Form 5500-SF Short Form Annual Return/Report of Small Employee O oS 0008

Department of the Treasury B en eflt Pl an
Intemal Revenue Service This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
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 2020 or fiscal plan year beginning  01/01/2020 and ending 12/31/2020
A This return/report is for: a single-employer plan |:| a multiple-employer plan (not multiemployer) (Filers checking this box must attach a
list of participating employer information in accordance with the form instructions.)
B This return/report is D the first return/report Dthe final return/report
D an amended return/report |:| a short plan year return/report (less than 12 months)
C Check box if filing under: Form 5558 |:| automatic extension D DFVC program
D special extension (enter description)
| Part 1l | Basic Plan Information—enter all requested information
1la Name of plan 1b Three-digit
DIGESTIVE DISEASES CARE FOR ALL, LLC DEFINED BENEFIT PLAN plan number
(PN) » 001
1c Effective date of plan
01/01/2011
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) 26-3589029

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

DIGESTIVE DISEASES CARE FOR ALL, LLC 2C Sponsor's telephone number

863-802-1111

2d Business code (see instructions)

3126 HIGHLANDS LAKEVIEW CIRCLE 621111
LAKELAND, FL 33812

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 hame 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.............c.ccccveeoveeeeeeeeeeeeeeeee e 5a 9
b Total number of participants at the end of the PIAN YEAT ............ccceueveveveveeeeeeeeeeeee et 5b 8
C Number of paﬁicipants with account balances as of the end of the plan year (only defined contribution plans 5c

[odo]aa] o] L= (= (a1 N1 (=] 0 ) PP PP PUPTUUPPPPPTPN
d(2) Total number of active participants at the beginning of the plan year 5d(1)
d(2) Total number of active participants at the end of the Plan YE&ar ..............cccevrvevieeieeeeeieieeee e, 5d(2) 4
€ Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

ThAN L00Y0 VESTE ...ttt e e e e e e e e e e e e e e e et e e e e e e e eeeeeeteaeaeaaaaaaaeaaaaaaaaaaaeaaaaaaaaaaaaaaaaaaaes

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. 08/16/2021 MAHMUDUL HAQUE
HERE ) L L L L
Signature of plan administrator Date Enter name of individual signing as plan administrator
SIGN Filed with authorized/valid electronic signature.
HERE } L o
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 (2020)

v.200204



Form 5500-SF (2020) Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See INStrUCtiONS.) .........ccceevviiiiiiiiie i Yes |:| 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.)...........coouiiiiiiiiiiiiie 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 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 TOtal PIAN ASSELS ....veveeeiiceieieeiieie et 7a 2299920 2901021
Total plan liabilities ... 7b
Net plan assets (subtract line 7b from line 7a) .................c.c..oo.... 7c 2299920 2901021
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1) EMPIOYELS oot 8a(1) 190000
(2) PartiCIPANES .......veevevereereeeeeeeteeteeteet ettt e e eteeteeeeteereereenes 8a(2) 0
(3) Others (including rolloVers).............cueceeeccuiiiiieeeiiiiiieeeeeeiins 8a(3) 0
Other iNCOME (I0SS) ....vveeveeeeeiueeeeeeeee e e e 8b 429773
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b)...................... 8c 619773
d Benefits paid (including direct rollovers and insurance premiums
0 Provide DENEFItS) ......ccuuiiiiiiieiiiiiieeeee e 8d
€ Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 18672
g Other expenses 89
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h 18672
i Netincome (loss) (subtract line 8h from line 8¢) ..............c.c......... 8i 601101
j Transfers to (from) the plan (see instructions)...........ccoccvvveeeeennn. 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:
1A 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

(e (0T =1 1) I PP PO PP UPTPRPT 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

L= sl lnc=To Mol g I 110 TC I 0= U OO PPPP 10b X

Was the plan covered by a fidelity DONd? ..., 10c X

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

DY fraud OF AISNONESTY? .....coiiiiii ettt ettt e ettt et e e e b e e e snaeaeannees 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 INSIIUCHIONS.)......uuiiii ittt e e aaa e 10e X
f Has the plan failed to provide any benefit when due under the plan? ..........c.c.ccccoceveeveveveveerrnnnn. 10f X
g Did the plan have any participant loans? (If “Yes,” enter amount as of year-end.) ..........c..cccceevene 10g X
h Ifthis is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.1071-3.) oottt 10h

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




Form 5500-SF (2020) Page 3-| 1

[Part \ | Pension Funding Compliance

11 Isthis 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 D No
L= [0
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... ‘ 1la ‘ 0

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 p| aAn 1S NOT COVERED BY THE PBGC

I

X1

12 s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
B RIS A 7 oo oo oo oA e oo e oo oo e e Ao Ao oo e e e e e e e et e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e e aaeaaaaaaeaaaaaaaaas 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. ....eiiiiiiiieieie ettt ettt e e e e e aat bttt aeeaaanbebeaeeaaaansbneeeaeesaannreneen 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 ................ccccvivreeeiererirerereeeeeeeeeeeeeeersseeseesenenens 12b

C Enter the amount contributed by the employer to the plan for this plan year .............ccccccccoviiiiiiiiiiiiiiiiiic s 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
NEGATIVE @IMIOUNT) .. eiieeiiee et ee ettt e e e ettt e e e e e ekttt et e e e e e ettt e et e e e e 4 st e b e e e e e e aastbe et e aeeaansnesbeeeeessaneneeeeaessannnenres

€ Will the minimum funding amount reported on line 12d be met by the funding deadline?.................c.c.c.c.ccccevernrnn... 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? .............ccccoeeveveveveueeeeeeeeeeeeeeeeeeeee e |:| Yes No

If “Yes,” enter the amount of any plan assets that reverted to the employer this year...........cccccccoiiiiiiiiiieniiiiiineeeen. 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 e e ettt e sttt e e sttt e sttt e e s se e e s bbb e e estseeesabseeeasbsbessbseeesabaeesbreeessbneeas

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

2020

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

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

; i inistrati Inspection
Employee Benefits Security Administration Internal Revenue Code (the Code). p
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending  12/31/2020
P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit
DIGESTIVE DISEASES CARE FOR ALL, LLC DEFINED BENEFIT PLAN plan number (PN) > 001

C Plan sponsor’s name as shown on line 2a of Form 5500 or 5500-SF
DIGESTIVE DISEASES CARE FOR ALL, LLC

D Employer Identification Number (EIN)
26-3589029

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

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

‘ Part | | Basic Information
1  Enter the valuation date: Month __ 01 Day 01 Year _2020
2  Assets:
BUMATKEE VAIUE .......vviveieeetteteteee ettt ettt s st b bbb s e e 24 b e b e s e s s b e bbbt e se s es et et ebes e st beb et s s e e s s b bens 2a 2295467
D) ACHUAHIAI VAIUE ...t en st en s ena s sen st en s, 2b 2295467
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..............ccccocveviinnnnnd 0 0 0
b For terminated vested participants.... 4 83501 83501
C FOr active PartiCIPANTS ......c..ueeieieieieiiti ettt e e e e e e e e e s sibre e e e e e e e e anenee 4 1638864 1697172
O TOAL. .ottt 8 1722365 1780673
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)...........c.ccceveuenne.... |:|
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........ocoiiiiiiiiiiie i 4a
b Funding target reflecting at—r?sk assumptipns, but disrege}rding trs_msition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.............cccccceeviiiiiiiiccinninnn
D EffECHVE INEIESE FALE ......vvvevieieiiietetetes ettt ettt e et et b et b et e s b b b et s e bt s e b b et e s e se sttt ebes e s e e e s s st s 5 5.69 %
(ST V0o T= L2 To a0 Lo 1 SRR 6 264392

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 06/17/2021
Signature of actuary Date

KENNETH C. PAYNE, EA, MAAA 20-06821

Type or print name of actuary
FUTUREPLAN BY ASCENSUS

Most

recent enrollment number
813-490-1245

Firm name
2203 NORTH LOIS AVENUE
SUITE 1150
TAMPA, FL 33607

Telephone number (including area code)

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see

instructions

i

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

Schedule SB (Form 5500) 2020
v. 200204



Schedule SB (Form 5500) 2020

Page2-[ 1]

Part Il

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
D LST= L PSR SSPPRRR

0

0

Portion elected for use to offset prior year's funding requirement (line 35 from prior
D C=T= L SRS

Amount remaining (line 7 minus line 8)

10

Interest on line 9 using prior year’s actual return of

11

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

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

23265

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 5.49 %..............

1277

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
=1 (013 R T PP ROV P UPUUPTOPOPPTOPPUPI

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

24542

d Portion of (c) to be added to prefunding bBalANCe ...........c.ccviveeeeeeeeeieeeee e

12

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

13

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

Part Il

Funding Percentages

14

FUNAiNg target attaiNMENTt PEICENTAGE. .......coiiuiieerteietere ettt sttt ste e e st be e sbe e sseasesese e e eae s Eeseeae s eE e e ebesE e e ebe b e Reeben e e b e eEeaene e st ebene e st abensebeneeneabeeeban

14 128.91 %

15

Adjusted funding target attaiNnMENt PEICENTAGE ..........uiiii ittt e e ettt e e e e e e e et e e e e e e e s sbbe e e e e e e e s asbbbe e e e e e aasabbeeeaeeeaasbbbeeeaeeeannnrnneas

15 128.91 %

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
N U (8T le g Te T =T (U= 1= oL S PP PPPP

101.74 o

17

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

................................ 17 %

Part IV

Contributions and Liquidity Shortfalls

18

Contributions made to the plan for the plan year by employer(s) and employees:

(MM-DD-YYYY)

(a) Date (b) Amount paid by (c) Amount paid by
employer(s) employees

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

03/03/2021 30000

03/12/2021 60000

04/26/2021 50000

o |O |O |Oo

04/28/2021 50000

Totals »

| 18(b)

190000

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. ...........cccccovveeercienennnn.
b Contributions made to avoid restrictions adjusted to valuation date...................c.cc.........

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

19a

0

19b

0

19c

178000

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding shortfall” for the PriIOr YEAI? ........cooiuiiiiiii et e et e et e e st eeaaneee e D Yes No

b Ifline 20a is “Yes,” were required quarterly installments for the current year made in a timely Manner?................ccocoveveveveeeeerererereenenes D 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




Schedule SB (Form 5500) 2020 Page 3

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

1st segment:
4.75 %

2nd segment:
5.50 %

3rd segment:
6.27 %

a Segment rates:

D N/A, full yield curve used

b Applicable month (enter code)

21b

3

22 Weighted average retirement age

22

62

23 Mortality table(s) (see instructions) Prescribed - combined |:| Prescribed - separate

|:| Substitute

Part VI [Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required
= L= T 0] 0 0 =T o | TP TR PPTPPPRPTN D Yes No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment

27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding

FELL e o] 1 1 =T o | PP U TP 27
Part VII |Reconciliation of Unpaid Minimum Required Contributions For Prior Years
28 Unpaid minimum required contributions for all PrOK YEAIS ............cucueveiriiiiierererireeesee et 28 0
29 D_iscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29 0
(L QLS - ) USRS
30 Remaining amount of unpaid minimum required contributions (line 28 MINUS iN@ 29) ..........c.ccceveeevecereeeereeane 30 0
Part VIII [Minimum Required Contribution For Current Year
31 Target normal cost and excess assets (see instructions):
A Target NOMMAl COSE (N B)......uuueiiieeeeiicieiie et e e e ettt e e e e st e e e e e s st a e e e e e sasntteeeaeeesasstaseeeaeeesssseeseaeesansntnneeeeeesannnnns 3la 264392
b Excess assets, if applicable, but not greater than liNE 31a ..........cceeveveveveviriveeeceeeeeieeete oo es e sennes 31b 264392
32 Amortization installments: Outstanding Balance Installment
a Net shortfall amortization iNStallment ..., 0
b Waiver amortization iNStallMENt....................c.ccvvevveeverieereeeeeieeeeeeeeeeeeeee e,
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval
(Month Day Year ) and the waived amount .............ccceeeeeiiiiiieeeieneiins 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
TEQUIFEMENT ...ttt 0
36 Additional cash requirement (line 34 MINUS INE 35) .........cccvieuirmieeeeeieeeesee e sesee st enese s se s nesseseeesenenes 36 0
37 fgn)tributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37 178000
[0} I PP U PR UP PSR
38 Present value of excess contributions for current year (see instructions)
a Total (eXCeSS, if any, Of [INE 37 OVET NE 36) ......c.cvvieieeeeeeeeeeeeeeee et eees e eeee e ee ettt es et en st eneeeean 38a 178000
b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ...........c.ccccceveue... 39 0
40 Unpaid minimum required contribUtions fOr @ll YEAIS ...........ccvoveeveueeeeeeeeeeeeeeteeee et eaeas 40 0
Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)
41 If an election was made to use PRA 2010 funding relief for this plan:
E STt a T To [0 Lo Y11 1= PSRRIt D 2 plus 7 years D 15 years

b Eligible plan year(s) for which the election in line 41a Was MAE ...........c.cccveviveeeeeeverieeeeeeee e eeeen s

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




Form 5500-SF Short Form Annual Return/Report of Small Employee MBS A
Department of the Trea§ury Beneﬁt Plan
BN S S This form is required to be filed under sections 104 and 4065 of the Employee Retirement 2020
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 i 3 % Public lnsPeCtion
» Complete all entries in accordance with the instructions to the Form 5500-SF.

| Part| [ Annual Report Identification Information

For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
A This return/report is for: E] a single-employer plan 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.)
B This return/report is 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 f filing under: D Form 5558 D automatic extension D DFVC program

D special extension (enter description)

! Part Il l Basic Plan Information—enter all requested information

1a Name of plan 1b Three-digit
Digestive Diseases Care for All, LLC Defined E;llaar\rl\)n:mber 001
Benefit Plan 1¢ Effective date of plan
01/01/2011

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)2 6-3589029

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

Digestive Diseases Care for All, 2c Sponsor’s telephone number
LLC (863)802-1111

2d Business code (see instructions)
3126 Highlands Lakeview Circle

5
Lakeland FL 33812 G
3a Plan administrator's name and address El Same as Plan Sponsor. 3b Administrator's EIN
3¢ 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
Ba Total number of participants at the beginning of the plan year 5a 9
b Total number of participants at the end of the PlaN YEar ... 5b 8
¢ Number of participants with account balances as of the end of the plan year (only defined contribution plans 5¢c
COMPlEte this ILEM).....oururverrercii s
d(1) Total number of active participants at the beginning of the plan year. 5d(1)
d(2) Total number of active participants at the end OF thE PIAN YEAT w.vvevvveereriseeeensnssssses e 5d(2) 4
e Number of participants who terminated employment during the plan year with accrued benefits that were less 5e 0

AN 100% VESEEA .......eeoieeceemssssess e et ase e st e et se e s et LTI LS L
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

it is true correct, and completer
\ QL. D .- £08/16/021 Mahmudul Hagque
giure of plan administrator Date 08/16/2021 Enter name of individual signing as plan administrator

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

?or Paperwork Reduction Act Notice, see the Instructions for Form 5500-SF. Form 5500-SF (2020)
v.200204




Form 5500-SF (2020)

Page 2

Were all of the plan’s assets during the plan year invested in eligible assets? (See iNStruCtioNs.) ..o

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 CONAIIONS. )issssmsmmsisunsmesissssesssissenniverseersmserampnnssssasessssaais

@ Yes D No
@ Yes D No

If you answered “No” to either line 6a or line 6b, the plan cannot use Form 5500-SF and must instead use Form 5500.
If the plan is a defined benefit plan, is it covered under the PBGC insurance program (see ERISA section 4021)7 ...... D Yes @ No D Not determined

If “Yes” is checked, enter the My PAA confirmation number from the PBGC premium filing for this plan year

. (See instructions.)

{ Part ill l Financial Information

7 Plan Assets and Liabilities (a) Beginning of Year (b) End of Year
a Total plan assets 7a 2,299,920 2,901,021
b Total plan labilities ..........coiriuimmisiirinne e 7b
C Net plan assets (subtract line 7b from line 7a) ...........cccocvovvrvinnnns 7c 2,299,920 2,901,021
8 Income, Expenses, and Transfers for this Plan Year (a) Amount (b) Total
a Contributions received or receivable from:
(1), EMPIOYOTS eeversosomnasmisrisasiiisiisisisssiiusisitsmmsmmsnsassensaissssasenss 8a(1) 190,000
(2) PaRiCIDANS ....oooooveeieeseee s 8a(2) 0 -
(3) Others (including rolloVers).......co.oooeovieireesiiieieiiieeee 8a(3) 0 - o
B OtEFINCOMTE (0S8 e ceesenensissistasssssrismisssssusmssinsisasss sassssassasvsrass 8b 429,773 -
C Total income (add lines 8a(1), 8a(2), 8a(3), and 8b) .................... 8c . 619,773
d Benefits paid (including direct rollovers and insurance premiums
to provide benefits)........ocovieiiiiiiiis i 8d
e Certain deemed and/or corrective distributions (see instructions) . 8e
f Administrative service providers (salaries, fees, commissions)..... 8f 18,672 . .
_9 Other EXPENSES .......vouiriirieieisisii it 8g
h Total expenses (add lines 8d, 8e, 8f, and 8g) 8h ' 18,672
i Netincome (loss) (subtract line 8h from line 8c) ... 8i 601,101
j Transfers to (from) the plan (see inStructions)......c.evvevvinicneniienenn 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:
1A 3D
b |If the plan provides welfare benefits, enter the applicable welfare feature codes from the List of Plan Characteristic Codes in the instructions:

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

PROGIAM) v..vvveeveereseeeseeemssossssesssesst sttt Lot en oL 10a X
b Were there any nonexempt transactions with any party-in-interest? (Do not include transactions

rEPOIted 0N HNG 108.) .ouissususssssessasssssssssssssssssssssssssssossssessssssssssssssisinsess sy 10b X
C Was the plan covered by a fidelity DONG? ......ooieiiiiiiiinmnsi s 10¢c X
d Did the plan have a loss, whether or not reimbursed by the plan’s fidelity bond, that was caused

by fraud OF dISNONEStY?.....oorrrvvos s 10d X
e 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€e INStUCHONS.)....oovvisivusisiessi e 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.) .....cccevnnerersneninns 10g X
h If this is an individual account plan, was there a blackout period? (See instructions and 29 CFR

2520.901-3.) cververerssesceisesssseronsssanmsssseassest shasassdenass st s e e 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 ..o 10i
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Part VI l 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 D No
DEIOW. . evovoveeseeessevevesessesssesesesnsesnensnnenesessasssesessnsssassestassassshsasesas e s 8 e h e e e L e e L LL L L L L L L L Le s ee Lyt LIt
a Enter the unpaid minimum required contributions for all years from Schedule SB (Form 5500) line 40 ..................... I 11a 0

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
Plan is not covered by the PBGC.

5 I W |

12 |s this a defined contribution plan subject to the minimum funding requirements of section 412 of the Code or section 302 of
ERISAT oo eeeeeeesvesessasessssssensassassassssssssssssssssssnsssssssssstosssssassesesssat sesnesessssssssssasssseensansnsasss 100t o0 eutnsissssssssessissisasestssaessssasastinasstonissinsaess

(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 D e @ No
12 blank and complete line 11 above.
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. .......cioioiiieieiiieeiesie 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 12b

C Enter the amount contributed by the employer to the plan for this plan year ... 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
negative amount)

e Wil the minimum funding amount reported on line 12d be met by the funding deadline?.............coovvorevorvieeiennee: D Yes D No D N/A
Plan Terminations and Transfers of Assets
13a Has a resolution to terminate the plan been adopted in @ny Plan YEar? ..ot D Yes @ No

12d

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

b Were all the plan assets distributed to participants or beneficiaries, transferred to another plan, or brought under the D Yes @ No
CONEFO! OF the PBGC? ..o aseesesssesssssems s et oottt et e

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)




OMB No. 1210-0110

2020

SCHEDULE SB
(Form 5500)

Department of the Treasury
Internal Revenue Service

Single-Employer Defined Benefit Plan
Actuarial Information

This schedule is required to be filed under section 104 of the Employee This Form is Open to Public

Employee é’:ﬁ;ﬁ?ggﬂfﬂ;ﬁ%:‘ﬂnistraﬂon Retirement Income Security Act of 1974 (ERISA) and section 6059 of the Inspection
Internal Revenue Code (the Code).
Pension Benefit Guaranty Corporation
» File as an attachment to Form 5500 or 5500-SF.
For calendar plan year 2020 or fiscal plan year beginning 01/01/2020 and ending 12/31/2020
P Round off amounts to nearest dollar.
P Caution: A penalty of $1,000 will be assessed for late filing of this report unless reasonable cause is established.
A Name of plan B Three-digit
Digestive Diseases Care for All, LLC Defined plan number (PN) 4 001

Benefit Plan

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

Digestive Diseases Care for All,
LLC

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

26-3589029

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

[ Part | | Basic Information
1  Enter the valuation date: Month 1 Day 1 Year 2020
2  Assets:
UMAIKEE VAIUE ...ttt ettt ettt ettt et et e e et e et e et e et e et et e s e eaeeteeteete s essessesseteeteeteeteeteseentereeteeteeteetenean 2a 2,295,467
D ACHUAIAI VAIUE ... ...ttt ee e e eeeeees 2b 2,295,467
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...........ccoocveeevieeeiinne. 0 0 0
b For terminated vested PartiCipants................cococevrveeueierereseeieeeeeeee e 4 83,501 83,501
C FOr active PartiCiPANTS .........cccuiiiiiiiieiiiie ittt 4 1,638,864 1,697,172
O TOMAL. ..o 8 1,722,365 1,780,673
4 Ifthe plan is in at-risk status, check the box and complete lines (a) and (b)..........ccccccevevenne.... |:|
a Funding target disregarding prescribed at-riSk aSSUMPLIONS ........oiiiiiiiiiiiiiie e 4a
b Fur_lding target reflecting at-r_isk assumpti_ons, but disrega_rding tre_msition 'rule for plans that have been in 4b
at-risk status for fewer than five consecutive years and disregarding loading factor.................ccccccoevviiniiicnnnn,
D EffECHVE INLEIESE FALE ......euiiveeietieieteeeiet ettt ettt a ettt sa e b seebe st ebe e sese s b et bessese e s esssseseseesessenened 5 5.69 %
ST o T= 2T P Y - RO 6 264,392

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 Aerneth Fayne 06/17/2021
- 24
Signature of actuary Date
Kenneth C. Payne, EA, MAAA 20-06821

Type or print name of actuary
FuturePlan by Ascensus

Most recent enrollment number
(813)490-1245

Firm name
2203 North Lois Avenue

Suite 1150
Tampa

Telephone number (including area code)

FL 33607

Address of the firm

If the actuary has not fully reflected any regulation or ruling promulgated under the statute in completing this schedule, check the box and see

instructions

[

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

Schedule SB (Form 5500) 2020
v. 200204



Schedule SB (Form 5500) 2020

Page 2 I:l

Part Il

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
L= 10 PP PP PPPPPPPPPPT

Portion elected for use to offset prior year’s funding requirement (line 35 from prior
D LT 10 PP POPPPPPPP

Amount remaining (line 7 minus line 8)

o

o

10

Interest on line 9 using prior year’s actual return of

11

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

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

23265

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 - L/ J

1277

b(2) Interest on line 38b from prior year Schedule SB, using prior year's actual
TEUUPN 1ottt st s st e e s s e e s e e st es e et s e e s eeeten st en e

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

24542

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

12

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

13

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

Part Il

Funding Percentages

14

FuNding target attaiNMENT PEICENTAGE ......c.coveueueu ittt sttt ettt eb ettt b b s e e b e st E e e b s st e ne b e s e e e e b ehea b e b b et e e e e b b st et b et s b see st

14 | 128.91%

15

Adjusted funding target attaiNMENT PEICENTAGE ... .....utieitrie ettt bt e bt e e bt e e aa b et e e bbb e e e aae e e e bb e e e ebb e e e s nr e e e aabeeeennnes

15 | 128.91%

16

Prior year’s funding percentage for purposes of determining whether carryover/prefunding balances may be used to reduce current 16
N R Vg (o 1ol C=To [N TI =T (=T oL S PP PP

101.74%

17

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

............ 17 %

Part IV

Contributions and Liquidity Shortfalls

18 Contributions made to the plan for the plan year by employer(s) and employees:

(a) Date
(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

(a) Date

(MM-DD-YYYY)

(b) Amount paid by
employer(s)

(c) Amount paid by
employees

0370372021

30,000

0371272021

60,000

04/26/2021

50,000

0472872021

OO0 |O|O

50,000

Totals »

| 18(0)

190,000

18(c) | 0

19 Discounted employer contributions — see instructions for small plan with a valuation date after the beginning of the year:

a Contributions allocated toward unpaid minimum required contributions from prior years. ..........ccccccceeevviiieeeeenn. 19a

..................................... 19b

C Contributions allocated toward minimum required contribution for current year adjusted to valuation date...................... 19c

b Contributions made to avoid restrictions adjusted to valuation date..................c.cc.........

0

0

178,000

20

Quarterly contributions and liquidity shortfalls:

a Did the plan have a “funding Shortfall” for the PrIOr YEAI? ........cooiiiiiiiiie ettt e e e et e e abeeee s D Yes No

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

C Ifline 20a is “Yes,” see instructions and complete the following table as applicable:

Liquidity shortfall as of end of quarter of this plan year

(1) 1st (2) 2nd

(3) 3rd

(4) 4t




Schedule SB (Form 5500) 2020 Page 3

Part V |Assumptions Used to Determine Funding Target and Target Normal Cost

21 Discount rate:

: 1st segment: 2nd segment: 3rd segment:

a Segment rates: 4. 75? % 5. 509 % 6. 27g % D N/A, full yield curve used

b Applicable month (enter code) 21b 3
22 Weighted average retirement age 22 62
23 Mortality table(s) (see instructions) Prescribed - combined |:| Prescribed - separate |:| Substitute

Part VI [Miscellaneous Items

24 Has a change been made in the non-prescribed actuarial assumptions for the current plan year? If “Yes,” see instructions regarding required

U E= Tod 1 1 =T o | ST PO TP PO PO P T T RO PPPPPP D Yes |X| No

25 Has a method change been made for the current plan year? If “Yes,” see instructions regarding required attachment

26 s the plan required to provide a Schedule of Active Participants? If “Yes,” see instructions regarding required attachment. ........................ D Yes m No
27 Ifthe plan is subject to alternative funding rules, enter applicable code and see instructions regarding 27

AHTACHIMENT ...t

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

28 Unpaid minimum required contributions for @ll PriOF YEAIS ...........coevrviirireieieieiiie et 28 0
29 Qiscounted employer contributions allocated toward unpaid minimum required contributions from prior years 29

(LTI R - ) PO PP 0
30 Remaining amount of unpaid minimum required contributions (line 28 MiNus liN€ 29) ..............cccooeveeeeveveveverenene. 30 0

Part VIII [Minimum Required Contribution For Current Year

31 Target normal cost and excess assets (see instructions):

A Target NOMMA COSE (NE B).........veeeeeieieieieeeeeeeee e eeeee et ees sttt essese s e st st st et et s s s e e seee et esatet et s eseeeeetesesetesseasen s e 3la 264,392

b Excess assets, if applicable, but Not greater than N 31a ............ccceeveeeveviierieeeeeeeeeesse e 31b 264,392
32 Amortization installments: Outstanding Balance Installment

a Net shortfall amortization iNStAIMEN ................ccooevevrerrereeeesieeee e 0 0

b Waiver amortization iNStallMENt ................c.c..cereerereieriieeeeeeeeteteres e 0 0
33 If awaiver has been approved for this plan year, enter the date of the ruling letter granting the approval

(Month Day Year ) and the waived amount .............cceeeeeriiiiiiieeieneiiins 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

FEQUITEIMENT ... eiie et siee et 0
36 Additional cash requirement (liNe 34 MINUS INE 35) .........c.cvieurvieieeeeeieeeeesseseee s eees et en s s es s ees e sesnes 36 0
37 Contributions allocated toward minimum required contribution for current year adjusted to valuation date (line 37

LOC) - veveeereeseese e e s eSS 178,000
38 Present value of excess contributions for current year (see instructions)

a Total (excess, if ANy, Of NE 37 OVET INE 36) .....cvoveveveeeeeeeeeeeeeeeeeeeee et ee et ee e e 38a 178,000

b Portion included in line 38a attributable to use of prefunding and funding standard carryover balances .......... 38b 0
39 Unpaid minimum required contribution for current year (excess, if any, of line 36 over line 37) ..........c.ccccocuee.... 39 0
40 Unpaid minimum required CONtribULIONS fOF @l YEAIS ............c.ceeeveivereeeeeeieeeeeeeteeeeeeses et eeses e essessseseaes 40 0

Part IX Pension Funding Relief Under Pension Relief Act of 2010 (See Instructions)

41 If an election was made to use PRA 2010 funding relief for this plan:

E STt g Lo (U Lo Y1 Tor 1o SR UREPR

[]2plus 7years [ ]15years

b Eligible plan year(s) for which the election in line 41a Was MAE .............cccveveuereeeeererieeeeeeee e es e e

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




Schedule SB, line 19 - Discounted Employer Contributions

Interest Rates for Contribution Year End Date: 12/31/2020

Effective Date

03/03/2021
03/12/2021
04/26/2021
04/28/2021

Name of Plan:

Plan Sponsor's EIN:
Plan Number:

Plan Sponsor's Name:

Amount

$30,000
$60,000
$50,000
$50,000

$190,000

Digestive Diseases Care for All, LLC Defined Benefit Plan

26-3589029
001

Effective Interest

Effective: 5.69%

Quarterly Interest

-1,767
-3,607
-3,306
-3,320

Digestive Diseases Care for All, LLC

Page 1

0

0
0
0

Late Quarterly: 10.69%

Discounted

$28,233
$56,393
$46,694
$46,680

$178,000



Attachment to 2020 Schedule SB, Line 22 - Description of Weighted Average Retirement Age EIN: 26-3589029 PN: 001

Digestive Diseases Care for All, LLC
Defined Benefit Plan

Weighted Average Retirement Age
Plan Year: 1/1/2020 to 12/31/2020
Valuation Date: 1/1/2020

Assumed Retirement Age - 100% of the participants are assumed to retire at the date the plan's normal retirement age
is attained, which is defined as:

Attainment of age 62
Participants who have passed their Normal Retirement Date as defined above are assumed to retire on the valuation date.

Weighted average retirement age 62



Funding Method:

Cost Method: PPA Unit Credit

Plan Sponsor's EIN: 26-3589029

Digestive Diseases Care for All, LLC
Digestive Diseases Care for All, LLC Defined Benefit Plan

Plan Number: 001

Schedule SB. Part V - Statement of Actuarial Assumptions

Asset Valuation: Fair Market Value

Target Assumptions:

Male Nonannuitant:

Female Nonannuitant:
Male Annuitant:

Female Annuitant:

Applicable months from valuation month:

Probability of lump sum:

Use pre-retirement mortality:

Segment rates:
25 year average rates:
Final rates:

Override:

Salary Scale

Male: 0.00%

Female: 0.00%
Withdrawal

Male: N/A

Female: N/A
Withdrawal-Select

Male: N/A

Female: N/A

Early Retirement Rates

Male: N/A
Female: N/A

Subsidized Early Retirement Rates

Male: N/A
Female: N/A

2.79
4.04
3.64

4.75

2020 Nonannuitant Male
2020 Nonannuitant Female
2020 Annuitant Male

2020 Annuitant Female

3

100.00%

4.35
6.60
5.94

6.27

Options:

Use optional combined mortality table for small plans:

Use discount rate transition:

Lump sums use proposed regulatio

Actuarial Equivalent Floor

ns:

Stability period: plan year

Lookback months: 3

Nonannuitant: N/A

Annuitant: 2020 Applicable
1st 2nd 3rd

Current: 2.01 3.06 3.65

Override: 0.00 0.00 0.00

Late Retirement Rates

Male: N/A

Female: N/A

Marriage Probability

Male: 0.00%

Female: 0.00%

Expense loading: 0.00%

Disability Rates

Male: N/A
Female: N/A
Mortality
Male: N/A
Female: N/A

Yes

Yes

Setback
0

Setback

0
0



Schedule SB, Part V - Summary of Plan Provisions

Eligibility Requirements Service/Participation Requirements
Age (yrs) : 21 Definition of years: Hours worked
Age (months) : 0 Continuing hours: 1,000
Wait (months) : 12 Excluded classes:
Two year eligibility : No
Earnings
Total compensation excluding : 403(b)
Cafeteria
Other
Retirement Normal Early Subsidized Early Disability
Age: 62
Service: 0
Participation: 0
Defined: 1st of month
during

Benefit Reduction / Mortality table & setback

Male: No Reduction No Reduction N/A

Female: No Reduction No Reduction N/A
Rates - Male: N/A N/A N/A
Rates - Female: N/A N/A N/A
Use Social Security Retirement Age: No REACT Benefits Percentage: 50.00%
Vesting Schedule: 2/20 Pre-retirement death benefit
Vesting Definition: Hours Worked Percentage of accrued benefit: 0.00%

Death Benefit Payment method: PVAB
Annuity Percent Years

Normal: 0.00% 0
QJSA: Joint and survivor 50.00% 0

Significant Changes in Plan Provisions Since Last Valuation

Name of Plan: Digestive Diseases Care for All, LLC Defined Benefit Plan
Plan Sponsor's EIN: 26-3589029
Plan Number: 001

Death



Benefits
Pension Formula:

Schedule SB, Part V - Summary of Plan Provisions

Benefit formula

Type of Formula: Unit benefit integrated
Effective Date: 01/01/2011
Simplified
Formula % per Unit Maximum Total % table limit Adjust %
Base: 5.35% 100.00% No
Excess: 0.65% 100.00% No No
Maximum Credits Past years Future years Total years
Base: 9 33 42
Excess: 9 26 35
Units based on: Accrual
Integration level
Covered compensation table: None
Rounding: None
Uniform dollar amount: $57,600.00
Averaging
Projection method: Current Compensation Apply exclusion to accrued benefit: No
Based on: Final Average Annualize short compensation years: No
Highest: 3 Annualize short plan years: No
In the last: 99 Include compensations based
Excluding: 0 on years of:
Accrual
Frozen: No
Definition of years: Hours worked Fractions based on: N/A
Accrual credit: Continuing Died Disabled Retired  Terminated Precision: N/A
1000 1000 1000 1000 1000 Limit current credit
to: N/A
Years based on: Service Cap/floor years: 0
Maximum past accrual years: 99.0000 Cap or floor: Floor
Method: Unit accrual Accrual % per year: 0.00%
Apply 415 before accrual: No
Name of Plan: Digestive Diseases Care for All, LLC Defined Benefit Plan
Plan Sponsor's EIN: 26-3589029

Plan Number: 001



	For calendar plan year 2020 or fiscal plan year beginning                                                                      and ending                                                       

