeceeeeceeeeeeeeeeee e ss e eree e 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:
b= TSt a0 [0 L= 1= (=Y o RS SRRN D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a was made

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

42 Amount of acceleration adjustment

42

43 Excess installment acceleration amount to be carried over to future plan years

43




Form 5500-SF Short Form Annual Return/Report of Small Employee OMB Nos. 12100110
Department of the Treasury Benefit Plan
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2017
Department of Labor Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Intemnal
Employos Benefits Security Administration Revenue Code (the Code). Tl'gs :l?m is Open to
o Benaf " - ublic Inspection
Pensio Guaranty tion » Complete all entries in accordance with the instructions to the Form 5500-SF.
| Part! | Annual Report Identification Information
For calendar plan year 2017 or fiscal plan year beginning 11/01/2017 and ending 10/31/2018
@ a single-employer plan D a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
A This retum/report is for: list of participating employer information in accordance with the form instructions.)
D a one-participant plan D a foreign plan
B Thi i
IS retum/report is D the first retum/report D the final retum/report
@ an amended retum/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)
|_Partli | Basic Plan Information—enter all requested information
1a Name of plan 1b Three-digit
plan number 002
HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. CASH BALANCE (PN) »
PLAN
1c Effective date of plan
11/01/2006
2a Pian 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) 2c S N
HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. C Spansor’s telephone number

401-943-4660

2d Business code (see instructions)
621111

1220 PONTIAC AVENUE

CRANSTON RI 02920
3a Plan administrator's name and address @ Same as Plan Sponsor. 3b Administrator's EIN

3¢ Administrator's telephone number

4  If the name and/cr EIN of the plan sponsor or the plan name has changed since the last return/report filed for 4b EIN 05-0472881
this plan, enter the plan sponsor’s name, EIN, the plan name and the plan number from the last retum/report.

a Sponsor's name Hematology & Oncology Associates of Rhode Island, Inc. 4d PN 002

C Plan Name Hematology and Oncology Associates of Rhode Island Cash Balance Plan
5a Total number of participants at the beginning Of the PIAN YEAF «.............eveemeeeeeeeeeeeeeesesresseessssesseseesesseesesseemssseseene] 5a 21

b Total number of participants at the end of the plan year 5b 21
C Number of participants with account balances as of the end of the plan year (only defined contribution plans 5c

complete this item)
d(1) Tota) number of active participants at the beginning of the plan year................cooooo...... 5d(1) 17
d(2) Total number of active participants at the end of the plan year 5d(2) 17
€ Number of participants who terminated employment during the pian year with accrued benefits that were less Se

than 100% vested 0

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, i declare that | have examined this retum/report, including, if applicable, a Schedule

SB or Schedule MB oompleted and s:gn71 fy an enroiled actuary, as well as the electronic version of this retum/report, and to the best of my knowledge and
R CC lete

SIGN } \ _ Playkil Joseph
HERE Signatt(re ofgla Date 7’ q 2,0 Enter name of individual signing as plan administrator
++
SIGN
Signature of employeri/plan sponsor Date Enter name of individual signing as employer or plan sponsor_|

For Paperwork Reduction Act Notice, see the instructions fot Form /.‘,’oSOOSF Form 5500-SF1(72(;)2102
v.

)
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Were all of the plan’s assets during the plan year invested in eligible assets? (See instruclons. ) ... @ Yes D No
Are you claiming a waiver of the annual examination and report of an independent qualified publlc accountant (IQPA)

under 29 CFR 2520.104-467 (See instructions on waiver eligibility and conditions.)... = Yes D No
If you answered “No” to either line 6a or line 6b, the plan cannot use Form SSDD-SF and must lnstead use Form 5500

If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)? ...... D Yes @ 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.)

| Partlll [ Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets ... 7a 2,951,315 3,090,568
b_Total plan Habilities .........ooovvooooooooooovo oo 7b 0 0
C Net plan assets (subtract line 7b from line 7a) .........ocoooovvvvoo . 7c 2,951,315 3,090,568
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS .ot 8a(1) 0
(2) Participants.........o..oooooveeiiiicieess | 8E(2) 0
(3) Others (including rollovers)...........cccocoooooveccceevivccsseseceooo.| 8a(3) 167,327
b _Other income (0SS ........oeeeemmmeeeeeeie v BB
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)... sisesviiia), 86 167,327
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits)..........oco.ooooooeooeeeeeeeeeceeeeeeeee | 8d 28,074
€ Certain deemed and/or corrective distributions (see instructions) ... 8e 0
f _Administrative service providers (salaries, fees, commissions)....... 8f 0
g Other eXpenses.........ooooooioiiiriiicececccceccceieceoeee| | 8Q 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) ..o 8h 28,074
i Netincome (loss) (subtract line 8h from line 8c).... 8i 139,253
i Transfersto (from) the plan (see instructions)..............cocceeueeen.... 8 0

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
b [ifthe plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:
J 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 2510.3-1027? (See instructions and DOL's Vo1untary Fadumary Correction X
RO AT vt i e S T e e et oA s e amemr o R . 117
b Were there any nonexempt transactions with any party-m -interest? (Do not include transactions %
reported on e 108.) ... unusummnnmunvaisssiss st ) OB
€ Was the plan covered by a fidelity bond? ... 10c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused X
by:fratid OrdIShONESHYT ..o st o i s nsssimvnnl]. 108
€ Were any fees or commissions paid to any brokers, agents, or other persons by an insurance
carrier, insurance service, or other organization that provides some or all of the benefits under X
the plan? (See iNSTIUCHONS. )....ocoiviieeiet et 10e
f Has the plan failed to provide any benefit when due under the plan? 10f
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ...........ccooovovn.... 10g X
h ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR X
2520.101-3.) .. i e i A e I 1 1]
i If 10h was answered “Yes," check the box if you either prowded the reqmred notice or one of the
exceptions to providing the notice applied under 29 CFR 2520.101-3 ..o eeeeeeeeeeeee o] 100
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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

(Form §500) and iR 11@ DEIOW).......cucueeetiuieeeetcereeceeeeeeeeeterenecvaee v seececrcreaserescensasasonsonssensaneenseaseneasessan

E Yes D No

11a_Enter the unpaid minimum required contributions for ail years from Schedute SB (Form 5500) fine 40...........

0

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of

DYesElNo

ERISA? et eaesas
(i "Yes,” complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.)

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

granting the WaIVEr. ... ceneecccceeese e et et e eneaneaenevnesens .. 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 12b
C Enter the amount contributed by the employer to the plan for this plan year | 12¢
d Subtract the amount in line 12c from the amount in line 12b. Enter the resuit (enter a minus sign to the left of a 12d
negative amount) cereearieaeisntesaens

U

€ Wil the minimum funding amount reparted on line 12d be met by the funding deadline?

Yes || No [| NA

Part Vil | Plan Terminations and Transfers of Assets

13a Has a resolution to terminate the plan been adopted in any plan year? ..

K ves [] No

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

control of the PBGC? .........c..eeioniceee e

D Yes El No

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):

13¢(2) EIN(s)

13¢(3) PN(s)




SCHEDULE SB Single-Employer Defined Benefit Plan OMB No. 1210-0110
(Form 5500) Actuarial Information 2017

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 8059 of the
Employee Benefits Security Administration Internal Revenue Code (th e Cod e).

This Form is Open to Public
Inspection

Pension Benefit Guaranty Corporation

» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2017 or fiscal plan year beginning 11/01/2017 and ending 10/31/2018

» 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
HEMATOLOGY AND ONCOLOGY ASSOCIATES OF RHODE ISLAND, INC. plan number (PN) > 002

CASH BALANCE PLAN ¢

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

Hematology and Oncology Asscciates of Rhode Island, Inc.|05-0475195

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

Basic information

1  Enter the valuation date: Month 10 Day 31 Year 2018
2 Assets:
BUMBIKEE VAIUC. ... et ee e s aa e s e s e e e s s s e st s et s et an st a e e s e e 2a 3,118,642
D ACKUBIIAI VAIUE .ottt 2b 3,118,642
3 Funding target/participant count breakdown (1) Number of (2) Vested Funding | (3) Total Funding
participants Target Target
@ For retired participants and beneficiaries receiving payment ... 0 0 0
b For terminated vested participants s 7 47,278 47,278
€ For active PartiCIPANTS .............ccooviiviierie et s ‘ 15 . 2,354,277 2,354,277
dTotal ............... e UV . 22 2,401,555 2,401,555
4 If'the plan is in at-risk status, check the box and complete lines (@) and (b)..........cccoevienan D
a Funding target disregarding prescribed at-risk @ssumptions...........o..coovoiiiiini i 4a
b Funding target reflecting at-risk assumptions, but disregarding traqsition rule for plans that have been in at-risi 4b
status for fewer than five consecutive years and disregarding loading factor............cccovoiiiiiiniiien
B EECHVE IMEEIESE FAIE ..ee. e oo eeeeee oo et ea s et 5 5.65%
B TAGEL NOMNAI COSE .....ooveceroceeeeeeeeese ettt et 6 354,629

Statement by Enrolled Actuary .
To the best of my knowledge, the mformauon supphed in this s }
accordance with applicable Iaw,,anﬂ’ regulauons In my-opifignr
combination, offer my best. e§i|mate of anugpaﬂe}per

ption is reasonable (taking into account the experience of the plan and reasonable expectations) and such cther assumptions, in

€nce under the L . /

fean panying schedules, statements and attachments, if any, is complete and accurate. Each prescribed assumption was applied in
other asg
W

: 12/20/2018
/ Signature of actuary Date
- MARK VIDAL - 1705069
- Type or print name of actuary ‘ . . v Most recent enroliment number
THE HILB GROUP OF NEW ENGLAND, LLC 800-678-1700
Firm name Telephone number (including area code)
931 JEFFERSON BOULEVARD
SUITE 3001 -
WARWICK RI 02886
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) 2017
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Part 11 Beginning of Year Carryover and Prefunding Balances

7

(a) Carryover balance

(b) Prefunding balance

Balance at beginning of prior year after applicable adjustments (line 13 from prior

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
122 1) PSSP PPUPUR

Amount remaining (lin€ 7 minus liN@ 8)...........ccoiiiiiiiiiie e

o

10

Interest on line 9 using prior year’s actual return of 0.00% ..o

11

Prior year’s excess contributions to be added to prefunding balance:

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

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 5.79%...........]

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
[0 L1 o PR T PO PPRPPTRPOPPPPRPPPN

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

d Portion of (c) to be added to prefunding balance..............cccooveveveeeeceeeeeeeeeeeeen]

12

Other reductions in balances due to elections or deemed elections...............c...c.......

13

Balance at beginning of current year (line 9 + line 10 + line 11d —line 12).................]

o|Oo|O |[o|lo |o

Part IlI Funding Percentages

14

Funding target attainmMeENnt PEICENTAGE ........c.ciiiie ettt b bt s b a e b ettt b bttt b b et ne st et et enenenen ]

14

129. 85%

15

Adjusted funding target attainMmeEnt PEIrCENTAGE.........coi ittt e e et e e st e et e et e et e e enneeas

15

129. 85%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current

L= L (Vg Lo g T I (Yo U1y =Ty g =T o | SRS

16

124.01%

17

If the current value of the assets of the plan is less than 70 percent of the funding target, enter such percentage. ............cccccoceeenen,

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
(MM-DD-YYYY) employer(s) employees (MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

Totals »

18(b)

o

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

..................................... 19a
b Contributions made to avoid restrictions adjusted to valuation date ..................ccccoeeevereveveccieeeeeeeeeeeeeeee s 19b

.................... 19c

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date

o

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the Prior YEAr?......... .o ettt et e e et e e ettt e e et e e e e neeeeenneeas D Yes @ No

b If line 20a is “Yes,” were required quarterly installments for the current year made in a timely manner? ................cccocevvuevevrurveeceereneeenn. [[ 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

@) 4th
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Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

a Segment rates: 1st segment: 2nd segment: 3rd segment:

[ | N/A, full yield curve used

4. 16 % 572 % 6. 48%
D Applicable MONth (ENEEI COUR).........cuevivvieeeeeeeeee ettt et esen st en e 21b 0
22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions) @ 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
=Y Le= o] o 4 =Y o | SO PP PP PPROPPR D Yes @ No
25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment. ...............c..cccoc.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 B No
27 If the plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27
AHACHMENT ... e
Part VIl |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all Prior YEAIS ..............ccceeveuieeeieeeeeeeeeeeeeeeee e 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29
(0 TOR) ..o 0
30 Remaining amount of unpaid minimum required contributions (line 28 Minus lIN€ 29) .............ccceeveeeveceveenenn.. 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOrMal COSE (IN€ B) .......ueiiiiiie ittt e et e et e et e e st e e sebeeeaeneee e 3la 354, 629
b Excess assets, if applicable, but not greater than iNe 31@ ..........cocoovoioeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeeee ] 31b 354, 629
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization installment..............cc.ooiriiiii e 0 0
b Waiver amortization inStallMent .................c.coveveeererceiceeeeeee et ennens 0 0
33 If a waiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount ............ccoccceeiniiiniiieenen, 33
34 Total funding requirement before reflecting carryover/prefunding balances (lines 31a - 31b + 32a + 32b - 33)....] 34 0
Carryover balance Prefunding balance Total balance
35 Balances elected for use to offset funding
FEQUINEMENT. ....eiiiiiiieiiiie et 0 0 0
36 Additional cash requirement (liNe 34 MINUS INE 35)...........cvveeeeuieeeeeeeeeeeeeee e e e s 36 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37
1€ ettt e ettt ettt ettt ettt ettt bt eeteeae e eheeae e At eat e bt eae e beeaeeaheeseete oAt e beeae e beeabeteeae e beenteeteenseabeensesteeseereensenreee 0
38 Present value of excess contributions for current year (see instructions)
a Total (excess, if any, 0f [INE 37 OVET N 36) .......ceveveveveeeieeeeeceeeeeeee e eeee e ee et es e en e 38a 0
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)...........cccccoco.o....... 39 0
40 Unpaid minimum required contributions for @ll YEars .............cccevevoveueueueeiieeeeeeeeeeeeeee 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:

A SCHEAUIE EIECIEA ... et e et e e e e et e e e e e e e et eeeeeeeeeateeeeeeeaeansaaeaeeeeeannnees

D 2 plus 7 years

D 15 years

b Eligible plan year(s) for which the election in line 41a was made

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

42 Amount of acceleration AdJUSIMENT ............c...cvovcuiuiuiieeeeeeeeeeeee ettt e ee et eess st e s esesees s enesesesesssnsssssesesens

42

43 Excess installment acceleration amount to be carried over to future plan Years ..............ccccoeveeeeereceeeeeeeeeeennnd

43




