Form 5500-SF

Department of the Treasury
Internal Revenue Service

OMB Nos. 1210-0110

Short Form Annual Return/Report of Small Employee 12100089

Benefit Plan

2019

This form is required to be filed under sections 104 and 4065 of the Employee Retirement

Department of Labor
Employee Benefits Security Administration

Income Security Act of 1974 (ERISA), and sections 6057(b) and 6058(a) of the Internal

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 2019 or fiscal plan year beginning

01/01/2019 and ending 12/31/2019

A This return/report is for:

B This return/report is

C Check box if filing under:

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.)

D a foreign plan

a single-employer plan
|:| a one-participant plan

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

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

Form 5558

|:| special extension (enter description)

D automatic extension |:| DFVC program

| Partll | Basic Plan Information—enter all requested information
la Name of plan 1b Three-digit
VICKSBURG ONCOLOGY, LLC PROFIT SHARING PLAN plan number
(PN) b 001
1c Effective date of plan
01/01/1997
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) 64-0858887
City or town, state or province, country, and ZIP or foreign postal code (if foreign, see instructions)
2Cc Sponsor’s telephone number

VICKSBURG ONCOLOGY ASSOCIATES, LLC

P. 0. BOX 4997
JACKSON, MS 39296-4997

601-376-2101

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 year 5a 5
b Total number of participants at the end of the PIAN YE&T .............cccveveviveuerieieeeeeeeeeeeeee e eeer et eeen s 5b 1
C Number of p_ar_ticipants with account balances as of the end of the plan year (only defined contribution plans 5¢c 1
complete this ItEIM) ......ueiiiiiie e
d(1) Total number of active participants at the beginning of the plan year . 5d(1) 0
d(2) Total number of active participants at the end of the Plan YEar ...........ccccoviuiriierioeereee e 5d(2) 0
€ 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. 10/12/2020 STEVEN ZACHOW, MD

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

SIGN Filed with authorized/valid electronic signature. 10/12/2020 STEVEN ZACHOW, MD

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 305715 14150
b Total plan abilities .................ccoovveverereeeeeeeerereeeeeeeeeeeeeeeeeee, 7b
Net plan assets (subtract line 7b from line 7a) .............c.cceverrne.ne. 7c 305715 14150
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS i 8a(1)
(2) PAIICIDANTS. ...eeeeeiieieie et eae e 8a(2)
(3) Others (including rolloVers).............ccccuuiiieeeiiiiiiieeeeeeciiiieaaenns 8a(3)
Other iNCOME (I0SS) ......ccveeereiueieeeeeeeeeeeeee e ea e e aeaeseaanans 8b 9371
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) ...........c........... 8c 9371
d Benefits paid (including direct rollovers and insurance premiums
10 Provide DENETILS) .........cveeeeeieeieeiiieiieeeeeieeeeeeeeeeeeeeeeeeeeeia 8d 163686
€ Certain deemed and/or corrective distributions (see instructions) ... 8e
f Administrative service providers (salaries, fees, commissions)....... 8f 233
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 163919
i Netincome (loss) (subtract line 8h from line 8¢) ..........c.cccococuu.n..... 8i -154548
j Transfers to (from) the plan (see iNStructions)...........occccvvveeeeernninnns 8j -137017

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 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 500000
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

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

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.

by the 30th day after the due date.

unpaid minimum required contribution by the 30th day after the due date.
No. Other. Provide explanation

N N N |

No. Reporting was waived under 29 CFR 4043.25(c)(2) because contributions equal to or exceeding the unpaid minimum required contribution were made

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

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 deadline?.................cccoccviiiiirinnnnnen.

L

Yes [| No []| NA

[Part VII | Plan Terminations and Transfers of Assets

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

|:| Yes 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

(oo g (o] o) g TN o =1 T O PP PPPPPPPPRt

|:| Yes 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):

13c(2) EIN(s)

13c¢(3) PN(s)

RADIATION ONCOLOGY OF MS P.A. PROFIT SHARING PLAN

64-0777242

001




10-08-20,15:26 ,From: To:6013683555 ; # 1/ 1
OME Nog. 1210-8910

Form 5500-SF Short Form Annual Return/Report of Small Employee 1210-0U8S
Daparimant af the Troopury BE“Eﬁt Pian ) 201 9
Intarmol Rovaauo Sorvica This form is required to be filed under sections 104 and 4065 of the Employee Retirement
v i secti temmal
Gopartmont of Labar Incoma Security Act of 1974 (ERISA), and secticns 6057(b) and 6058(a) of the In This Form Is Open ta
Employoa Baneflls Securty Adminlsimton Revanue Coda (the Code). Public Inspection
Ponsion Bonoft Guaranty Carperaten » Complete all enrles in accordance with the instructions to the Ferm 5500-5F,
[ Partl | Annual Report Identification Information ‘
For calendar plan yaar 2019 or fiscal plan year baginning 0L/01/20189 and ending 12/31/201%
@ a singla~amployer plan D a multiple-omployer plan {not multiemployer) (Fllers checking this bx must attach a
A This return/ropart is for list of participating employer information in accordance with the form ingtructions.)
|:| a ana-participant plan |:| a foraign plan
B This retumireport s D tha first return/rapart D the final returm/report

E] an amended retum/raport D a shart plan year retum/freport (lass than 12 months)

C Check boxiffiling under: x| Form 5558 [] automatic extension ] DFVC program

|:| special extansion (anter description)

Part Il | Basic Plan Information—enter all requested informatlon

13 Name of plan b Three-digit
. . plan number
Viekshurg Oncelegy, LLC Prefit Sharing Flan () P 001
1¢ Effeetive dato of plan
01./01/1987
23 Plan spansor's name (amplayer, i for a single-omployar plan) 2b Employer |dentification Number
Mailing address {include room, apt., suite no. and stroot, or P.O. Box) (EIN)64-0858687

City or town, state of province, country, and Z1P or farsign pastal code (if forelgn, see instructions) -
Vic]lc%burg Oncoipogy Asscc?ates, LLC anp ( 2¢ Sponser's lelephone number

(601)376-2101

2d Business cede (seo instructions)
F. O. Box 4857

Jackson M5 30206-4997 G2L1LL

3a Plan administratar's name and address E] Same as Plan Spensor. 3b Administrators EIN

3¢ Administrater's telephons number

4 If the name and/or EIN of the plan sporsar of the plan nama has ehangad sinca tho last return/report filed for 4dh gIN
this plan, enter the plan spensor's name, EIN, the plan name and the plan number from the last return/repaort.

a Sponsor’s name 4d PN
€ Plan Name

5a Total numbor of participants at tho beginning of the plan Yeaar..........e s sa
b Total number of participants at the and of the plan year ... b

¢ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5e
COMPIBLE tNIS IEBITIY vvrvaesereeeererereniessensssmesssresmssssnessensssssnssssrs sesssnes s samssessames esnesnsnsssesasmenss senssass sseas semss suanssunssmsmsssanid

d(1) Total number of activa participants at tha baginning of tha PRIN YO ..o eod 5d(1)
d{2) Total number of aclive participants at the end of the plan year ... 5d(2)
& Number of parficipants who terminated employment during the plan year with accrued banafits that wara lass Be

LT LI L0 T = =L« PO ST U PP

Caution: A ponalty for tho late or incomplota filing of this return/report will bo assessed unless reasonable causa i establishad.

Undar penalties of padury and othor penalties sot forth in the instruetions, | declare that | have oxamined this retumn/roport, including, i applicablo, 2 Schodule
5B or Sehedule MB completed and signed by an onroled actuary, a3 well as the slectronic vorsion of this roturn/roport, and to the best of my knowledge and
pelief itis B, P

SIGN Steven Zacheow, MD

HERE S(gmtura of plan ar‘uﬂnktmtur Date Enter name of individual signing as plan administrator

SIGN x.ﬁuua (M«f_‘ Steven fachow, MD

HERE S(gnatura of emplog@r!pl&n sponsor Data Entor nama of individual signing as employer or plan sponsor
For Paperwork Raduction Act Motlco, 3aa tha Inztructionz for Form 5500-SF. Form 5500-SF (2019)

v.180130



