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Department of the Treasury
Internal Revenue Service

Benefit Plan
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Short Form Annual Return/Report of Small Employee

This form is required to be filed under sections 104 and 4065 of the Employee Retirement
Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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

OMB Nos. 1210-0110
1210-0089

2019

This Form is Open to
Public Inspection

| Part| | Annual Report Identification Information

For calendar plan year 2019 or fiscal plan year beginning  01/01/2019 and ending

12/31/2019

a single-employer plan
A This return/report is for:
|:| a one-participant plan D a foreign plan

B This return/report is

|:| the first return/report D the final return/report

|:| an amended return/report

C Check box if filing under: Form 5558

|:| special extension (enter description)

D automatic extension

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

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

|:| DFVC program

| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
NORTH MISSISSIPPI FAMILY MEDICINE GROUP OF OXFORD 401(K) PROFIT SHARING PLAN plan ”L;mber ool
(PN)
1c Effective date of plan
01/01/2009
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) 26-3985042
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2Cc Sponsor’s telephone number

NORTH MISSISSIPPI FAMILY MEDICINE GROUP OF OXFORD, P.A.

662-236-4675

2d

1397 BELK BOULEVARD
OXFORD, MS 38655

Business code (see instructions)
621111

3b

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

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 year 5a 18
b Total number of participants at the end of the PIAN YE&T .............cccveveviveuerieieeeeeeeeeeeeee e eeer et eeen s 5b 18
C Number of p_ar_ticipants with account balances as of the end of the plan year (only defined contribution plans 5¢c 13
complete this ItEIM) ......ueiiiiiie e
d(1) Total number of active participants at the beginning of the plan year . 5d(1) 16
d(2) Total number of active participants at the end of the Plan YEar ...........ccccoviuiriierioeereee e 5d(2) 16
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0
tNAN 1000 VESTEU ... ittt s ekt e st e ser e et e e st e et e se e et e et esms e ekt e sme e e neesnneeneesnneesnnesrneenneesnneenn

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

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

belief, it is true, correct, and complete.

SIGN Filed with authorized/valid electronic signature. 09/11/2020 KECIA KIRK

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

SIGN Filed with authorized/valid electronic signature. 09/11/2020 KECIA KIRK

HERE 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 (2019)
v.190130




Form 5500-SF (2019) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStrUCtioNS.) .........cccuvviiiiiiiiiiiieiee 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 conditions.)...........cuuiiiiiiiiiiiie e 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 lll | Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
A TOtaAl PIAN ASSELS ...vveveeiiiieieie et 7a 943103 1249681
b Total plan abilities .................ccoovveverereeeeeeeerereeeeeeeeeeeeeeeeeee, 7b
Net plan assets (subtract line 7b from line 7a) .............c.cceverrne.ne. 7c 943103 1249681
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYETS .o 8a(1) 44659
(2) PartiCIPANS. ......ccvieteeiriereeieeieteeteeeeet ettt en et eeveenes 8a(2) 63779
(3) Others (including rolloVers).............ccccuuiiieeeiiiiiiieeeeeeciiiieaaenns 8a(3)
Other iNCOME (I0SS) ......ccveeereiueieeeeeeeeeeeeee e ea e e aeaeseaanans 8b 201927
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ...........c........... 8c 310365
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS) .........cveeeeeieeieeiiieiieeeeeieeeeeeeeeeeeeeeeeeeeeia 8d 3712
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 75
g Other expenses 8g 0
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 3787
i Netincome (loss) (subtract line 8h from line 8¢) ..........c.cccococuu.n..... 8i 306578
j Transfers to (from) the plan (see iNStructions)...........occccvvveeeeernninnns 8j

Part IV | Plan Characteristics

9a |If the plan provides pension benefits, enter the applicable pension feature codes from the List of Plan Characteristic Codes in the instructions:
2E 2F 2G 2J 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 2510.3-1027? (See instructions and DOL'’s Voluntary Fiduciary Correction
[ (0T =1 1) I OO PP TR PUPPTPTN 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions
(= ol la=To Mol g I 110 TC I 0= U ST OTPPPPPPP 10b X
Was the plan covered by a fidelity bond? ... 10c | X 125000
Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused
DY fraud OF AISNONESTY?.....coi ittt ettt e ettt e et e e e sbee e e anteaeanaeas 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? (S INSIIUCTIONS.) .. ...uiiii ittt e e e e e 10e X
f  Has the plan failed to provide any benefit when due under the plan? ............ccccooernierinisinecnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c.cccccoeeveene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1070-3.) oottt 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 ..........cceviivieiniieeniiiiiiieeeeens 10i




Form 5500-SF (2019) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Is this a defined benefit plan subject to minimum funding requirements? (If "Yes," see instructions and complete Schedule SB

(Form 5500) and lines 11a and b below.) If this is a defined contribution pension plan, leave line 11 blank and complete line 12 |:| Yes No
{022 (o P TP PPPTI
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ....................... ‘ 1la ‘

b PBGC missed contribution reporting requirements. If the plan is covered by PBGC and the amount reported on line 11a is greater than $0, has PBGC
been notified as required by ERISA sections 4043(c)(5) and/or 303(k)(4)? Check the applicable box:

Yes.

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made
by the 30th day after the due date.

No. The 30-day period referenced in 29 CFR 4043.25(c)(2) has not yet ended, and the sponsor intends to make a contribution equal to or exceeding the
unpaid minimum required contribution by the 30th day after the due date.

No. Other. Provide explanation

N N N |

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
= S N T OO P PO PP PPPPPPPPPPPPPPPPPNY D Yes No
(If "Yes," complete line 12a or lines 12b, 12c, 12d, and 12e below, as applicable.) If this is a defined benefit pension plan, leave line
12 blank and complete line 11 above.

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 T8 WAIVET. ....eiiiiiiieeeiii ettt e e ettt e e e e e aatt bttt e e e e aasbbbeaeeaaaannbneeeaeesaanrnneen 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 YEAI ................cccccevvimeeeeesererireeeeeeesseeeereneeereeseenenns 12b

C Enter the amount contributed by the employer to the plan for this plan year ..............cccoccoiiiiiiiiiiiiiiiics 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
(Lo L =T 1y o TV g T T P P PP PP PPPPPPPPPPPRt

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

[Part VII | Plan Terminations and Transfers of Assets

13a Has aresolution to terminate the plan been adopted in any PIan YEar? .............ccccceevevevevereeceeeeeiee e |:| Yes No

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes No
CONEIOI OF tNE PBGC? ...ttt ettt e ettt e e ettt e e sh e e e st b e e s b e e e s st b e e eate e e e eabs e e s asb e b e sbbseessabsaesasbneesabneeens

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)




SEP-1656-2020 10:43 BURLEIGH CONSULTING 9017672904 P.004-008
Sep. 15, 2020 10:314M North MS. Family Medicine Ne. 6339 P, 4/9
Form 5500-SF Short Form Annual Return/Report of Small Employee O s, e oo
Bepanment of the Trezasury BenEﬂt Ptan
tnigmal Reyenue Servics This farm is required to be filed under sectlons 104 and 4065 of the Employae 2019
Capar Tisbor Retiramen! income Security Agt of 1974 (ERISA}, and sectlon 6057(b) and 6058(a) of .
Ennpioyes Banatls Socuriy Adrinisiaion the internal Revenue Coda (lhe Code). This F°m:l::p‘:z§: r:D Public
Pension Bansil Suaranly Corporaticn |\ oot alt entrles In accordance with the instructions to tha Form 5500-5F.

Annual Report Identification Information

For calendar plan year 2019 or fiscal plan vear beginning 01/01/2019 and ending

12/31/2019

: @ a slngle-employar plan
A This relumirepon is for:
a foreign plan

fhe final relurn/rapon

& one-participant plan
the firgt returnfreport

D an amended returnfreport

B This relurnfrepont is;

[] automatic extension

C Check box if filing under;

@ Farm 5558
[] special extenslon {enter description)

a muitiple-employer plan {not muitismployer) (Filers checking this box must attach
a list of participating employar informalion in accordance with the form instructions.)

D a short plan year returnireport (fass than 12 months)

E] DFVG program

yested information

1a Name of plan 1b Tlhree-digg
an rumber
North Migsissippi Family Medicine Group of Oxford 401(X) Profit ?PN))* 0oL
Sharing Plan 1¢ Efisctive date of pian
01/01/2008

2a Plan sponsor's name (employer, If for a single-empioyer plan}
Mailing Address {Include room, apt.. suile no. and street, or P.O. Box}
City or town, stale or province, munt:y and ZIP or forslgn postal code (if foreign, see instructions)

North Misslesippl Family Medicine Group of oxford, P.A.

13197 Balk Boulevard

UE Orford MB 386%3

2b Employer dentification Number
(EIN) 26-3985042

2C Sponsar's telephone number
(662} 236«4675

2d Business code (see instructions)
621111

3a Plan adminisirator's name and addrezs (X] Same as Plan Sponsor

3b Adminisirator's EIN

3¢ Administrator's elephone number

4  ifthe name and/or EIN of tha plan spansor or Lhe plan name has changed since the last relum/report filed for 4b EIN
this plan, enter the plan spensar's name, EIN, the plan name and the plan number from the last returmfreport,
& Sponsor's name 4d PN
¢ Plan Name
§a Tolat number of parlicipanits &t the beglaning of the plan year PR 5a 18
B Tolal number of participants at the end of lhe plan year ..., &b 18
€ Number of paricipants with account balances #s of the end of the plan year (only deﬂned contdbution plans 5¢
complete (his HBM) st S . 13
d(1) Tosal number of active parlicipants at the beginning of the plan year Bd(1) is
d{2) Total number of aclive participants at the end of the phan year ... 5d(2} 16
& Number of parlicipants who terminated employment during the plan year with accrued benaflis that ware
1655 TN 100% VASIBA  wosvrrmssssnnessosssestsasssssssssssssssssssessossssnsmsmesssmen Se 0

Cautlon: A penalty for tha tate or incompleta filing of thig returhireport will be assessed unless reasonabls cause Is established,

Under penalties of perjury and olher penalties set forth In the Instructions, | declara that | have examined lhis return/report, including, if appilcable, a Scheduls
SB or Schedule MB completed and signet by an entolled acluary, as well as the eleclronic version of 1his relurn/raport, and to the best of my knowledge ang

beilaf His lrus, cotract, and wmpiete

LA

S o=

i Dateﬁ \“{

yre of pl,an admlnisfrator P

Y Enter ngme of individugl signing as plan administralor

YD)

, /73A /1 Sha m.L.éLgM uf‘
fonsof ) I}a!ﬁ / 7 // Ay | Enter name of Individual signing as amp!oyer or plan sponsor

For Paperwork Reduction Act Notice, see the instructions for Form 55{]0-5]( /

Form 5500-SF (2019)
V. 196130




SEP-15-2020 10:43 BURLEIGH CONSULTING 9017672901 P.005-009

Sep. 15, 2020 10:328M  North MS. Family Medicine No. 6339 P, 5/9
Form 5500-SF 2018 Page 2
6a Woere all of the plan's assels during the plan year [nvested in allgible assels? (See instruchons.) cnon. TR [X]yas [JNo
b Are you claiming a walver of tha annual examination and report of an independent qualified public accountant (IQPA)

under 29 CFR 2520,104-467 (See Instruclions on waiver sligibility and conditions.)  wmn Eves [INo
If you answerad "No” to aithar line 6a or line 6b, the plan ¢cannot usas Form 5500.8F and must Instead use Form 3500.

€ [ ihe pianis a defined beneft plan, is it covered under the PBGL insurance program (see ERISA section 4021)? .« [Cves [Tlne [} Mot determined
If “Yes" is checked, enter the My PAA confirmalion number from the PBGEC pramium filing for this year {See inslructions.)

Financial Informatlon

T Plan Assets and Liabllities . (a) Beglnning of Year {b) End of Year
a Total plan assels ..o | Ta 943,103 1,249, 681
b Total plan liabilities..... st st e arasess 7b
¢ Nel plan assels {sublract fing 7b from tine 78) ... et 16 943,103 1,249,681
& Income, Expenses, and Transfess for this Plan Yaar {8} Amount {b) Tolal
& Contributions received or raceivable from: =
{1) Employers ... . Ba{1} 44,659 i
(2) PEHICIBENE wurnsssersrecerersmnsssesersesssesenses s $al2) 63,779 i
{3) Cthers Gincluding rollovers)  w... 8al3) ;
Other income (fOSS) ............... 8h 401,937 s =r:-_
C Tolalincome (add lines 8a(1), 8a(2), 8a{3), and 8D} .cnviniscnned|  BE 310, 365
d Benefits paid {including direct rollovers and Insurance premiums & e
to provide benefits) . o] B8 3,712 e
& Certain deemed andlor corrective distibullons {sea [nsiructiens) ...|  Ba
f Administrafiva service providers (salaries, fees, commlastons) ...) &f 18 =
B Olher expenses _ wummmn: ceee e reemm st vene v ant v (] 0 7
h  Total expenses {add lines 8d, Be, Bf. 816 89) verimmonsimmsenn| &R 3,787
I Netincome {loas) (subtract ina Bh from ling BE) v  8i 306,378
During the plan year: Amount
8 Was there a failure to transmit ko the plan any partslpant contributions within the time periad
described in 29 CFR 2510.3-1027 (Ses instructions and DOL's Voluniary Fiduckary Cotrectlon
PrOQraM)  sesusssesromsesssanesssemmn s rnsieaseses vssstesr 10a X
b Woare there any nonexempt transactions with any party-in-interest? {Do not Include transactions
FAHOTIAY BN NG TDQ.) vrrirrsnmrssseammnssassisamssssessassssssssessssssemsmsersarinsssss seasssrrbubbb LI 3460V ppb b TP R PR TEE 10b) X
G Was the plan covered by a fidelity bong? we J10G] X 125, 000
d Did the plan have a loas, whether or not reimbursed by the plan's fidetity bond, that was caused
by fraud or dishonesty? .. . wer | 104 X
€ Wore any feas or commissions paid to atly brokets, sgents, or other parsons by an Insurance
catrier, insUrance service, or other organization that provides some or all of the benefits under
the plan? (See instructions.) .. 10e X
f Has Ihe plan failed to provide any benefit when due under the plan? . . | tof
G Did tha plan hava any participant loans? (If "Yes." enter amount as of year end.)  sunnemumnsseann | 104 X
h (s Is an Individual account p!an was there a blackou? period? (See instructions and 29 CFR
2520.10M1-8.) sininsmastrsiamsseipes ppinas ., 1 10h) X

If 10k was answered "Yes,” check the box IFyeu sither provided (he required notica or one of the
axceptions lo providing the nolice applied under 20 CFR 2520.101-3  covevermrrcnrens - PP I 1 |




SEP-16-2020 10:43 BURLEIGH CONSULTING 8017672901 P.O0&-008
Sep. 15, 2020 10:328M  North MS. Family Medicine No. 633 P /%

Fatm 5500-SF 2019 Page 3 = | I

| Pension Funding Compliance

11 s this a defined benefit pian subject to minimum fuading requizements? (if "Yes,” see Instructions and complete Schedule SB
{Form 5500) and lines 112 and b below,) I this is a defined coniribulion pension psan leave line 11 blank angd complete line 12 O ves X] to

MR RERAS Ykt R skl A e kb et ety e B ASRER NG YNNI NN AR RN SELLIp b3t MEEIp It SL

a_Enter the unpaid minimum requlred contrbutions !or all yaars from Schedule 5B (me 5500) el r.oun I 11a

b PBGC missed contribution reporting requirements. If the plan Is covarsd by PBGG and the amount reporled on ling 11a is graater than $0, has
PRGC haen nolified as required by ERISA seclions 4043{c)S) andior 303(k¥4)? Check the applicabile box:

[ Yes.

[} No. Reporting was waived under 23 CFR 4043.25(c)(2) because contributions equat to or exceeding the unpaid minimum required conlribulion were made
by lhe 30th day afler the due dale,

] No. The 30-tay pariod referanced in 29 CFR 4043.25{c)2) has not yet ended. and the sponsot Intends to make a confribution equal to of exceeding tha
unpaid minimum required conlribution by the 30 day after the due date.

m No. Other, Provide explanation:

12 Is this a dafined eonlribution plan subject to the minimum funding requirements of sedtion 412 of the Code or saction 302 of
31T L3 a8 e s e e e PS [C] Yes [X] No

{F "Yes onmplete fine 12a or ines 12b 12¢, 126 and 12e below, as appllcable.} If this 15 & deflned benafit pansion p!an !eave
line 12 blarzk and complate ling 11 abave.
a2 If a waivar of the minimum funding standard for a prier year is being amorlized in this pian yaar, see instructions, and enter {he date of the Istter ruling

Aranting ths WBIVET  sviueeissiasiscsssessssssossssurossssnssssns s sass s sessassaseasases s OMHN Day Yoar
if you completed {ine 12a, complete lines 3, 8, and 10 of Schadule MB [Forin 5500), and skip to lins 13.
b Enter the minimum raquired contrbution for this plan year. S i -
€ Enter the amount contrlbuted by the employer fo the plan for the plan year 12¢
d  Sublraot the amount I line 12¢ from the amount in line 120, Enter the result (enler & minus sign ta tho leftof a 12d
negative amounl)  ..vsiesss LLLUIREURRESS 13RS 081FOPRAAROE 4T PEY Ins LetELTNeuzR O L et ST T RS AT L TR ORS e s e
€ Will the minimum funding amount reportod on lina 12d be mat by {hs funding deadine? L] YesT] Mo [ NA
, Plan Terminations and Transfers of Assets
‘iaa Mas a resolution to terminate the plan been adopted In any plan year? ("] ves No
If"Yes," entar the amount of any plan assets that reverled 10 the employar this Year  smswscsnomsnns | 132
b Ware alt the plan assels distribuled to padicipants of benefictaries, transferred lo another plan, or hrought under the
' ] Y %] N
cortrol Of the PBGOCT  ciiimscrmarmsrssmasssarermast ssszasassaess T T TP Ao nr e bR L LR E P TV TR 040 T ns e g prgas D o8 ¢

€ I, during thls pian year, any assels or llabllilles ware transferred from this plan to anclher plan(s), identfy the plan(s) fo
which assels or labilities were traneferzed, (See instruclions, )

13¢(t) Name of plan(s): 13¢(2) EIN(s) 13¢(3) PN(s)




